Dear Health Care Provider:

I am a (job title) with (organization/ health center name) and am currently working with __________________________________ to apply for a wide range of available housing opportunities.  As I’m sure you are well aware, having stable housing is a vital component in the overall health of a person living with HIV/AIDS.  Since different programs require a different type of certification from the applicant’s Primary Care Physician, we ask that you review and complete the THREE DIFFERENT verifications following this letter so that we might work with our client to apply for safe and affordable housing as quickly as possible.  Without these forms, we will not be able to apply for housing!  
We understand your time is valuable and apologize for the inconvenience filling these forms out may cause.  Following, please find THREE SEPARATE REQUESTS which need to be completed.  Please find details on page 2 and complete the two standard forms then type and print the third letter on your health center’s letterhead and return all three to me as soon as possible in the postage paid envelope provided.  Please remember to take into account the patient’s right to confidentiality.  If you have any questions, please do not hesitate to contact me at the number listed below.  Thank you for your time and collaboration.
Sincerely, 

(Name, job title and contact information)
A.

The first verification form is needed to apply for state subsidized housing.  In order to protect the client’s right to confidentiality, we request that you verify their status as disabled (as defined by the Americans with Disabilities Act of 1990) and not their diagnosis of HIV infection.
The Americans with Disabilities Act of 1990 (ADA) defines a disability as “a physical…impairment that substantially limits one or more of [an individual’s] major life activities” U.S.C. 12102(2)(A) Pp. 3-21.  This definition is drawn almost verbatim from the Rehabilitation Act of 1973 which defines “physical or mental impairment” to mean “any physiological disorder or condition…affecting…the…body [‘s]…hemic and lymphatic [systems]” U.S.C. 504 Pp. 4-10.  HIV infection is regarded as a physiological disorder with an immediate, constant, and detrimental effect on the hemic and lymphatic systems and therefore is covered under the ADA’s definition of disability.  Furthermore, the 1998 Supreme Court ruling Bragdon v. Abbott ET AL. stipulates that HIV infection be held under the ADA regardless of the current stage of progression. 

Attached, please find a sample of the form which provides all the necessary information without violating the patient’s rights, as well as blank form which you will need to fill out, sign and return. 

B.

The second form, the Medical Certification Form, also attached, will be used to apply for housing opportunities specifically designed for people living with HIV/AIDS.  
C.

Finally, we will need a letter printed on your health center’s letterhead.  A sample of the letter is on the final page of this packet.  We will need this letter to apply for numerous private housing developments.  Please also include any information relevant to your patient’s housing situation, such as the need for a first floor or elevator accessible unit.
If you have any questions about either of these forms or the letter, please do not hesitate to contact me.
Thank you very much for you cooperation!

A.

Verification of Handicapped Status for State-Aided Elderly/Handicapped Housing
Name of Physician or Other Professional:  _____________________________________ 

Profession: ________________________________________ 

Address
______________________________________________________________________ 
______________________________________________________________________ 

Date_____________________ 

VERIFICATION OF HANDICAPPED STATUS FOR STATE-AIDED ELDERLY/HANDICAPPED HOUSING 

Applicant’s Name ____________________________________

Applicant Control Number _________________________________________________________

Applicant’s Address ______________________________________________________________

______________________________________________________________________________
 

I hereby authorize release of the following information: _______________________ Applicant’s Signature 


The Housing Authority may request verification that an applicant has a qualifying physical or mental impairment in order to determine the applicant’s eligibility for elderly/handicapped housing. The applicant has authorized above your release of the requested information. We would appreciate your prompt response to the questions on the reverse side of this letter. If you have questions, please contact our office. Thank you for your anticipated cooperation. 

Sincerely, 


___________________________________________ 
Executive Director or Tenant Selection Coordinator 


(continued on next page)
THE FOLLOWING TO BE COMPLETED BY PHYSICIAN (OR OTHER PROFESSIONAL)
Note: an applicant’s eligibility for Elderly/Handicapped Housing is contingent on the Authority being able to identify and understand whether the applicant has a qualifying impairment and how it affects his or her housing needs.  Please be sure to complete this form legibly and in a manner that allows the Authority to meaningfully evaluate the applicant’s eligibility.  
1. Does the applicant have one or more physical or mental impairments, other than a history of alcohol or substance abuse, which substantially impede(s) his or her ability to live independently?  Circle the appropriate answer.

Yes   /   No

Comment: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. If Yes to question 1 above, would suitable housing conditions improve the applicant’s ability to live independently and, if so, what sort? Be specific. 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. If Yes to question 1 above, is the anticipated duration of the applicant’s impairment(s) more than six (6) months?  Circle the appropriate answer.

