SOUTHERN ABORIGINAL CORPORATION
APPLICATION FOR HOUSING
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27 Chester Pass Road, Albany
Phone: 9842 7777

Email: sharon@sacorp.com.au
Instructions for Application:

e Ensure that the application is completed in full by all adults applying for property (aged 18 years or older)
e Ensure that all children of applicant details are completed in full

e Ensure that all details are given; name, contact number, email address, current address of all applicants
e Supply 100 point Identification for all adult applicants (must include 1 x Class A Document)

Class A Documents Class B Documents

Driver’s license 50 points Birth Certificate 30 points
Passport 50 points Medicare Card 30 points
Proof of Age Card 50 points Utility Account 20 points

Pension/H/Care Card 20 points

e Supply copy of 3 most recent payslips or a Full detailed Centrelink Income Statement
e Ensure that the privacy release page is completed

e If an advocate is applicable please ensure this form is also completed



APPLICANT 1

FAMILY NAME FIRST NAME SECOND NAME

DATE OF BIRTH DRIVERS LICENCSE # PASSPORT #
CURRENT ADDRESS:
T
TelePhONE: ..o s [0 o= 11 U RTTOt

Details of Dependent Children (If applicable)

(0 o 11 1o 10 R\ = 1 L= SR Date of Birth: .....cceeeevuenne.. Male/Female
Child 2 NGME: ettt e s sen s Date of Birth: .....ccceceevvvvennenee. Male/Female
(0o V1o IS 20\ F= 10 1 1< RO Date of Birth: .......ceceeoeeeene.e... Male/Female
(0 o 11 1o 1 38\ = o V=TSSR Date of Birth: ....cccceceeuevvrvnnnee. Male/Female
Pets

Do you own pets?  Yes [] No [l
If yes, please provide details:

TYPE vt Breed: ....coovveveieeeee, Age: ............... Microchip #: ....................... Registration# ...................
TYPE ot Breed: ....coevveeeieeeiee, Age: ... Microchip #: ...cccoeeeevverenne Registration# ...................
TYPE e Breed: ....ccoovvvrrveieneenn Age: ., Microchip #: .coovvevveveeeenne Registration# ...................

CURRENT LANDLORD DETAILS:

NAME OF LANAIOTA/ABENCY : oottt ettt ettt e bes bbb et bt ae st st ebe et easseasas et bebatenssassbntesateneteassrnbenas
AdAress Of LANGIOIA/ABENCY: ...oocueeeeeteeeceeeetereee et ettt ete et eteee et et s e sae st ses et saesssessesesesteseasessassstesenssaesensessesesesensesseseteon
Contact NUMDET: ....oviiiieirirecieen ettt s EMAil oo e
Rent Paid: S...ceevveveveiecieeeceeeiiens per week [] fortnight ] monthly [

REASON fOF VACATING : w.evieietiee ittt se st st st s s et et et aseete st st seesesasbesbestet et enseasabe st sbe e nensessesaesansarnans

PREVIOUS LANDLORD DETAILS:

NAME OF LANGIOIA/ABENCY : e.veeteeee ettt et ettt et ettt e eae st tes s eae st eesses et stesssbesansetesssseseasetensatesensetenenseseasstensnns
AdAress Of LANGIOIA/ABENCY: «..oocvieeevieecteeeeter ettt et sttt ete st seaesreasseessas et sessesaaseteneasessaestensasessasetenentesenserenessessasen
Contact NUMDBET: ....oviviciiiiiece e st EMail: oo e
Rent Paid: S...coovveveeveeciiceeireeeiiens per week [] fortnight L] monthly [

T oY 0 I (oY GV 2 Tor- | £ 1Y =TT
EMPLOYMENT DETAILS:

Are you currently employed: Yes [] No [] Do you Receive Centrelink Benefits:  Yes [] No []
CUITENt INCOME S e Per Week [ Fortnight L] Month [

If receiving Centrelink Benefits name of Payment (ie: JODSEEKEI) .....cvoeuereierierieee et er e e e

If employed, complete this section:

(@ Lolo{UT o =1 d ] o SO Length of Employment: ........cccoevvvecvecie e
00 o] Loy V7T N\ F= [ 4T OO OO OO SRR
00 1[0 3 =T X [ [ T3S TP
(00T ] =Tt N F=1 0 0 VOO TelephoNe: e e



Other Income:

Income received from other source $ ......ooevvveevevneeennn. per week [] fortnight L1 month [
INCOME tYPE (I€; MAINTENANCE): ..viitieieeeecie ettt et et e e ste st e e et aeb et e et e s e steetestesaesessassastasassaesarsasesreatestensnnsensanns

Personal References (MUST NOT BE FAMILY MEMBERS)

1)

