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                Massachusetts Department of Housing and Community Development

                Division of Housing Stabilization, 100 Cambridge Street, 4th Floor, Boston, MA  02114

_______________________________________________________________

NOTICE OF APPROVAL or DENIAL FOR EMERGENCY ASSISTANCE (EA) FLEXIBLE FUNDS and LEVEL OF BENEFITS

Date:  ______________________                                   Field Office _____________________

Name:  __________________________________         SSN:____________________________

Address, City and Zip:  ______________________________________________________________________

This notice is to inform you that your request for EA Flex Funds for:
 FORMCHECKBOX 
  Subsidized Housing    FORMCHECKBOX 
  Market Rate Housing (Initial Placement)    FORMCHECKBOX 
  Out-of-State Transportation Assistance:

 FORMCHECKBOX 
  is approved.    FORMCHECKBOX 
   is denied for the reason(s) checked below.

In case of approval, list all benefits provided, including dollar sum of each benefit: _____________________________ ________________________________________________________________________________________________

In case of denial, please check all that apply:

 FORMCHECKBOX 
You are ineligible to receive funding because you are not eligible for temporary emergency shelter benefits. Specifically:

 FORMCHECKBOX 
   There is no longer an eligible child or a pregnant woman in the household. (106 CMR § 309.020 (A))
 FORMCHECKBOX 
An adult household member refused employment without good cause. 106 CMR § 309.020(B).
 FORMCHECKBOX 
An adult household member terminated employment or reduced hours of employment within the past 90 days without good   cause. 106 CMR § 309.020(C).
 FORMCHECKBOX 
  You or a member of your household voluntarily reduced hours or employment or terminated employment without good cause. (106 CMR § 309.020 (D))

 FORMCHECKBOX 
  Your household income exceeded EA standards. (106 CMR § 309.020 (E))

 FORMCHECKBOX 
  Your household’s countable assets exceed $2500. (106 CMR § 309.020 (F))
 FORMCHECKBOX 

No member of your household is a citizen, permanent resident, or individual permanently residing in the United States under color of law. 106 CMR § 309.020(G).
 FORMCHECKBOX 
  Your household failed to report a change in circumstances affecting EA eligibility or benefits. (106 CMR § 309.020 (I))

 FORMCHECKBOX 
  You or a member of your household failed to resolve and outstanding warrant within 30 days of being notified of it. (106 CMR § 309.020 (K))
 FORMCHECKBOX 
Alternative feasible housing is available to you. 106 CMR § 309.040 (A) (2).
 FORMCHECKBOX 
Other: _______________ (describe and cite regulation).  
 FORMCHECKBOX 
If in temporary emergency shelter, prior to applying for Flex Funds, you have not been in a temporary emergency shelter for a minimum of thirty (30) days. (Admin Plan B)
 FORMCHECKBOX 
If in temporary emergency shelter, prior to applying for Flex Funds, you were not actively participating in your Re-Housing and Stabilization Plan, including not being in good standing because you have received a warning notice of noncompliance. (Admin Plan B)
 FORMCHECKBOX 
You have not located an apartment with a 12-month lease. (Admin Plan B)

 FORMCHECKBOX 
Alternative feasible sources of funding are available to you. (Admin Plan A)

 FORMCHECKBOX 
You lack a confirmed plan for relocation out of state.  (Admin. Plan B.4) (applies only to request for Toolbox funding)

 FORMCHECKBOX 

Flex Funds are no longer available to provide the requested benefit(s). (Admin. Plan A) 
If you are requesting a reasonable accommodation to a disability or wish to appeal the facts underlying the denial or the amount awarded, please specify on reverse side of form.

_________________________________

_____________________________

Provider Authorized Signer’s Signature


Printed Name

_____________________________________________________

APPEAL REQUEST

I, ____________________________________, hereby request an appeal concerning the above decision.  (See next page for information about Appeal Rights). The reasons for this appeal are: _____________________________________________________ 

__________________________________________________________________________________________________________  

______________________________     _________________     ____________________________________
Signature                                                         Date                            Phone number
Original and Copy to Flex Funds family – Copy to DHS Contracts Office – Copy to Provider


02/15/2011




  

Appeal Rights

If you have trouble reading or understanding this notice, please feel free to call your DHS authorized Flex Funds provider at _________________________. If you cannot locate or contact the Flex Funds provider, you can call the DHS Contracts Office at 1-617-573-1370 or 1-877-418-3308. They can help explain it to you.

