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Providing personal counseling and services to South East South Dakota




BRADFIELD LEARY APARTMENTS RENTAL APPLICATION
317 IOWA SE
HURON, SD  57350
PHONE (605) 352-8596 FAX (605) 352-7001 
	Application Date: ____/____/____

	APPLICATION NUMBER or ID

	Equal Housing Opportunity



	

	APPLICANT INFORMATION

	LEGAL NAME OF APPLICANT – FIRST


	Last


	MIDDLE


	SS#



	CURRENT ADDRESS
	CITY
	STATE and ZIP

	DATE OF BIRTH


	OCCUPPATION – Full or Part Time


	YEARLY INCOME


	HOME PHONE


	CELL PHONE



	EMPLOYER(IF APPLICABLE)
	EMPLOYER ADDRESS

	HOW LONG ON JOB


	EMPLOYER CONTACT NUMBER


	IN CASE OF EMERGENCY NOTIFY 

	CURRENT OR PAST  LANDLORD
	LANDLORD PHONE
	YEARS WITH LANDLORD
	LEASE EXPIRATION DATE

	CURRENT RENT
	AUTO LIC PLATE
	
	

	

	APPLICANT’S BANK REFERENCES

	CHECKING
	
	

	SAVINGS.
	
	

	CREDIT CARDS/OTHER
	
	

	APPLICANT’S REFERENCES(OTHER THAN FAMILY MEMBERS)

	
	
	

	
	
	

	
	
	


	YOUR CREDIT HISTORY


	Have you declared bankruptcy in the past seven (7) years?
	Yes___________ No____________

	Have you ever been evicted from a rental residence?
	Yes___________ No____________

	Have you had two or more late rental payments in the past year?
	Yes___________ No____________

	ADDITIONAL SOURCES OF INCOME

	If you have other sources of income for us to consider, please list income, source, and person (banker, employer, etc.) who we may contact. You do not have to reveal alimony, child support, or spouse's annual income unless you want us to consider it in this application.

	1.
	3.

	2.
	4.

	ADDITIONAL INFORMATION:  Please give us any additional information that might help the owner/management to evaluate your application.



	NOTICES: 

	I hereby warrant that all representations set forth above are true. To verify the above statements, I direct those persons named in this application to ask questions about me. I waive all rights of actions for consequences as a result of such information. I agree and authorize and give permission to the management company, owner or servicing company to perform a credit check on me. 

	APPLICANT:  PLEASE DO NOT WRITE BELOW  (FOR OFFICE USE ONLY)
Application Received:  Date: __________       Security Deposit: $ _____________ Date: ________

Credit Report Requested Date: _____________  Review Date __________by: ________ Approved   Y____   N_____

OFFICE NOTES:





If the application is not approved or accepted by the owner or agent, the deposit will be refunded, the application hereby waiving any claim for damages by reason of non-acceptance which the owner or agent may reject. I recognize that as a part of your procedure for processing my application, an investigative consumer report may be prepared whereby information is obtained through personal interviews with others with whom I may be acquainted. This inquiry includes information as to my character, general reputation, personal characteristics and mode of living as permitted by state law.

____________________________    __________________________________ 
 Name of Applicant                                                   Date
  
The information regarding race, national origin and sex designation on this application is requested in order to assure the Federal Government, acting through the Farmers Home Administration, that Federal Laws prohibiting discrimination against tenant applicants on the basis of race, color, national origin, religion, sex, familial status, age and handicap are complied with.  You are not required to furnish this information, but are encouraged to do so.  This information will not be used in evaluating your application or to discriminate against you in any way.  However, if you choose not to furnish it, the owner is required to note the race/national origin and sex of individual applicants on the basis of visual observation of surname.
AUTHORIZATION 
Release of Information
I authorize an investigation of my credit, tenant history, banking and employment for the purposes of renting a house, apartment, or condominium from this owner, manager, brokerage, finder, agent or leasing company


_______________________________________
Name (please print) 

_______________________________________       __________________________ 
Signature                                                                                 Date 

                           Tenant Certification Worksheet

Tenant:_______________________
Date Certified__________

SSN:__________________________
Birth Date______________

Apartment # __________________
Race____________________

Income:


    Monthly

Annual

Wages-CCS…………………………____________    _____________


     -Other……………………____________    _____________


Gov’t-SSI…………………………____________    _____________


Gov’t-SSDI………………………____________    _____________


Other(explain)……………____________    _____________

Medical Expenses:       