NV 0 OO Relationship to Applicant: ......ccccveveivececccecceece e,
TelEPRNONE: .o e e EMAil o e
AAIESS: ettt ettt st st e e e b ettt et e see st n e a et es et ene et sreseenen Years KNnOWN: .....ccovveviniveeneneenene.
2)

NGB! ottt et sttt resreste st sr e bentesseresraes Relationship to Applicant: ......cccceveveve e ecceeieeeee
B =1 =T o] Vo 1= TN EMail: oo e
AAAIESS: ittt sttt et st st st et st ses b ere e be s et e e et senbebaneete st Years Known: .......cccceeveevnevinieceninns
Next of Kin:

NGB! ottt sttt et s e ebe st stesee e bensenaeraens Relationship to Applicant: ......ccceeveveveveverecieeeeeee e,
TelEPNONE: ..o e EMail: o e s
ADAIESS: ittt ettt et st e et ae b st et ae st ea ekt b s ek e e e seR Rt e b S4aes et e Rt seeen et eaesh e en et ehe ek ea b et et eteen b et et et senns

Emergency Contact:

NAMIE: ottt sttt sr s e ebe st stese e e besseraeraens Relationship to Applicant: ......ccccovvveveivecenieesceee e,
TeIEPNONE: .o et EMAil: o e e
APPLICANT 2
FAMILY NAME FIRST NAME SECOND NAME
DATE OF BIRTH DRIVERS LICENCSE # PASSPORT #
CURRENT ADDRESS:
................................................................................................................. POSt COE: .ttt s
TelePhONE: ..o EM@il: ot s e s e

CURRENT LANDLORD DETAILS:

NAME OF LANGIOIA/ABENCY & e.veeeteeeee ettt ettt ettt et et et et ete e et e s et st teteasebe st teseesetesensessrsebensnseters et sensesens et sensesseses
AdAress OF LANAIOTA/ABENCY: ...vvcveuiveee ettt sttt teetee et tee et v s seass st ebeae sbabes et bessasssasesebeseseae sbasesesessssasseabesabesesatesensesatens
Contact NUMDEN: ..ot EMAil: oo e e s
Rent Paid: S....oevvevvveeeiieieinns per week [] fortnight ] monthly [

REASON TOF VACALING & oottt sttt et e e e st e s te stesaeeaeaas e et aeteesees e s sea steetesbeetesrsensersaetaestesnnssensesestestesrsens

PREVIOUS LANDLORD DETAILS:

NAME OF LANGIOIA/ABENCY & e.veeeeee et ettt ettt e et e s et eteea et es et st tetessetessasessesebesensessrsebensasetens et seesesens et sensessesen
AAAress OF LANAIOTA/ABENCY: ...vovcvieerireceieeeeeter ettt et vt st ve et e et bt ebe s ssas sea s ebesesssssbabesabesstsas erabesesensssnssenbesatesetesesensessteneses
Contact NUMDET: ..o s EMAil o e
Rent Paid: S....ocvevvvveveiiiieinns per week [] fortnight ] monthly [

ST T oY 0 (oY GV 2 Tor- | £ 1oV =TT



EMPLOYMENT DETAILS:
Are you currently employed: Yes [ No L] Do you Receive Centrelink Benefits: Yes [] No [

Current INCOME S et Per Week [ ] Fortnight [] Month []
If receiving Centrelink Benefits name of Payment (ie: JODSEEKEI) .c.cvoeueieiiniiceieee ettt st

If employed, complete this section:

OCCUPALION: ottt st e et eresre st sre s Length of Employment: ......cccccceeeinieccecie e
=00 1[0 1VZ=Y 1V o L= TR
30T o] Lo )Y N [o [ Y3 OO OO O R SRR
Contact Name: ...t s TelepPhoNe: ...

Other Income:

Income received from other source $ ......cvvvcvvevviverennnan. per week [] fortnight L1 month [
INCOME tYPE (1€ MAINTENANCE): . ooveeeeeeeee ettt et et eteeteeteste ettt et e st e et e s eteebesbe st stessabessesaesesaassasese st sbessensnsesbessesaesenses

Personal References (MUST NOT BE FAMILY MEMBERS)

1)

NAMIE: ottt st e b e sr e e etestestesee e sensantens Relationship to Applicant: ......ccccceveveveveveeciiserceee e
TelEPNONE: .o e EMAil: e e st ere
AAIESS: ittt ettt st st st e e e b ettt et be she e ste e s st e e s et et et eresrenenen Years KNOWN: ....c..coveveeneeceeereeseenens
2)

NAME: . et s s te e e e e et rae s e s bennean Relationship to Applicant: ... e
TelEPNONE: ..o e [0 g - 11 TR
ADAIESS: ettt ettt et st e st et b s e e b s e a e et e aea e e e nesbebene Years KNnown: ......ccocevvevvenvccnecenn.

