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WFF HNF Screening Tool

                          Respondent Study ID# __ __ __ - __ __ __


Respondent Name: 

____________________________


     
       

First and Last Name                   



Social Security Number:
__ __ __/__ __/__ __ __ __

Date of Birth:
__ __/__ __/__ __
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High Need Family (HNF) program Screening Tool
Instructions for WFF Screening Tool:

Please read the questions below to the head of household/primary caregiver and record the responses in the check-boxes. Instructions or response categories that are in italics or bolded should not be read to the client.  Directions for determining eligibility are in the far right column and on the final page. Income must be verified prior to finalizing the client’s eligibility. 
Living Situation & Family Composition
	1. Where are you living now?  Select one of the following:
	Yes
	No
	
	scoring Instructions

	1a. Sleeping in a place not meant for human habitation (e.g., on a sidewalk, in a park, in a car, or in an abandoned and/or condemned building).
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	1b. Spending a short time (30 consecutive days or less) in a hospital or other institution, but ordinarily sleeping in the types of places mentioned above.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	1c. Exiting an institutional setting (e.g., jail, prison, in-patient facility, or foster care) without an appropriate housing destination secured.


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	1d. Being evicted within a week from a private dwelling unit and having no subsequent residence identified and lacking the resources and support networks needed to obtain or access housing. (If yes, verify family by obtaining documentation of pending eviction.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	


	1e. Staying in an emergency shelter or motel due to a lack of adequate alternative accommodations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	STOP if all answers to 1a -1e are “no”

	I am going to ask you a few questions about any experiences you may have had with homelessness in your lifetime. By homeless, I mean times when you didn’t have a regular place to live and you were living in a homeless shelter, or temporarily in an institution because you had nowhere else to go, or were living in a place not typically used for sleeping, such as on the street, in a car, in an abandoned building, or in a bus or train station.  Please do not include times when you were doubled up, or living in your friends’ or family members’ homes. 
	

	2.   How long have you been currently homeless?
	____   Days  OR  ____  Months
	DK    FORMCHECKBOX 

	

	3.   During the past 3 years how many times were you previously homeless, excluding this time? (Prompt with specific dates to have respondent include whole period during the last 3 years.)

	____  times
	DK    FORMCHECKBOX 

	STOP if zero times, unless answer to Q2 is >36 months

	4.   During the past 3 years what was the longest amount of time you were homeless including this time?

	____  Days  OR  ____ Months
	DK    FORMCHECKBOX 

NA     FORMCHECKBOX 


	

	
	Yes
	No 
	DK
	

	5.   Are you 18 years old or older?


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	STOP if “no”

	6.   Not including yourself, how many other adults 18 or older are there in your household?
	_________

(# People)
	


	
	Yes
	No
	DK
	scoring Instructions

	7.   Are there any children under 18 who are or will be living with you? 

(If yes), Starting with the oldest, please tell me their names and ages, and whether they are currently living with you or will be living with you when you enter housing:
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	Name 
                                         Age            Currently Living       (If No) Do you             (If Yes)  
                                                                            With you?       have a reunification-   Reunification Date

                                                                                                           date set?
	

	                                                                             Yes   No                  Yes    No                Day/ Month/ Year
	

	                                      ___Mos or ___Yrs.        FORMCHECKBOX 
    FORMCHECKBOX 
                  FORMCHECKBOX 
     FORMCHECKBOX 
            __ __ /__ __ /_ _ _ _
	Follow up with WFF for a case consultation if none of the children are currently living in household.

	                                      ___Mos or ___Yrs.        FORMCHECKBOX 
    FORMCHECKBOX 
                 FORMCHECKBOX 
     FORMCHECKBOX 
             __ __ /__ __ /_ _ _ _
	

	                                      ___Mos or ___Yrs.        FORMCHECKBOX 
    FORMCHECKBOX 
                 FORMCHECKBOX 
     FORMCHECKBOX 
             __ __ /__ __ /_ _ _ _
	

	                                      ___Mos or ___Yrs.        FORMCHECKBOX 
    FORMCHECKBOX 
                 FORMCHECKBOX 
     FORMCHECKBOX 
             __ __ /__ __ /_ _ _ _
	

	                                      ___Mos or ___Yrs.        FORMCHECKBOX 
    FORMCHECKBOX 
                 FORMCHECKBOX 
     FORMCHECKBOX 
             __ __ /__ __ /_ _ _ _
	

	                                      ___Mos or ___Yrs.        FORMCHECKBOX 
    FORMCHECKBOX 
                 FORMCHECKBOX 
     FORMCHECKBOX 
             __ __ /__ __ /_ _ _ _
	

	                                      ___Mos or ___Yrs.        FORMCHECKBOX 
    FORMCHECKBOX 
                 FORMCHECKBOX 
     FORMCHECKBOX 
             __ __ /__ __ /_ _ _ _
	

	8.   Are you or any other adult in your household currently pregnant?
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 

	DK  FORMCHECKBOX 

	
	STOP if “no”for 
7 AND 8
( if 8 is yes: ____

	9.   How many times have you moved in the past 12 months?
	____ times
	 FORMCHECKBOX 

	


Service Need Criteria

I would like to ask you a few more questions about your family and your family’s health and experiences.
	
	Yes
	No
	DK
	NA
	scoring Instructions

	10.   In past 12 months have you had any involvement with Child Protective Services?


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	( if 10, 11 or 12 is yes: ____

	11.   Are any of your children currently in foster care? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	12.   Have any of your children ever been permanently removed from your household by Child Protective Services?