If you would like to review the information or documentation supporting the decision on the opposite side, please contact your DHS authorized Flex Funds provider. 

Your Right to Appeal

You have the right to a hearing to challenge an action or decision by the DHS authorized Flex Funds provider about your case. 

How to Appeal

If you want your case reviewed, fill in the appeal request included on this form and mail or fax the entire form to us at: Massachusetts Department of Housing and Community Development, Hearings Division, 100 Cambridge Street, Suite 300, Boston, MA 02114, or fax to 617-573-1285.

If your appeal is sent to the Hearings Division any later than 21 days of the date of this notice, or if the Hearings Division receives your request for appeal any later than 24 days from the date of this notice, you will not get a hearing.

When the Appeal Will Be Held

Your appeal will be held as soon as possible. You will get notice at least two days in advance of the date, time and place. You can only change the hearing date if you have a good reason (good cause). To ask for a change in the hearing date for good cause, call the Hearings Division at (617)-573-1528 or 1-(877) 418-3308.  If you miss the hearing without good cause, you may lose your rights to a hearing.

Your Right to Get Help for the Appeal
You have the right to bring an attorney or anyone else as your representative to the hearing. To try to get free legal help for your hearing, contact legal services or other community agencies. For contact information for legal services providers covering your area, you can call the Legal Advocacy Resource Center (LARC) at 1-800-342-5297. Your local DHS office can give you information about community agencies in your area.
You or your representative have the right to see your case file before the hearing, to bring witnesses and present evidence at the hearing, and to question (cross-examine) witnesses against you. The hearing officer must make a decision based on all the evidence presented.

If you do not speak, understand, read, or write English well and want an interpreter, please write this on your case review conference request or call DHS at 1-617-573-1370 or 1-877-418-3308 (TTY (617) 573-1140 for the Deaf or hard-of-hearing) , as soon as possible before the hearing.
You have the right to request assistance as a reasonable accommodation on the basis of disability.  Your DHS authorized Flex Funds provider will work with you to see if a reasonable accommodation can be provided.  Although you can ask for a reasonable accommodation at any time, it is best to do it as soon as possible.  If your reasonable accommodation request is denied, you can ask us to reconsider through the DHS Contracts Office.  If that reconsideration request is denied, you can file a complaint with an agency that enforces rights of disabled persons such as the Massachusetts Commission Against Discrimination or the U.S. Department of Justice.

If you are requesting a reasonable accommodation for a disability, please detail your request below.  Please use additional sheets if necessary. 

_______________________________________________________________________________________________________

________________________________________________________________________________________________________
Nondiscrimination Notice for Clients

Under federal and state law the Massachusetts Department of Housing and Community Development does not discriminate on the basis of race, color, sex, sexual orientation, national origin, religion, creed, age, disability, familial status, children, marital status, military/veteran status, receipt of public assistance/housing subsidy, ancestry, and genetic information. 

For help with these matters, we encourage you to contact the Associate Director, Division of Housing and Stabilization, DHCD, 100 Cambridge St., 4th Fl., Boston, MA 02114, Tel. (617) 573-1370, TTY (617) 573-1140 for the Deaf or hard-of-hearing.

My authorized representative is:  

Name____________________________________________
Title ________________________________________

Address_________________________________________________________________________________________

Telephone (          )________________________________________
A Spanish language version of this document is available from your provider or local Homeless Coordinator upon request. English and Spanish versions of this document are available on the DHS website at www.mass.gov/dhcd, then enter DHS in the search field.

Una versión en español de este documento está disponible a través de su proveedor o su coordinador de personas sin hogar si usted lo solicita. Usted puede encontrar versiones en inglés y en español de este documento visitando el sitio web de DHS en www.mass.gov/dhcd. Escriba DHS en la cajita de búsqueda para fácil acceso.

