CERTIFICATION OF DISABILITY

	
Administrators must UPLOAD a copy of the award letter specified below OR an 
authorized third party may certify disability status on page 2 of this form. 


TEXAS DEPARTMENT OF HOUSING AND COMMUNITY AFFAIRS
HOUSING TRUST FUND
[image: State of Texas seal and Fair Housing seal]
AMY YOUNG BARRIER REMOVAL PROGRAM
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Certification of Disability		October 2025

	Administrator Organization:      
	[bookmark: Text52]     

	Reservation Agreement No.:
	[bookmark: Text54]      

	Name of Person with a Disability:
	     

	Property Street Address:
	[bookmark: Text55]     

	City, State, Zip:
	[bookmark: Text56]     

	Name of Head of Household:
(if different from person above)
	[bookmark: Text57]     






[bookmark: Check1]	|_| Current Social Security Disability Income (SSDI) award letter
	|_| Current Supplemental Security Income (SSI) award letter for blindness OR disability
	|_| Other federal disability award letter (e.g., from the U.S. Department of Veterans Affairs)


*STOP HERE AND DO NOT COMPLETE THE REST OF THIS FORM*

If one of the above documents is on file and uploaded to the TDHCA Housing Contract System the Certification of Disability is complete.

If NONE of the above award letters are on file with the Administrator and NOT uploaded to the TDHCA Housing Contract System, the Person with Disability may authorize a qualified third party to certify disability status.
I, 	, authorize the third party identified on the next page to certify me as a Person with Disability for the purpose of eligibility for program assistance.

					
Signature of Person with Disability or his/her Guardian			Date

CERTIFICATION OF DISABILITY BY AUTHORIZED THIRD PARTY
This page should ONLY be completed if an award letter CANNOT be obtained for the Administrator.  The third party certifying disability must be authorized to do so by the Person with Disability on the previous page. 


	Certifying person’s name:      
	     

	Certifying person’s title:
	      

	Street Address:
	     

	City, State, Zip:
	     

	Telephone:
	     
	Email address:      

	
Certifying person is a:
	
|_|   Medical Doctor (MD), Doctor of Osteopathic Medicine (DO), Physician Assistant (PA)

|_|   Advanced Practice Nurse (APN), Nurse Practitioner (NP), Registered Nurse (RN)

|_|   Licensed Professional Counselor (LPC), Licensed Mental Health Counselor (LMHC) or Licensed Clinical Social Worker (LCSW)

|_|   Licensed Master Social Worker ( LMSW), Licensed Master Social Worker - Advanced Practice (LMSW-AP) or Licensed Baccalaureate Social Worker (LBSW) 

|_|   Psychologist (PsyD), Occupational Therapist (OT)






Do NOT disclose specific details regarding the Applicant’s disability or medical diagnosis.
I certify that 	 is a Person with  Disability, defined as any person who has a physical or mental impairment that substantially limits one or more major life activities and has a record of such impairment; or is regarded as having such impairment (Single Family Programs Umbrella Rule 10 TAC §20.3).
			
Signature of Person Authorized to Certify Disability 	Date
WARNING:  Title 18, Section 1001 of the U.S. Code makes it a criminal offence to make willful, false statements or misrepresentations to any department or agency in the United States as to any matter within its jurisdiction.
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