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	( if 13 or 14 is yes:
   ____

	13.   In the past 12 months have you or anyone in your household received mental health services in a residential psychiatric facility, a hospital psychiatric ward or an outpatient program? (If no, skip to #14.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	13a. How many times in the past 12 months have you (or they) received treatment? (skip to #15.)
	_____  Times
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	14.   Have you or anyone in your household ever considered seeking mental health services or been told by others that you or they need mental health services?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	15.   In the past 12 months have you or anyone in your household received substance abuse inpatient treatment, intensive outpatient treatment or detoxification services? (If no, skip to #16.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	( if 15 or 16 is yes: ____

	15a. How many times in the past 12 months have you (or they) received treatment? (skip to #17.) 
	_____  times
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	16.   Have you or anyone in your household ever considered seeking substance abuse services or been told by others that you or they need substance abuse services?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	

	17.   In the past 12 months have you or anyone in your household experienced any issues related to domestic violence? For example, you were involved in an abusive incident or filed or received a restraining or stalking order.
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	( if 17 is yes: ____

	18.   Do you or anyone in your household have a serious health condition that required medical care in the past 12 months (for example, diabetes, arthritis, HIV/AIDS, stroke, cancer, serious asthma, etc.)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	( if 18 is yes: ____

	19.   Have you or anyone in your household ever been convicted of a felony? (If no, skip to #20.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	( if 19 is yes: ____

	19a. Did the felony conviction occur in the past 12 months?


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	20.   In the past 12 months have you or anyone in your household been convicted of a misdemeanor?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	( if 20 is yes: ____

	21.   Have you or anyone in your household ever been diagnosed with a developmental or learning disability (such as a delay in language development, short attention span (ADD or ADHD), mental retardation, or autism, etc.)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	( if 21 is yes: ____


Determination of program eligibility

Read To Client:  Please give me a few moments to review the information you’ve provided.

Interviewer Instruction: Complete the table below to determine whether the family is eligible.
	PART A: MINIMUM ELIGIBILITY CRITERIA:
	Yes
	No

	· Currently literally homeless (Question 1)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· At least 1 previous episode of  literal homelessness (Question 3)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· Head of Household is at least 18 years old (Question 5)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· Has at least one child (Question 7) OR has a pregnant family member living with them (Question 8)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· Has at least two service needs, as indicated by the number of ( marks in the scoring column for Questions 10-21. 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· Income at or below 20% of the Area Median Income (AMI)
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Family meets all minimum eligibility criteria listed above.

If NO, SKIP to wrap-up instructions for families that are not eligible on next page.
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	

	PART B: ADDITIONAL CONDITIONS:
	Yes
	No

	· More than 1 prior episode of literal homelessness in the last 3 years (Question 3) OR 3 or more moves in the last 12 months (Question 9)


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· More than 2 service needs/barriers identified (( marks for Questions 10-21) OR elevated need on at least 1 service need/barriers [e.g., multiple episodes of mental health (Question 13a) or substance abuse treatment (Question 15a)]

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	· Potential for reunification of one or more children living elsewhere (Question 7)


	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Total the number of “yes” responses from Part B above:
	_____
	

	Families who meet all criteria listed in Part A are eligible for the program.   If the number of eligible families exceeds the number of available housing units, please prioritize those families with greater needs as outlined below.


	Select one:

	PRIORITY 3:   Family meets all minimum eligibility criteria listed in Part A.
	 FORMCHECKBOX 


	PRIORITY 2:   Family meets minimum eligibility requirements in Part A PLUS one of the additional conditions listed in Part B.


	 FORMCHECKBOX 


	PRIORITY 1:   Family meets minimum eligibility requirements in Part A PLUS two or more of the additional conditions listed in Part B.


	 FORMCHECKBOX 



wrap-up Instructions:

If the family is not eligible for HNF services: [EACH HNF PROVIDER SHOULD ADD A STATEMENT HERE TO BE READ TO THE FAMILY EXPLAINING THAT THEY ARE NOT ELIGIBLE AND WHAT OTHER SERVICES THEY MIGHT BE PROVIDED OR REFERRED TO.]

If the family is eligible for HNF services: [EACH HNF PROVIDER SHOULD ADD A STATEMENT HERE TO BE READ TO THE FAMILY EXPLAINING THE NEXT STEPS IN DETERMINING WHETHER THEY WILL BE PLACED IN HOUSING (e.g., completing the application/eligibility process with the housing provider) AND HOW YOU WILL FOLLOW UP WITH THEM.]
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Interviewer Instructions:  Please complete the information below prior to administering the tool with the prospective client.  These questions do not need to be read to the respondent.





Respondent Study ID:  		__ __ __ - __ __ __	





*Record Study ID from Program Participation Tracking Form	*    





Has this respondent’s income eligibility already been verified?  ___ Yes  ___ No





If no, how and when will it be verified in order to complete eligibility screening? 

















Date Completed Screening Tool:	__ __/__ __/__ __							





Interviewer Name:	 		__________________





Provider Agency:  (circle one)	1.  Community Services Northwest


2.  Serenity House


3.  Sound Mental Health


4.  Volunteers of America


5.  Women’s Resource Center  


				6.  Abused Deaf Women's Advocacy Services


				7.  Drug Abuse Prevention Center


8.  Walnut Corners  


9.  Westend Outreach Services


10.  Crisis Support Network


11.  Valley Cities


12.  Yakima Neighborhood Health Services


13.  Triumph Treatment Services


14.  YWCA


15.  West Sound Treatment Services


16.  Benton Franklin Community Action Committee

















�  Special situations:    


A child staying elsewhere temporarily (e.g. with a relative, in juvenile detention for a few days, or having a brief hospitalization) should be considered as currently living with the family. 


A child that has been permanently removed from the family should not be considered as currently living with the family.








Page 1 of 7 – Prepared by Westat 
Page 7 of 7 – Prepared by Westat 