Certificate of Service of Notice of Approval or Denial for

Emergency Assistance (EA) Flexible Funds and Level of Benefits

On   _____    [date], I served a copy of the attached Notice of Approval or Denial for Emergency Assistance (EA) Flexible Funds and Level of Benefits, on  ____________     [Name of Head of EA Flex Funds Household] by:

 FORMCHECKBOX 

1. Serving the Notice in hand to the Head of the EA Flex Funds Household:     _____ ; or
 FORMCHECKBOX 

2. Serving the Notice in hand to an adult household member of the EA Flex Funds Household:                         [Name of recipient]. In addition, at the same time, I (a) left a copy of the Notice for the Head of the EA Flex Funds Household under the door of his/her Flex Funds unit, and (b) mailed a copy of the same to the Head of the EA Flex Funds Household at the Flex Funds unit by first-class mail, postage pre-paid;

 FORMCHECKBOX 

3. Serving the Notice by leaving the same under the door of the Flex Funds unit of the EA Flex Funds Household. In addition, at the same time, I mailed a copy of the same to the Head of the EA Flex Funds Household at the Flex Funds unit by first-class mail, postage pre-paid; or

 FORMCHECKBOX 

4. Serving the Notice by mailing the same to the Head of the EA Flex Funds Household at the Flex Funds unit by first-class mail, postage pre-paid.









____________________________









signature









____________________________








printed name and title
Acknowledgment of Receipt (to be used only for alternatives 1 or 2 above)
By signing below, I acknowledge that I received the attached Notice of Approval or Denial for Emergency Assistance (EA) Flexible Funds and Level of Benefits on     _____  [date].

____________________________

signature
____________________________

Printed Name of EA Adult Household Member

 FORMCHECKBOX 

If an EA Adult Household member is served in hand but refuses to sign the Acknowledgment of Receipt, check here.

                Massachusetts Department of Housing and Community Development

                Division of Housing Stabilization, 100 Cambridge Street, 4th Floor, Boston, MA  02114

_______________________________________________________________

NOTICE OF TERMINATION OR DENIAL OF EXTENSION OF EMERGENCY ASSISTANCE (EA) FLEXIBLE FUNDS 

Date:  ______________________                                   EA Provider _____________________

Name:  __________________________________          SSN: ___________________________

Address, City and Zip:  ______________________________________________________________________
 FORMCHECKBOX 
  Your EA Flexible Funds are terminated effective ___________________ (no less than 14 days from the date of this notice) or

 FORMCHECKBOX 
Your EA Flexible Funds extension is denied and your last day of Flex Funds benefits is _____________ (at least 60 days from the date of this notice). [check one].

If you disagree with this decision, you should appeal right away. (See below). 

If your Flex Funds end and your family needs temporary emergency shelter after termination, you should apply right away. If you apply within 30 days of leaving your Flex Funds apartment or a hotel funded by Flex Funds as aid pending appeal, you will not have to prove what happened to any housing that you had since getting Flex Funds.
If you stay in your apartment after your Flex Funds subsidy ends, you will have to pay full market rent. If you remain EA eligible, you do not need to be evicted to obtain temporary emergency shelter when your Flex Funds subsidy ends unless you can afford the apartment. Check with your local DHS office to see if you are eligible for shelter before leaving your apartment.
The reason(s) for this termination or extension denial are: 

 FORMCHECKBOX 
  Lack of landlord agreement or funding for continuing tenancy. Case Review Policy § 6 (A) .
 FORMCHECKBOX 
  Mutual agreement of Provider and household. Case Review Policy § 6 (B).

 FORMCHECKBOX 
  You are no longer eligible for EA. Case Review Policy § 6 (C) and 106 C.M.R. §§ 309.020 and 309.040(A)(2).
 FORMCHECKBOX 
  Your household violated the Uniform Flex Funds Rules and therefore has failed to cooperate with housing assistance program services (106 CMR § 309.039). Case Review Policy § 6 (D).  The Uniform Flex Fund Rule(s) you violated are:



 FORMCHECKBOX 
 You or a member of your household engaged in criminal conduct. (Rule (1)).



 FORMCHECKBOX 
 A guest of your household engaged in criminal conduct. (Rule (2))

 FORMCHECKBOX 
  You, or a member or guest of your household possessed a lawful firearm in your unit, the building, or on the building’s grounds. (Rule (3)).

 FORMCHECKBOX 
 You or a member or guest of your household destroyed someone else’s property in your unit, in the building, or on the building’s grounds.(Rule (4)).

 FORMCHECKBOX 
 Your household failed to use the Flex Funds unit as your primary residence. (Rule (5)).

 FORMCHECKBOX 
 You abandoned your Flex Funds unit. (Rule (6)).