Next of Kin:

NAMIE: ottt ettt et er e se e e ste st sre e senseneans Relationship to Applicant: ......cccevvrieveveveneceesee e
TelEPNONE: ... e [ g - 11 RS
ADAIESS: ittt sttt ettt st et st sttt eae b ses st e b st sea ek e 4 s ek ae e4e en ket e a4 neat et eR Sk ea ek eae ek ea ek et et sen b ekt et sebeb et enese e tnes

Emergency Contact:
NGB! ottt et sr e et e e stestesre e sensaneens Relationship to Applicant: ......ccceveveeievevevecereesee e
TeIEPNONE: .ottt e EMAIl: oo e e

ACCOMMODATION NEEDS

Which town do you Wish 10 08 NOUSEA? ..o ettt s te st e et et et esasasestesa ste s e nenns
If, for medical reasons you are unable to access a property with stairs or steps, please arrange for your doctor to
complete the attached medical form.



APPLICTION FOR ELIGIBILITY DETAILS

Do you, your partner or co-applicant(s) own or are you in the process of buying residential land or property?

Yes L] NO L] If Y5 ProVIdE @QUIESS: ...cucvcveeeeeeeeieeiee et tee st ss e tesetssae et et st sessss s s s ass s sas et ess e ssessssesssnsssssasansssssassnsons

Have you, your partner, or co-applicant(s) had previous housing assistance under another name?
Yes L1  NolJ PrEVIOUS INAIME/S: ettt ettt et e et et eeseeeeteesee et seeeaesesaeaeeseaseesaeasee st eeeaeeneaeeseaensensaneseeasnseseaseeeannsrenaseen

Are you or your partner currently on the Priority Housing List with Department of Communities

Yes ]  Noll If Yes, |@NGth OF tIME ON TSt ....vuiueviiceceieiceee ettt ea et st ses e s s e s ssena e ss s

Are you a SAC Member

Yes 1 Noll If No .. Do you agree to become a member for $10 membership fee per year?........c.o......

DISABILITY/MEDICAL INFORMATION

Itis in your best interests to advise Southern Aboriginal Corporation if you or anyone in your household has a disability
or medical condition, so the most suitable accommodation for your needs can be considered.

Do you or any member of your household have a disability that would impact on their housing needs?

Yes ] No [l

If yes, please complete the disability form attached.

Do you or any member of your household have a medical condition that you wish to have considered as part of your

housing application: Yes L1  No [
If yes, please complete the Medical Information Form attached.

DECLARATION

I/We
APPLICANT L: oo s APPLICANT 21 oo e

Declare the information contained In this application is true.
Signatures of Applicant/s:

............................................................. Date: oo e sneens DAL i
Application forms to be sent to :
By Post: Property Manager — Housing

Southern Aboriginal Corporation

PO Box 5277

Albany WA 6332

By Email: sharon@sacorp.com.au



PRIVACY RELEASE

For the purpose of this Application, you agree that Southern Aboriginal Corporation may make enquiries of the persons
given as references, next of kin or emergency contacts provided by you, and also make enquiries of such other persons
or agencies that as the Lessor may see fit.

The personal information you give in this application or collected from other sources is necessary for the Lessor
(Southern Aboriginal Corporation) to verify your identity, to process and evaluate the application, to manage the
tenancy and to conduct business. Personal information collected about you in this Application and during the course
of the tenancy if the Application is successful, may be disclosed for the purpose for which it was collected to other
parties including the Lessor, referees, and prospective lessors.

If you enter into a Residential Tenancy Agreement or you fail to comply with your obligations under any Residential
Tenancy Agreement, that fact and other relevant personal information collected about you during the course of this
Application (including information provided separately to this application) or the Residential Tenancy Agreement if
approved, to other prospective lessors.

Southern Aboriginal Corporation further advise that if you enter into a Residential Tenancy Agreement that we may
also disclose your personal details during and after your tenancy to:

e Tradespeople to contact you for repairs & maintenance of the property

e Tribunals or Courts having jurisdiction seeking orders or remedies

e Debt collection agencies, credit providers and related person to permit them to contact you

e Southern Aboriginal Corporation’s insurer in the event of an insurance claim

PRIVACY CONSENT

I/We acknowledge that | have read the above privacy disclosure statement of Southern Aboriginal Corporation and
understand and agree to what it entails:

Name: Signature: Date:

Name: Signature: Date:

Name: Signature: Date:




DISABILITY/ MEDICAL INFORMATION FORM
Person with Disability and/or Medical Condition

SURNAME FIRST NAME SECOND NAME

Relationship to Primary Applicant: ... DOB: ...... [oo..... [oviinnil.

