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Berks County Nonprofit Development Corporation 

Rental Assistance Program 
Applications available at: 400 E. Wyomissing Avenue 

Ground Floor, Suite #2 Mohnton, PA 19540  

Hours of Operations: Monday-Friday 9am-4pm 
OR 

Online at: https://www.berkspa.gov/departments/berksra 

Return completed application packets and required documentation via email 
to: mmartinez@berksredevelop.org 

 

Rental assistance is available. 
Documentation needed: 

� Completed client intake application 
� Current PA State ID (All Household Members Age 18 Years+ and Out of Highschool) 
� Social Security Card (All Household Members) 
� Birth certificates (All household children under 18 years) 
� EBT cards (if applicable; all household members) 
� Current Lease Agreement 
� Eviction Notice from District Justice (if applicable) 
� Utility shut off notices (if applicable) 
� Utility bills 
� Proof of Wages/Paystubs or Self-Attestation of Zero Income (Last 30 days /All Household Members 

Age 18 years+ and Out of Highschool) 
� Landlord Verification Ledger  
� Landlord W-9 
� Benefits Notice  
� HMIS Client Informed Consent & Release of Information Authorization 

 

Proof of Income (Last 30 days) 

https://www.berkspa.gov/departments/berksra


3 

(ALL Household Members Age 18 years+ and Out of Highschool) 
 

 Wages 
o Weekly    (4 paystubs) 
o Biweekly (2 paystubs) 
o Types: 

 Employment 
 Self-Employment profit 
 Government Employee Pension 
 Periodic receipts from estates & trust 
 Private pensions, regular insurance or annuity payments 
 Railroad retirement 
 Rental income 
 Strike benefits 
 Training stipends 

 Benefits 
o Award Letter 

 Types: 
• Food Stamps/SNAP 
• Cash Assistance/TANF 
• Unemployment Compensation 
• Veterans Administration Compensation 
• Workers’ Compensation 
• Military Compensation 

o Annual Letter 
 Types: 

• Social Security Income (SSI) 
• Social Security Disability Income (SSDI) 

o Court Order 
 Types:  

• Child Support 
• Alimony 
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Self-Attestation of Zero Income 
 

This form is to confirm that ________________________________________ (Your name)  

Has no current income and that the income over the past two months was $_______________ 

*Documentation of lost income is required (E.G., a termination letter from the prior employer)  

I hereby certify that I do not individually receive income from any of the following sources:  
1. Wages from employment (including commissions, tips, bonuses, fees, etc.).  
2. Income from operation of a business.  
3. Rental income from real or personal property.  
4. Interest or dividends from assets.  
5. Social Security payments, annuities, insurance policies, retirement funds, pensions, or death 
benefits.  
6. Unemployment or disability payments.  
7. Public assistance payments.  
8. Periodic allowances such as alimony, child support, or gifts received from persons not living in 
my household.  
9. Sales of personal goods or services.  
10. Any other source not named above.  

If further documentation or information is needed, please fill out the information below.  
 
Email address: ______________________________ Phone: _____________________ 
 
I (we) certify that the above information is true and correct to the best of my (our) knowledge and belief. I 
(we) hereby authorize the Redevelopment Authority to obtain verification of any and all information 
contained on this form.  
 
WARNING: PENALTY FOR FALSE OR FRAUDULENT STATEMENTS  
 
Any false, fictitious, or fraudulent statements or representations made knowingly or willfully may subject 
the signer to penalties under Section of 1001 of Title 18 of the United States Code.  
 
Signature: ____________________________________          Date: _______________________ 

Print Name: __________________________________ 
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Homeless Management Information System (HMIS) 
  Client Informed Consent & Release of Information Authorization 

 
I, (print consumer’s name)__________________________________, understand that (Service Provider)  
___________________________________________ collected information about me and/or dependents listed 
below to enter it into a database system called Homeless Management Information System (HMIS). This 
database helps us to better understand homelessness, to improve service delivery to the homeless, and to 
evaluate the effectiveness of services provided to the homeless. Participation in data collection and release, 
although optional, is a critical component of our community’s ability to provide the most effective services and 
housing possible. The information that is collected in the HMIS database is protected by limiting access to the 
database and by limiting with whom the information may be shared, in compliance with the standards set forth 
by federal, state, and local regulations governing confidentiality of client records. Every person and agency that 
is authorized to read or enter information into the database has signed an agreement to maintain the security and 
confidentiality of the information. 
 
