
 

Instructions for SPA Paper Application 
 

*This application is to be used by individuals whom do not have access to the online login system. 

Please complete each field accordingly. Items left blank may cause the application to be placed on hold until that information is submitted. The requested documents 

MUST be submitted with the application in order for it to be processed completely. The application MUST be signed by the applicant. 
 

Individual Information Section (Pages 1-2) 
 

 

*Please select the County where the applicant currently resides and is a resident. 

 

*Housing Program Requested - please choose ONLY ONE choice from the following Levels of Care (LOC): 

-Supervised Community Residence (CR) 

-Supervised Single Room Occupancy Community Residence (CR-SRO) 

-Apartment Treatment (ATP) 

-Supported Housing (SHP) 

*Specialized Housing – If applicable, Please select from the following types: 

- MICA 

-Young Adult (Nassau 18-30, Suffolk 18-26) 

-Dually Diagnosed (Only choose if client has documentation to support a Developmental Disability) 

-Family (Supported Housing Only) 

-Couple (Supported Housing Only) 

-Veterans (Limited, Suffolk Only) 

-Senior Citizens/Geriatric (Nassau Only – Over 55) 

-Forensic (Nassau Only) 

 

Skills and Supports (Page 4) 
 

*Applicant Skills – Please select from one of the following: 

- Cannot accomplish independently 

- Accomplish with assistance 

- Can accomplish independently) 

- Unknown 

 
Documents (Page 9) 

 

*Mandatory - Psychiatric Evaluation that is signed by a Psychiatrist (MD or DO) or Psychiatric Nurse Practitioner (NPP) and dated within 2 years of application being 

submitted. 

*Mandatory - Psychosocial Evaluation that is signed by a Mental Health professional involved in the treatment or care coordination of the individual and dated within 2 

years of application being submitted. 

*Physical Exam and PPD must be within 1 year of application being submitted. 

*Physician’s Authorization Form (PAF) must be signed by licensed Physician or Psychiatrist. (Only used 

for Supervised (CR) and Apartment Treatment) 

 
SPA Fax- 516-667-2856 - MUST fax each document separately 

SPA email- info@spahousingli.org - MUST attach each document separately 

Single Point of Access 

191 Bethpages -Sweet Hollow Rd. Old 

Bethpage, NY 11804 
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Housing Type 
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 Skills & Support  
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7. Does the applicant have a history of substance abuse? Yes No 

Substance(s): Current use: 

8. Does the applicant have a history of substance abuse treatment? Yes No Yes, but treatment program is unknown 

Length of time the applicant has spent substance free: 

Alcohol: since Not Applicable Drugs: since Not Applicable 

Substance Abuse Treatment 

History of Substance Abuse 
 
 
 
 
 
 
 
 
 

 

Name of Treatment Program Adm. Date Discharge Date 
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1. What qualities do you have that will make you a good housemate? 

 
 
 
 
 
 
 
 

2. What qualities in a housemate are you looking for? 

 
 
 
 
 
 
 
 

3. What challenges are you facing that SPA housing would help? 

 
 
 
 
 
 
 
 

4. What housing goals are you hoping to accomplish in the future? 

 
 
 
 
 
 
 
 

5. What are your natural supports (i.e family, friends, others)? 

 
 
 
 
 
 
 
 

6. Is there anything else you would like a housing provider to know about you? 

Anything Else 

Natural Supports 

Future Goals 

Challenges Faced 

Housemate Qualities 

Applicant Qualities 
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*I agree with this referral and give my consent for information about myself to be shared with agencies in connection with my referral to a housing program. I also 

agree that all the information contained herein is accurate to the best of my knowledge and is reflective of my current situation. I understand that it is the 

responsibility of the referral source/applicant to contact SPA on a quarterly basis to inquire about the status of the application and update SPA on any changes in 

the applicant’s housing status. If there is no contact by the referral source/applicant with SPA staff for one year, the application will be closed. 

 
  Date  

 

Signature of Applicant (Required) 

 
Signature of Witness 
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