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CLIENT HOUSING PLAN
HOUSING OPPORTUNITIES FOR PERSONS WITH AIDS

CLIENT NAME: DATE:

Current housing situation:

Number in household: Total monthly income: Total monthly expenses:
(Attach list)

EMERGENCY HOUSING PLAN: Dates Completed

Goal:

Objectives:

TRANSITIONAL HOUSING PLAN: Dates Completed

Goal:

Obijectives:

PERMANENT HOUSING PLAN: Dates Completed

Goal:

Objectives:

PLAN TO INCREASE INCOME AND REDUCE EXPENSES: Dates Completed

(Budgeting classes-Life skills training-benefits counseling-housing counseling-credit counseling-employment & training
assistance, etc.)

Goal:

Objectives:

My signature below indicates my agreement with and commitment to this housing plan. | recognize that with my
consent, my Case Manager/Housing Advocate may revise this housing plan over time.

Client Signature: Date:

Case Manager/Housing Advocate: Date:

HOUSING PLAN UPDATE:

Date: Client Initials:
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Public Health Sciences Section
6101 Yellowstone Road, Suite 510 ¢ Cheyenne WY 82002
(307) 777-5856 ¢ FAX (307) 777-7382
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