Yes   /  No  
If the anticipated duration is indefinite so specify, and estimate the approximate duration to the best of your ability: 

       _____________________________________________________________________________________________________

       _____________________________________________________________________________________________________

4.   Other comment: 
____________________________________________________________________________________________________________________________________________________________________________________________________________

CERTIFICATION

I certify that the information provided above represents my professional judgment and is true and accurate to the best of my knowledge and belief.

_________________________________________

_________________________

Signature






Date

_________________________________________

_________________________


Printed Name






Telephone

_________________________________________


Street

_________________________________________
City & State


Zip

SAMPLE
THE FOLLOWING TO BE COMPLETED BY PHYSICIAN (OR OTHER PROFESSIONAL)
Note: an applicant’s eligibility for Elderly/Handicapped Housing is contingent on the Authority being able to identify and understand whether the applicant has a qualifying impairment and how it affects his or her housing needs.  Please be sure to complete this form legibly and in a manner that allows the Authority to meaningfully evaluate the applicant’s eligibility.  
1. Does the applicant have one or more physical or mental impairments, other than a history of alcohol or substance abuse, which substantially impede(s) his or her ability to live independently?  Circle the appropriate answer.

Yes   

Comment: Yes, this patient has an ADA defined disability.  The patient has a disability other than a history of alcohol or substance use.
2. If Yes to question 1 above, would suitable housing conditions improve the applicant’s ability to live independently and, if so, what sort? Be specific. 
Suitable housing would greatly improve my patient’s ability to adhere to their treatment plan, which is necessary to maintain their health.

3. If Yes to question 1 above, is the anticipated duration of the applicant’s impairment(s) more than six (6) months?  Circle the appropriate answer.

Yes   

If the anticipated duration is indefinite so specify, and estimate the approximate duration to the best of your ability: 

      
This is a permanent impairment.

4. Other comment: 
____________________________________________________________________________________________________________________________________________________________________________________________________________

CERTIFICATION

I certify that the information provided above represents my professional judgment and is true and accurate to the best of my knowledge and belief.

_________________________________________

_________________________

Signature






Date

_________________________________________

_________________________


Printed Name






Telephone

_________________________________________


Street

_________________________________________

City & State


Zip
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MebicAL CERTIFICATION FORM

Instructions to applwant You should fill out Sections A and B and have your physician complete Section C and send to the HIV
housmg providers to which you are applying.

Section A. Request for Physicians Certification of HIV Status

-

Dear Medical Provider,

Your patient, ' , is applying for subsidized housing for persons
living with HIV/AIDS. These programs may only consider persons with a diagnosis of AIDS or who are
HIV+. By signing in Sectlon B below, the individual named authorizes you to release to us the information
requested on this page. :

Section B. Authi;fizétion for Release of Information

L ] an applicant for subsidized housing for persons with
HIV/AIDS hereby authorize .+, my health care provider,
to release the information requested on ﬂns form to the program staff of the entities listed above:

Applicant/Date . Witness/Date

Section C. Physician’s Certification

1 ‘ (please print name), provide
primary medical care for : . For the purpose of his/her -
application for housing for persons with HIV/AIDS, [ hereby certlfy that hc/she

has a diagnosis of AIDS

does not have an AIDS diagnosis but is HIV symptomatic or has (any) conditions arising from the
virus.

is disabled due to HIV

none of the above

Medical Provider Signature ’ | Date
Medical Provider Name Printed Phone Number
Clinic Name and Address

®AIDS Housing Corporation, Boston, MA 6





C. 
(To be printed on letterhead)

To Whom It May Concern:

I have been seeing John Q. Patient as his/her Primary Care Physician at General Health Clinic for the past 5 years.  In accordance with the definition of disabled as set forth by the Americans with Disabilities Act of 1990, Mr./Ms. Patient is disabled as he/she has a ‘permanent condition which impedes one or more major life activities.’  This condition would be greatly exacerbated if Mr./Ms. Patient was forced to live in a shelter situation.  In addition, my patient’s current unstable housing situation has a significant negative impact on his/her health.  For this reason, it is imperative that Mr./Ms. Patient find suitable housing as soon as possible.  If you have any questions, please do not hesitate to contact me at the number listed below.

Sincerely,

Doctor Doe, MD

123 General Health Clinic Way

Boston, MA  01234

(555) 867-5309

�Note: an applicant that has a history of alcohol or substance abuse may still be eligible for Elderly/Handicapped Housing if the applicant has one or more qualifying physical or mental impairments in addition to the history of alcohol or substance abuse and is otherwise eligible and qualified for such housing.


�Note: an applicant that has a history of alcohol or substance abuse may still be eligible for Elderly/Handicapped Housing if the applicant has one or more qualifying physical or mental impairments in addition to the history of alcohol or substance abuse and is otherwise eligible and qualified for such housing.