 FORMCHECKBOX 
 You failed to report a change in household composition or a person who is not an authorized member of your household resided in the Flex Funds unit without permission. (Rule (7)).

 FORMCHECKBOX 
 You committed fraud on the EA program or failed to adequately inform your provider of your income and assets and/or failed to report changes to income or assets within 10 days of a change. (Rule (8)).

 FORMCHECKBOX 
 You rejected an offer of safe, permanent housing, as defined in 106 CMR § 309.040(D)(2), without good cause, as defined in 106 CMR § 309.040(F)(1)(b). (Rule (9)).

 FORMCHECKBOX 
 You failed to pay your rent for one month or more and were served with a summary process summons and complaint for nonpayment of rent without good cause. (Rule (10)).

 FORMCHECKBOX 
 You substantially and materially violated your lease or your stabilization plan on 3 or more occasions without good cause. (Rules (11) & (12)).

Provider explanation:  If termination or denial of extension is based on violation(s) of Uniform Flex Funds Rules, the provider must set forth who, what, where, and when, including dates (include extra pages if necessary). If the decision is based on 3 or more violations of Rules 11 and 12, enclose copies of all written notices sent to the household that were relied on to establish the prior violations (which were required to be sent within 30 days of the alleged violation):  _______________________________________________________
____________________________________________________________________________________________________________. 
If you would like to review the information or documentation supporting the provider’s decision, please contact  your Stabilization Manager ________________ _________________ at ____________________.


Printed Name



Phone Number
APPEAL REQUEST - IMPORTANT: YOU HAVE ONLY A FEW DAYS TO APPEAL. A FINDING OF A VIOLATION OF UNIFORM FLEX FUNDS RULES COULD ALSO MAKE YOU INELIGIBLE FOR EA TEMPORARY EMERGENCY SHELTER.  
If you disagree with this decision, you have a right to an appeal. The reverse side of this notice contains important information about your rights, including the right to request a reasonable accommodation for a disability. To appeal, complete the section below. 
I, ____________________________________, hereby request an appeal regarding the above decision.  The reasons for this appeal (including any asserted good cause defenses) are: __________________________________________________________________ 

______________________________________________________________________________________________

____________________________________     ________________       _________________________________

 Signature                                                                      Date                                          Phone number 
Original & 1 Copy to Flex Funds family - Copies to Provider, Landlord, DHS Contracts Office
 02/15/2011
Appeal Rights
If you have trouble reading or understanding this notice, please feel free to call your DHS authorized Flex Funds provider at _________________________. If you cannot locate or contact the Flex Funds provider, you can call the DHS Contracts Office at 1-617-573-1370 or 1-877-418-3308. They can help explain it to you.

If you would like to review the information or documentation supporting the decision on the opposite side, please contact your DHS authorized Flex Funds provider. 

Your Right to Appeal

You have the right to an appeal to challenge an action or decision by the DHS authorized Flex Funds provider about your case. 

How to Appeal

If you want your case reviewed, fill in the appeal request included on this form and mail or fax the entire form to us at: Massachusetts Department of Housing and Community Development, Hearings Division, 100 Cambridge Street, Suite 300, Boston, MA 02114, or fax to 617-573-1285.

You must mail or submit the appeal to the Hearings Division within 10 business days from the date of this notice and the Hearings Division must receive your appeal within 13 business days from the date of this notice in order for you to keep your Flex Funds benefits while you are waiting for the decision on your appeal.  If your appeal is sent to the Hearings Division any later than 21 days of the date of this notice, or if the Hearings Division receives your request for appeal any later than 24 days from the date of this notice, you will not get a hearing.

When the Appeal Hearing Will Be Held

Your appeal hearing will be held as soon as possible. You will get notice at least two days in advance of the date, time and place for the hearing. You can only change the hearing date if you have a good reason (good cause). To ask for a change in the hearing date for good cause, call the Hearings Division at (617)-573-1528 or 1-(877) 418-3308.  If you miss the hearing without good cause, you may lose your rights to an appeal.

