VERIFICATION OF INCAPACITY TO PARTICIPATE IN A SELF-SUFFICIENCY PROGRAM

The Family Self-Sufficiency (FSS) program requires participants to establish a contract of goals intended to promote a degree of self-sufficiency over a period of five years or less. Activities are specific to the individual and may include education, workforce development or employment. 
 
Under the Fostering Stable Housing Opportunities Amendments, a youth participant of a Family Unification Program may receive an extension of assistance when participating in FSS or may be excepted from participating when they are incapable to participating due to a documented medical condition.


APPLICANT INFORMATION AND CONSENT

I hereby authorize the release of the requested information in order to complete and verify my eligibility for an exception to the FUP youth extension of assistance requirement to participate in FSS on the basis of a documented medical condition. 

It is with my understanding and consent that a photocopy of this authorization may be used for the purposes stated above.  This authorization is valid for 15 months from the date of my signature.

									________________________________
PRINT APPLICANT NAME							DATE

									________________________________
APPLICANT SIGNATURE							LAST 4 OF SSN
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CERTIFICATION OF MEDICAL INCAPACITY BY HEALTH CARE PROFESSIONAL 
[bookmark: CERTIFICATION_OF_PERMANENT_DISABILITY/HA]
Please certify that it is your firm professional opinion that the above-named party has a medical condition expected to last longer than 90 days that renders the above-named party incapable to participating in the Family Self-Sufficiency Program and that your certification is in compliance with all applicable laws, regulations, industry practices and licensing guidelines.


In my opinion, as defined above


PATIENT NAME

has a documented medical condition that   renders them incapable of participating in 
the   FSS program as described above.


	
PRINT NAME OF MEDICAL PROFESSIONAL/SOCIAL WORKER	TITLE


	SIGNATURE
	
	
	LICENSE NO.
	
	
	DATE

	
	
	
	
	
	
	(	)	

	ADDRESS
	CITY
	
	STATE	ZIP CODE
	
	
	PHONE NUMBER



Do you require a specific accommodation to fully utilize the Agency’s services? Yes  No 
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