
 

APPENDIX B: VERIFICATION OF DISABILITY FORM 
FOR CLINICALLY LICENSED PROFESSIONALS

This form must be completed by a clinically licensed professional if the source for disability 
verification is not an approved document from the Social Security Administration.

Instructions: 
Referral Source: Please complete the top portion of the form above the line and give to a 
clinically licensed professional to complete the bottom. 
Clinical Professional: Please complete the bottom portion of the form return to the referral 
source’s contact information provided directly below. 

RETURN FORM TO REFERRAL SOURCE AT:
Name:
Address/location to send form 
and supporting documentation: 

SECTION ONE: TO BE COMPLETED BY REFERRAL SOURCE: 

APPLICANT’S NAME (FIRST, LAST):

APPLICANT’S DATE OF BIRTH: ________________________

By signing below, I acknowledge that I understand the purpose of this form is to verify that I have a 
disability for the purpose of meeting the eligibility requirements for Permanent Supportive Housing. I 
have given my consent to the clinically licensed professional ____________________________ (NAME 
OF PROFESSIONAL) completing the second section below to release all relevant information related to 
my disability in order to verify that I meet the criteria. 

______________________________________________________________________________
SIGNATURE OF APPLICANT            DATE 



 

SECTION TWO: TO BE COMPLETED BY CLINICALLY LICENSED PROFESSIONAL:

The applicant identified above is applying for Permanent Supportive Housing, which requires verification 
of a qualifying disability by a North Carolina clinically licensed professional with the knowledge and 
ability to diagnose and treat the disability identified. The disability must be long-continuing or of 
indefinite duration, substantially impeded the person's ability to live independently, and could be 
improved by more suitable housing. 

For Clinically Licensed Professional: 
By signing below, I acknowledge that I understand the purpose of this form is to verify that the applicant 
has a disability for the purpose of meeting the eligibility requirements for Permanent Supportive 
Housing. I also acknowledge that I meet the criteria listed above to complete this form and have 
completed all of the required entries to the best of my knowledge. 

Please sign that you acknowledge the above statement and meet the criteria and provide your 
credentials and information below: 

______________________________________________________________________________ 
SIGNATURE OF PROFESSIONAL           DATE

Professional License Number: 
Agency / Organization:
Phone:
Email:
Length of time worked with applicant: 

Disability Verification (This section is to be completed by the Clinically Licensed Professional only.) 

I have determined the applicant is disabled as follows: 

The applicant has a serious mental illness that is expected to be of long-continued and 
indefinite duration; substantially impedes this person’s ability to live independently; and is of 
such a nature that it could be improved by more suitable housing conditions. 

The applicant has a chronic alcohol abuse disorder and/or a chronic drug abuse disorder that is 
expected to be of long-continued and indefinite duration; substantially impedes this person’s 
ability to live independently; and is of such a nature that it could be improved by more suitable 
housing conditions.  

The applicant has a severe and chronic developmental disability that: 

1. Is attributable to a mental or physical impairment, or a combination of mental and
physical impairments;

2. Manifested before the person attained the age of 22;
3. Is likely to continue indefinitely;
4. Results in substantial functional limitations in three or more of the following areas of

major life activity (please check three or more of the following):
Self-care 
Receptive and expressive language 
Learning 



 

Mobility
Self-direction 
Capacity for independent living
Economic self-sufficiency; and

5. Reflects the person’s need for a combination and sequence of special, interdisciplinary,
or generic care, treatment, or other services that are of lifelong or extended duration
and are individually planned and coordinated.

The applicant is dually diagnosed with both a chronic alcohol or drug abuse disorder and a 
serious mental illness that is expected to be of long-continued and indefinite duration; 
substantially impede this person’s ability to live independently; and are of such nature that they 
could be improved by more suitable housing conditions. 

Human Immunodeficiency Virus (HIV) / Acquired Immune Deficiency Syndrome (AIDS) 

The applicant has a physical or mental disability caused by HIV/AIDS that is expected to be of 
long-continued and indefinite duration; substantially impedes this person’s ability to live 
independently; and is of such a nature that it could be improved by more suitable housing 
conditions. 

1) Please provide code of diagnosis(es):
DISABILITY DIAGNOSIS CODE SOURCE (DSM, etc.) 
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