
DBHDS Housing Voucher Referral Form
Housing Initiative for I/DD Individuals

Please type or print clearly and answer all questions completely. Incomplete forms will not be processed. Referral form must be signed by the individual 
being referred for assistance or their authorized representative and the staff person making the referral. Referrals must be submitted by ID and DD 
Support Coordinators, CIMs or CILs. All forms must be faxed to: 804-692-0077. Please include a cover page addressed to DBHDS-Housing Voucher 
Referral Program. If you have a question you may email Eric Leabough, DBHDS Housing Specialist at eric.leabough@dbhds.virginia.gov.

APPLICANT INFORMATION

NAME AGE TELEPHONE NUMBER   

MAILING ADDRESS (Street or PO Box)    CITY STATE ZIP CODE

REFERRING STAFF PERSON INFORMATION

NAME DATE REFERRAL MADE HEALTH PLANNING REGION

REFERRING INDIVIDUAL/ENTITY TYPEAGENCY NAME

MAILING ADDRESS (Street or PO Box)    CITY STATE ZIP CODE

TELEPHONE NUMBER   FAX NUMBER   EMAIL ADDRESS   

Ext.

Which Virginia locality does the applicant wish to reside in? 
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Name Age Relationship to Applicant

Please list all people expected to reside with the applicant:

DD Support Coordinator

Community Integration Manager Center for Independent Living

ID Support Coordinator



Where is the applicant currently living?

Training Center Sponsored Residential

Non-state ICF-IID Dwelling Owned/Leased by Family

Nursing Home Dwelling Owned/Leased by Applicant

Group Home

If applicant currently lives in their own home or rental unit, please explain why a voucher is needed?

By signing this form you agree to allow DBHDS to share the information contained on this form with any housing or service organization for the purpose 
of determining your eligibility for housing assistance. If the applicant is unable to sign, please complete the information for the authorized representative.

Applicant/Authorized Individual's Signature Date

Referring Staff Person's Signature Date

For office use only

Date DBHDS received referral form: _________________

Referral entered by: ______________________

PHA Name: ________________________________________

Date PHA notified: _________________

If the applicant will need longer than 120 days, please explain:

120+ days120 days60 daysHow soon will the applicant be ready to move? 

What waiver and/or non-waiver supports will assist the individual to live independently? 

Yes NoIf no, is the applicant on the waiver wait list?ID DDDoes the applicant receive waiver services?

Currently resides at a training center

Currently resides in a nursing home or ICF-IID

Meets the criteria for the ID or DD waiver wait lists

Please check the eligibility criteria that the individual meets and attach supporting documentation to this form:

Yes NoDoes the applicant have an intellectual or developmental disability?

QUALIFYING INFORMATION
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APPLICANT NAME:

Print Name of Authorized Representative Relationship to Applicant (Legal Guardian, Power of Attorney, etc.)


DBHDS Housing Voucher Referral Form
Housing Initiative for I/DD Individuals
Please type or print clearly and answer all questions completely. Incomplete forms will not be processed. Referral form must be signed by the individual being referred for assistance or their authorized representative and the staff person making the referral. Referrals must be submitted by ID and DD Support Coordinators, CIMs or CILs. All forms must be faxed to: 804-692-0077. Please include a cover page addressed to DBHDS-Housing Voucher Referral Program. If you have a question you may email Eric Leabough, DBHDS Housing Specialist at eric.leabough@dbhds.virginia.gov.
APPLICANT INFORMATION
NAME
AGE
TELEPHONE NUMBER                           
MAILING ADDRESS (Street or PO Box)                                    
CITY
STATE
ZIP CODE
REFERRING STAFF PERSON INFORMATION
NAME 
DATE REFERRAL MADE
HEALTH PLANNING REGION
REFERRING INDIVIDUAL/ENTITY TYPE
AGENCY NAME
MAILING ADDRESS (Street or PO Box)                                    
CITY
STATE
ZIP CODE
TELEPHONE NUMBER                           
FAX NUMBER			
EMAIL ADDRESS			
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Name
Age
Relationship to Applicant
Please list all people expected to reside with the applicant:
Where is the applicant currently living?
If applicant currently lives in their own home or rental unit, please explain why a voucher is needed?
By signing this form you agree to allow DBHDS to share the information contained on this form with any housing or service organization for the purpose of determining your eligibility for housing assistance. If the applicant is unable to sign, please complete the information for the authorized representative.
Applicant/Authorized Individual's Signature
Date
Referring Staff Person's Signature
Date
For office use only
Date DBHDS received referral form: _________________
Referral entered by: ______________________
PHA Name: ________________________________________
Date PHA notified: _________________
If the applicant will need longer than 120 days, please explain:
How soon will the applicant be ready to move? 
What waiver and/or non-waiver supports will assist the individual to live independently? 
If no, is the applicant on the waiver wait list?
Does the applicant receive waiver services?
Please check the eligibility criteria that the individual meets and attach supporting documentation to this form:
Please indicate if the applicant has an intellectual or developmental disability
Does the applicant have an intellectual or developmental disability?
QUALIFYING INFORMATION
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APPLICANT NAME:
Print Name of Authorized Representative
Relationship to Applicant (Legal Guardian, Power of Attorney, etc.)
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