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 SEQ CHAPTER \h \r 1
Application Checklist
Use this checklist to be sure your packet is complete.  Incomplete applications will be returned. 

□
HCPWD Homebuyer Application - With complete income and financial information

□
Verification of Disability - You may attach the Verification of Disability form (page 6) complete with physician’s name, address and phone number or provide other allowable documentation
□
Other documentation that may be required in your situation - divorce decree with child custody provisions, court documentation showing types and date of guardianship and/or representative payee 

□
Income & Family Size Certification 

□
Referred by: _______________________________________________
Mail your completed application to: 

Robin Benson, Project Manager
 Illinois Homeownership Coalition for People with Disabilities

One West Old State Capitol Plaza, Suite 100
Springfield, Illinois 62701
Please call Robin at (V/TTY) (217) 522-7985 if you have any questions about completing the application.  Thank you. 
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Please fill out the applicant profile as completely as possible, write “NA” to questions that do not apply to your situation.  Complete the Co-Applicant section only if there is a co-borrower and/or the applicant is married or a minor child.  NOTE: This is not a loan application, nor is it an offer to extend credit. This form will be used to determine the type and scope of assistance to be provided by the Illinois Homeownership Coalition for People with Disabilities.  
            APPLICANT: General Information
CO-APPLICANT: General Information

Name____________________________
Name____________________________


Address__________________________
Address__________________________


City___________________Zip________
City___________________Zip________


Phone____________________________
Phone____________________________


Alt/Work Phone_____________________
Alt/Work Phone_____________________


SS#______________________________
SS#______________________________


Date of Birth________________________
Date of Birth________________________


Number of Dependents_____________  
Number of Dependents_______________

Children’s Names/Ages: ____________   Children’s Names/Ages_______________

__________________________________   _______________ ____________________

            __________________________________   ____________________________________
            Marital Status (circle one)

           Marital Status (circle one)


Married  Single  Divorced  Separated
Married  Single  Divorced  Separated

Please provide documentation of 

Relationship to Applicant


Applicant’s or family member’s disability ________________________   _______________________________                                      


__________________________________                                                                   

 
Owned a home in the last 3 yrs?             Owned a home in the last 3 yrs? 


□ Yes  □ No




□ Yes  □ No



Information Format: □ English   □ Spanish   □ Braille   □ Large Print  □ Disk

Are you currently utilizing a Section 8 Voucher? □ Yes  □ No


List all gross monthly income received by the applicant and co-applicant including but not limited to Social Security benefits, retirement, child support, alimony, VA benefits, employment income, etc.  For each source of income, attach documentation of income. Allowable documentation includes copies of paychecks, written statements from employer, SS checks or award letter.  Other forms of documentation may be submitted - contact Robin Benson if you have questions. 

            APPLICANT: Income


CO-APPLICANT: Income

Source

Amount

Source

Amount
             Employment

$__________
Employment

$__________



Social Security
$__________
Social Security
$__________


SSI


$__________
SSI


$__________


SSDI


$__________
SSDI


$__________


Retirement

$__________
Retirement

$__________


VA Benefits

$__________
VA Benefits

$__________


Other:__________
$__________
Other:__________
$__________



Other:__________
$__________
Other:__________
$__________


List all other monthly income received by all family members.  Attach documentation.


Relationship to Applicant
Source



Amount

_____________________________
______________________________
$__________

_____________________________
______________________________
$__________

_____________________________
______________________________
$__________
Applicant’s Total Monthly Income


$_____________________________

 Co-Applicant’s Total Monthly Income

$_____________________________

 Other Family Members’ Total Monthly Income 
$_____________________________

 Total Household Monthly Income

$_____________________________

Provide information about disability related expenses (i.e., adaptive aids, assistive technology, medical supplies, personal assistant services) for all individuals in the household who experience a disability. 

List expenses paid for out of pocket, not those covered by the programs and benefits. 

Expense



For whom?



Amount

__________________________
___________________________
$____________________

__________________________
___________________________
$____________________

__________________________
___________________________
$____________________

             APPLICANT: Assets


CO-APPLICANT: Assets

Cash for down payment? $ ​​​​​​​​​​​​​​ 
           Cash for down payment?
 _         __ 

          Any other source for down payment?
Any other source for down payment?