BY SIGNING THIS FORM, I AUTHORIZE THE FOLLOWING: 
The information gathered and prepared by this agency will be included in a HMIS database of participating 
agencies (list available), and only to participating agencies, who have entered into an Inter-Agency HMIS Data 
Sharing Agreement and shall be used to:  
a. Produce a client profile at intake that will be shared by collaborating agencies  
b. Produce anonymous, aggregate-level reports regarding use of services  
c. Track individual program-level outcomes  
d. Identify unfilled service needs and plan for the provision of new services  
e. Allocate resources among agencies engaged in the provision of new services  
f. Disclose if required by court order or as required by law 
 
I permit this agency of Reading and Berks County to allow the following agencies access to my demographic 
information for intake assessment and/or provision of services: 
 
Initial below next to each specific agency listed for permission 
______ Berks Coalition to End Homelessness 
______ Berks Counseling Center 
______ Berks County VA 
______ BCAP 
______ Council on Chemical Abuse 
______ Family Promise 
______ Hope Rescue Mission 
______ Mid-Penn Legal Services 
______ Opportunity House 
______ Service Access & Management 
______ Salvation Army of Reading 
______ YMCA of Reading and Berks County 
______ Berks County Assistance Office 
______ Safe Berks 
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BY SIGNING THIS FORM, I AUTHORIZE THE FOLLOWING: 
I authorize the participating agencies and their representatives to share basic information regarding my family 
members listed below and/or me. I understand that this information is for the purpose of assessing my/our needs 
for housing, utility assistance, food, counseling and/or other services. 
The information may consist of the following Protected Identifying Information (PII): 
• Name                                 • Residence prior to project entry                   • Domestic Violence 
• Date of Birth                     • Homeless history                                          • Mental Health 
• Social Security Number    • Zip Codes of last permanent address           • Disabling condition 
• Gender                               • Family composition                                     • Alcohol & drug 
• Ethnicity & Race               • Employment status                                      • Legal history 
• Program entry date            • Veteran Status                                              • Photo (if applicable) 
• Program exit date              • HIV/AIDS 
• Income and non-cash benefits information 
• Housing information 
• VI-SPDAT 
 
I UNDERSTAND THAT: 
• Use of my likeness in a photograph will be viewable by other participating agencies and may be cropped or 
edited, as needed. I waive the right to approve or inspect the finished photograph. 
• The participating agencies have signed agreements to maintain confidentiality regarding my  
information. 
• The release of my information does not guarantee that I will receive assistance, and my refusal to authorize the 
use of my information does not disqualify me from receiving assistance. 
• My records are protected by federal, state, and local regulations governing confidentiality of  
client records and cannot be disclosed without my written consent unless otherwise provided for  
in the regulations, law, or court order. 
• Auditors or funders who have legal rights to review the work of this agency, including the U.S.  
Department of Housing & Urban Development and the State of California may see my  
information. 
• People using HMIS information to write reports may see my information. Researchers must sign an agreement 
to protect my privacy before seeing HMIS data. My private information will never appear in research reports. 
• This authorization will remain in effect until I revoke it in writing, and I may revoke  
authorization by signing a “Revocation of Consent to Release Information form”, but that  
cancellation will not be retroactive. 
• Additionally, I understand that participation in data collection is optional, and I may choose not to participate. 
• This release is valid for three (3) years from the date of my signature below. 
• I also understand that I may withdraw my consent at any time. 
• I understand that my personal information will not be made public and will only be used with  
strict confidentiality. 
 
IMPORTANT: To ensure the absolute safety of our clients, we do not enter any personally identifying 
information into HMIS for clients who are: 1) in a domestic violence agency; 2) currently fleeing or in danger 
from a domestic violence situation, including dating violence, sexual assault, stalking, or other qualifying 
situation. If any of the above situations apply to you – DO NOT SIGN THIS FORM. 
______________________________________________________________________________  
Client Print Name 
______________________________________________________________________________ 
Client Signature                                                                                          Date 
______________________________________________________________________________  
Case Manager Print Name           
______________________________________________________________________________ 
Case Manager Signature                                                                             Date 
 
****TO BE COMPLETED BY LANDLORD ONLY! 
 



19 

 
****TO BE COMPLETED BY LANDLORD ONLY! 
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****TO BE COMPLETED BY LANDLORD ONLY! 



21 

 