Your Right to Get Help for the Appeal
You have the right to bring an attorney or anyone else as your representative to the hearing. To try to get free legal help for your hearing, contact legal services or other community agencies. For contact information for legal services providers covering your area, you can call the Legal Advocacy Resource Center (LARC) at 1-800-342-5297. Your local DHS office can give you information about community agencies in your area.
You or your representative have the right to see your case file before the hearing, to bring witnesses and present evidence at the hearing, and to question (cross-examine) witnesses against you. The hearing officer must make a decision based on the evidence presented at the hearing.

If you do not speak, understand, read, or write English well and want an interpreter, please write this on your case review conference request or call DHS at 1-617-573-1370 or 1-877-418-3308 (TTY (617) 573-1140 for the Deaf or hard-of-hearing) , as soon as possible before the case review conference.
You have the right to request assistance as a reasonable accommodation on the basis of disability.  Your DHS authorized Flex Funds provider will work with you to see if a reasonable accommodation can be provided.  Although you can ask for a reasonable accommodation at any time, it is best to do it as soon as possible.  If your reasonable accommodation request is denied, you can ask us to reconsider through the DHS Contracts Office.  If that reconsideration request is denied, you can file a complaint with an agency that enforces rights of disabled persons such as the Massachusetts Commission Against Discrimination or the U.S. Department of Justice.

If you are requesting a reasonable accommodation for a disability, please detail your request below.  Please use additional sheets if necessary. 

_______________________________________________________________________________________________________

________________________________________________________________________________________________________

Nondiscrimination Notice for Clients

Under federal and state law the Massachusetts Department of Housing and Community Development does not discriminate on the basis of race, color, sex, sexual orientation, national origin, religion, creed, age, disability, familial status, children, marital status, military/veteran status, receipt of public assistance/housing subsidy, ancestry, and genetic information. 

For help with these matters, we encourage you to contact the Associate Director, Division of Housing and Stabilization, DHCD, 100 Cambridge St., 4th Fl., Boston, MA 02114, Tel. (617) 573-1370, TTY (617) 573-1140 for the Deaf or hard-of-hearing.

My authorized representative is:  

Name____________________________________________
Title ________________________________________

Address_________________________________________________________________________________________

Telephone (          )________________________________________
A Spanish language version of this document is available from your provider or local Homeless Coordinator upon request. English and Spanish versions of this document are available on the DHS website at www.mass.gov/dhcd, then enter DHS in the search field.
Una versión en español de este documento está disponible a través de su proveedor o su coordinador de personas sin hogar si usted lo solicita. Usted puede encontrar versiones en inglés y en español de este documento visitando el sitio web de DHS en www.mass.gov/dhcd. Escriba DHS en la cajita de búsqueda para fácil acceso.

Certificate of Service of Notice of Termination or Denial of

Extension of Emergency Assistance (EA) Flexible Funds

On   _____    [date], I served a copy of the attached Notice of Termination or Denial of Extension of Emergency Assistance (EA) Flexible Funds, on  ____________     [Name of Head of EA Flex Funds Household] by:

 FORMCHECKBOX 

1. Serving the Notice in hand to the Head of the EA Flex Funds Household:     _____ ; or
 FORMCHECKBOX 

2. Serving the Notice in hand to an adult household member of the EA Flex Funds Household:                         [Name of recipient]. In addition, at the same time, I (a) left a copy of the Notice for the Head of the EA Flex Funds Household under the door of his/her Flex Funds unit, and (b) mailed a copy of the same to the Head of the EA Flex Funds Household at the Flex Funds unit by first-class mail, postage pre-paid; or

 FORMCHECKBOX 

3. Serving the Notice by leaving the same under the door of the Flex Funds unit of the EA Flex Funds Household. In addition, at the same time, I mailed a copy of the same to the Head of the EA Flex Funds Household at the Flex Funds unit by first-class mail, postage pre-paid; or

 FORMCHECKBOX 

4. Serving the Notice by mailing the same to the Head of the EA Flex Funds Household at the Flex Funds unit by first-class mail, postage pre-paid









____________________________









signature









____________________________







printed name and title
Acknowledgment of Receipt (to be used only for alternatives 1 or 2 above)
By signing below, I acknowledge that I received the attached Notice of Termination or Denial of Extension of Emergency Assistance (EA) Flexible Funds on     _____  [date].

____________________________

signature

____________________________

Printed Name of EA Adult Household Member

 FORMCHECKBOX 

If an EA Adult Household member is served in hand but refuses to sign the Acknowledgment of Receipt, check here.

02/15/2011











02/15/2011