DETAILS OF DISABILITY

Physical (eg paraplegic, stroke, cerebral palsy, arthritis) Yes [ No [

Please give details:

Sensory (eg blind, deaf) Yes [J No L[]

Please give details:

Intellectual Yes [ No [

Please give details:

Psychiatric Yes [J No L[]

Please give details:

Other Yes [J No [




SUPPORT NEEDS

Do you require support to assist you to live independently? Yes [ 1 No L]
What date was support applied for and/or granted (please provide proof)

Are modifications required to:

Bathroom Yes [] No [J] Toilet Yes [ 1 No [ Kitchen Yes [ No [
Is the person with a disability a permanent wheelchair user? Yes [J No L]
Is accommodation without steps required? Yes L1 No []
Is accommodation on a level site required? Yes L1 No []

Other requirements
Do you need to be near:

Public transport Yes [] No [] Shops Yes [] No [l

Community facility Yes [ No [] Medical facilities Yes [ 1 No []

Details:

Other: Yes [] No []

DT =

If you have ticked yes to any of the above, please state why:

SN U . Date: ....... [o..... [oo...

L1 1T o] o T = PP




HOUSING NEEDS

Are modifications required to:

Bathroom Yes [] No [] Toilet Yes [] No [ Kitchen Yes [ No [
Is the person with a disability a permanent wheelchair user? Yes [ No [
Is accommodation without steps required? Yes [ No [
Is accommodation on a level site required? Yes [J No [

Other requirements
Do you need to be near:

Public transport Yes [ No [] Shops Yes [] No []
Community facility Yes [] No [] Medical facilities Yes [ No []
Details:

Other: Yes [ No []

Details:

SN U .
Date:  ...... [...... loo....
Telephone: ......ccooviiiiiiiiin.

Address:




MEDICAL INFORMATION FORM

To authorise your Doctor to supply information, please complete section 1, then give to your Doctor to complete Section 2.

SECTION 1

| give permission for my Doctor to disclose medical details to Southern Aboriginal Corporation.

SURNAME FIRST NAME SECOND NAME

D.OB........... [oviiii, lviiiiin.

A D R E S S ... i
................................................................................................................ Post Code: .....c.cevvvvnnnnnns
SIGNATURE ... Date: ......... [l [l
SECTION 2

1. Describe the nature of the medical condition/disability:

4. Does the patient receive regular treatment, therapy or support due to their medical condition or disability? How
often is this service provided?

 future)?

7. In what ways does the patient's medical condition/disability affect the location, type or design of
accommodation require?

8. Medically, does the patient have any other specific accommodation requirements or is there any other
information you feel is relevant to the patients request for accommodation?

Signature Of DOCION: ... .. Date: ........ [oviiiinnn. [oviiini.

I F= T =T 0 9 T Yo (o]
CUIMTENE AQAIrESS: .. e Postcode: ...........ccceeveninen.
(070 ] e= Lo 1 (=1 (=T o] g o 0 U= T g1 0=

If you believe the patient requires purpose built accommodation or significant modifications to a home, for
example, someone requiring permanent use of a wheelchair, please refer them to an Occupational Therapist so
a details report can be obtained.




Government of Western Australia
Department of Communities

Ag@n@wA@W@@at@ Consent

I have baen advised that this consent form is to enable

(print name of Agency/Advocate)

to act on my behalf in relation to any housing

matters with the Housing Authority which operates

within the Department of Communities. | understand

that any information released by the Housing

Authority will be used solely for this purpose.

o | am aware of my right to withhold or withdraw
consent at any time.

o | understand that such information will be treated
in a confidential manner and if it is published
for statistical purposes in any format it will not
identify me or any member of my family.

e | understand | have the right to make a formal
complaint through the agency, advocate, or
Housing Authority if | am dissatisfied with the way
my information has been released or used.

Information collected by us will be handled

in accordance with the Housing Authority
Privacy, Confidentiality and Duty of Care
Policy and the Public Sector Commission
Policy Framework and Standards for
Information Sharing between Government
Agencies. Tenants can request access to their
personal information held by the Housing
Authority by applying under the Freedom of
Information Act 1992 (WA).

Client’s Details

Surhame

Me| | mrs| | miss[ ] ms[ | other| ]

l

First Name

Fie

Second Name

Date of Birth
HEEEEEEN
Contact Address
Street Number

Street Name

Suburb / Town

State

Postcode

| ]

' Phone

Email

\
|
|
|
| Is the client able to read/write English?
| Yes D No D

|

Does the client require an interpreter?

Yes g No |:|

If yes, for what language

Client's Signature

SDO1705139



Agency/Advocate’s Details

Name of Agency

This section is to be completed by the Agency/Advocate

Address
Street Number

|

Street Name

Suburb / Town

State

L

lPostc;ode

Phone

Advocate's Name

Advocate's Direct Phone

Advocate's Email Address

Advocate's Signature




