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Please complete in full and email to: DHHS.HomelessAssistance@nebraska.gov

Candidate Name: Date of Referral:

Referring Agency:

Phone Number: ext.

Candidate Identifying Information

Date of Birth:

NOTE:

Gender: Pronouns: Race:

SSN: Last Grade Completed:

Emergency Contact: Phone Number:

Part A: Homeless/At-Risk Assessment

Homeless X

Outdoors

Shelter

At-Risk for Homelessness X

Received eviction notice or has substantial arrears in rent/utilities

Exiting foster care

Incarceration

Is the candidate currently in an institution or jail?  No

No

Were they experiencing homelessness before entering the facility? No

No

NEBRASKA
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No

No

Approved Denied

No

No

No

Part C: Diagnosis Information

Please list all mental and physical health diagnoses:

Where has the participant been treated for these conditions?

Current medications and prescribing physician/agency:

Does the participant have a history of substance use? No

Part D: Narrative Questions for SOAR Eligibility

If the candidate is currently working:
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If the candidate is NOT currently working:

Have you noticed any changes in your memory?

Summary and Next Steps

• Impairments in functioning due to medical and/or psychiatric conditions.

SOAR specialists will contact the candidate to folllow up on the information provided on this form. A full intake 
assessment may be required to gather additional supporting evidence to determine if we can assist the participant 
with a SOAR application.

Referring Case Worker Signature
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