□ Yes   □ No 


                      □ Yes   □ No 


_____ Gift from relative


_____ Gift from relative


_____
Other




_____
Other 


Applicant receive income from

Co-applicant receive income from


mutual funds, stocks, bonds?

mutual funds, stocks, bonds? 


□ Yes  □ No




□ Yes   □ No


If so, list type and amount:


If so, list type and amount:


__________________________________
__________________________________


__________________________________
__________________________________


Applicant receive any other type of 
Co-applicant receive any other type of 


support or benefits?  □ Yes   □ No

support or benefits?  □ Yes   □ No


If yes, explain



If yes, explain


__________________________________
__________________________________


__________________________________
__________________________________

Derogatory credit that appears on the applicant’s and co-applicant’s credit report will have to be addressed prior to applicant/co-applicant applying for a home mortgage loan. HCPWD does not provide mortgage financing. The lending institution of your choice will determine your credit worthiness when applying for a mortgage loan. Eligibility for the HCPWD program does not guarantee that the applicant and/or co-applicant(s) will qualify for a mortgage loan. 

GUARDIAN & REPRESENTATIVE PAYEE INFORMATION

Complete this section only if applicant has a court appointed guardian or representative payee

Name of Guardian/Representative Payee

___________________________________________________________________________

Address


City


State


Zip

Home Phone___________________________
Work Phone_____________________

Will you live at the new home when and if purchased?   □ Yes
□ No  

Attach court documents showing date and type of guardianship or the date of representative payeeship.  It is the responsibility of the guardian/representative payee authorization to purchase a home on behalf of the applicant. 

CERTIFICATION
Application completed by_____________________​​​​​​​​__         
Date_______________

Relationship to applicant________________________________________________

I (we) certify that the above information is true and correct.  I (we) understand that any omissions or discrepancies found later may be grounds for disqualification from participating in the Homeownership Coalition program.  I (we) authorize the Homeownership Coalition for People with Disabilities and its member organizations to verify any and all of the information provided, including but not limited to credit history, employment history, rental history, bank accounts and sources of income.  I (we) agree to adhere to all Homeownership Coalition rules, policies and procedures should I (we) choose to access any of its products and/or services. 

I (we) understand that the process of buying a home can take several months, involves several steps and that the Homeownership Coalition program is not a solution to an emergency housing situation. 

I (we) understand that homebuyer education classes are required to access the financial products offered by the Homeownership Coalition.  

I (we) understand that I (we) will be required to contribute my (our) own funds to the purchase of a home. 

Applicant’s Signature ________________________
Date______________________

Co-Applicant’s Signature ______________________
Date______________________

Guardian/Representative Payee__________________Date______________________

Verification of Disability

The Homeownership Coalition for People with Disabilities requires that all applicants who receive services experience some type of permanent or progressive disability as defined by the Americans with Disabilities Act.  Complete Section I of this form and return it with your applicant.  Please remember to include your physician’s name, address and phone number.  By signing this Verification of Disability, you are authorizing the named physicians to release the listed information to the HCPWD for service eligibility purposes. 

SECTION I (to be completed by the applicant or guardian)
Applicant Name:___________________________________________________________

Address: _________________________________________________________________

Telephone:_______________Date of Birth:_____________
SSN:_______________

Physician’s Name:__________________________________________________________

Physician’s Address:________________________________________________________

Physician’s Phone:___________________________       Fax:________________________

_________________________________________________________________________

Signature (applicant or guardian)
SECTION II (to be completed by physician or other health care professional)
I verify that the individual named above has a physical or mental impairment that substantially limits one or more major life activities. 

The individual’s disability is ________________________________________________

which substantially limits one or more of the following life activity(ies):

___ Walking           ___ Learning            ___ Seeing                 ___ Hearing                              

___ Speaking        ____ Caring for Oneself
___ Performing Manual Tasks
____________________________________________
________________________

Signature of Physician or Health Care Professional

Date
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