Partial Care-CCS………____________    _____________


Doctor/Hospital…………____________    _____________


Medication………………………____________    _____________


Dental…………………………………____________    _____________


Insurance…………………………____________    _____________


Other……………………………………____________    _____________

Assets:
    Value            Debt         Source/Bank
Cash

   $_______         $_______     ________________

Savings
   $_______         $_______     ________________

IRA’s/

Retirement    $_______         $_______     ________________

Stocks/

Bonds         $_______         $_______     ________________

Life Ins.
   $_______         $_______     ________________

Vehicles/

Recreational

Equipment     $_______         $_______     ________________

Business

Assets        $_______         $_______     ________________

Real Estate   $_______         $_______     ________________






                                     □ Send Records to        □ Request Records                □ Send Only Consent      CID # ____________________________________

    Other Provider              from Other Provider                 to Other Provider

CONSENT FOR INFORMATION DISCLOSURE/REQUEST

    Mental Health and Alcohol/Drug Units                            Impact Unit             
Bradfield-Leary Center
  357 Kansas SE                     914 NE Third                          34 Third St SE                           317 Iowa Ave SE
 Huron, SD 57350              Madison, SD 57042                  Huron, SD 57350                         Huron, SD 57350

  (605) 352-8596                    (605) 256-9656                       (605) 352-5275                            (605) 352-7072

Fax (605) 352-7001            Fax (605) 256-2891               Fax (605) 352-2513                      Fax (605) 352-7075

REGARDING:______________________________________________________________________________________________________
(Name of Client/Family Members)

I, __________________________________________, authorize Community Counseling Services to: (check either or both)

    Print Name of Client/Parent Guardian include maiden name and or alias name(s)

[    ] receive information from, [    ] disclose information to___________________________________________________________________







(Person/Organization to Which Release or Exchange is to be made)

____________________________________________________________________________________________________________________

                                                                                                             (Address)

Disclosed Information Limited To: 


Purpose for Disclosure:



Intake Consumer History


□

Establish History/Diagnosis/Treatment Plan

□

Treatment Plan(s) and Review(s)

□

Coordinate Services



□


Client Attendance at Appointment(s)
                □

Court Testimony




□

SPMI/SED Eligibility


□

Entitlement Determination



□

Summary of Contacts and Treatment
                □

Referral for Services



□

Psychological Evaluation


□

Client Wants Copy of Own Records

                □

Psychiatric Evaluation


□

Collateral




                □

Chemical Dependency Needs Assessment
□

Evaluation




□

School Records/Testing


□

Other:_______________________________________        □

Discharge Planning


                □

Other:________________________________​​​​​​​​_______        □

Diagnosis Information


□

Medical Information (Including Medication)
□

Financial



                □

Other:_____________________________
□

Other:_____________________________
□
FORM IN WHICH INFORMATION IS TO BE DISCLOSED:

□Written
 
□ Verbal

□ Fax

□ E-Mail

□ Tele-Medicine

□Other______________________
Prohibition on Re-disclosure: Information authorized by this concern has been disclosed from records whose confidentiality is protected by Federal Regulations (42CFR Part 2).  Federal regulations prohibit disclosure of this information except with specific written consent of the person to whom it pertains, unless otherwise provided for in the regulations.  A general authorization for the release of medical or other information if held by another party is NOT sufficient for the purpose.  The Federal regulations (42CFR Part 2) restrict any use of the information to criminally investigate or prosecute an alcohol or drug abuse history patient.

I understand that my records are protected under Federal and State Confidentiality Regulations and cannot be disclosed without my written consent unless otherwise provided for in State and/or Federal regulations.  I also understand that I may revoke this consent at any time except to the extent that action based on this consent has been taken.  This consent will expire on the date or event specified.  If not specified, this consent will expire 90 days from the termination of services except if I am participating in treatment under a court order or as an official condition of any criminal proceeding; or, to the extent that information has been released in reliance on this authorization prior to receipt of notice of its revocation.
Consent expires on (specify date, event, or condition):______________________________________________________________________
_____________________________________________________________________
___________________________________________
Client






Date

Date of Birth

SSN

_____________________________________________________________________

Parent/Guardian





Date

_____________________________________________________________________

CCS Representative




Date


         Information that was released:


____________________________________________________________________________________________________________________________________________________________________________________


By:___________________ Date:_________
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