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Wicomico County Health Department
108 East Main Street . Salisbury, Maryland 21801

Mattheu McConaughey, MPH, Health Officer

Homeless ldentification and Birth Certificate Prolect
lnstructions to lllake a Referral

PURPOSE: Program provides funding for birth certificates and/or State ldentification/DriversLicense
renewals.

ELIGIBILITY: To qualify, the individual must be experiencing homelessness or is at imminent risk of
becoming homeless, and have a mental illness or co-occurring substance use disorder.
Minor children in the care of a qualifying adult that meets the homeless and disability criteria are also
eligible for birth certificates.

INSTRUCTIONS TO MAKE A REFERRAL:
1. Veri! individual meets the following requirements:

a. ls age 18 or older OB lf the individual is under age 18, they must be in the care of an adult
that meets criteria below
b. Has a mental illness or co-occurring substance use disorder
c. Cunently homeless or at imminent risk of becoming homeless
d. The individual may not have requested funds from this project within the past 5 months
e. lndividual is eligible for services within the public mental health system

2. Complete the application packet with the individual. Application includes the following:
a. The 'Behavioral Health Administration Homeless l.D.Project FY 2018 Application/tntake'.
b. The "Maryland Homeless l.D. Project Documentation of Homelessness'. This is a self-
verification of homelessness completed by the individual (including current situation, how long
they have experienced homelessness, how many episodes of homelessness, what makes them
at risk of homelessness, etc.). *lf the individual is currently staying in a shelter, please
include a lefter from the shelter.
c. The "Wicomico Behavioral Health Authority Consent to release/obtain Confidential
lnformataon'. Complete two consent forms, one for refening agency and the second one for
Help Outreach Point of Entry (H.O.P.E.). This gives permission for information regarding your
Homeless l.D. refenal to be shared between our agencies

3. lf the individual applying is cunently incarcerated, include a complete and notarized 'Maryland
Power of Attorney'form and the second section of the Maryland Birth Certificate Application needs to
be filled out. This gives H.O.P.E. the ability to purchase a Maryland birth certificate on the applicant's
behalf while they are incarcerated.
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4. Submit the application packet either by fax or mail to:
Wicomico Behavioral Health Authority
108 E. Main St.
Salisbury MD 21826
Telephone: (41 0) 5rli}{981
Fax: (410) 2'19-2876



BEHAVIORAL IIEALTH ADI\IIMSTRATION
Homeless I.D. Project APPLICATION/ INTAKE

*If Client is under age 18, is he/she under the care of an adult that is homelesVimminent risk of homelessness AND has a

mental illness or co-occurring substance use disorder: _Yes _No
Client MA #, Gray Zone # or Medicare #:_ Social Security #

Current Living Situation: _ Emergency Shelter _Transitional Housing _Hospital _ HoteVMotel

_ Jail _Street, Park, Car, Bus Station, Bridge, etc. Living with Relatives/Friends

ChfOniCally HOmel€SS ltmae*rness tor a y6aro.torger, or ar rea6l four opisod€s ot horneressness in rhe lasl rhre6 yea6): 

-Yes -NOHousing Status: Literally Homeless Imminently l,osing Housing

Veteran: _Yes _No Gender: _ Male _ Female Race:_ Ethnicity:_
Disability: Mental Illness Co-occurring

Person completing form: Phone #

Agency & Address

Documentation of Homelessness Received: _ Yes

*WBHA will maintain file applications

Request: (Please check all that apply)

-No

- 
State Identification Cud OR 

- 
Drivers License Renewal

_ Birth Certificate Which state:

FoR WBHA OFFICE USE ONLY: Proyider Making the Request:

Requesting WBHA has verified that this is nor a duplicate request for funding for this individual within the past 6 months:

-Yes - 
No *Notc: There is a maximum of 2 IDs or Birth Certificares

FOR ID:

AMOUNT:

Check

For Binh Certificate:

Check payee:_
AMOUNT:

Account # if applicable:

Tax ID

Payee address

Phone #:

TotalAmount Approv€d by WBHA: _ Arnount Denied byWBHA_

Approved WBHA Director or Designee

WBHA Fiscal Olficer Approved YTD _

Date

Date

Date ID paid

Date Birth C€rtificate

Paid:

Client Name: D.O.B.* Phone number:

Other: _ Zip Code of l,ast residence:

Phone #:---
Payee address:_
Tax ID #:_
Account # if applicable:



BIRTH Applicafon for certified copy of Maryland Birrh Record BIRTII
Marylrtrd Deprrhent of Eerlt} eld Mental Eygiene . Division of Vitrt Records

Photo ldcntllcatlon provided ReCeip t # BRZ023 Certilicate #:

Drte of Applicrtion:

By my signeture Mow, I rtste thet I em the persoa I rcpresent myself to b€ herciq and I affrm thgt the hformation rubmitted on tLir form
it c'Eplete rrd rccunte .rd submitted subject to the criminrl p€mlties 3et fortt 

"t 
M..yt"od Coa" lonot te4 He.ltb-ce[erd sectiol+t27.

Signrture of penon mrldrg requ€st:

XQIE: A copy of a birth record mav only be issued to the person named on the Ceftificate; a parent or cou rt-appointed guard tan; a
Ieplese ntative with a nota riz6d letter signed by the person named on the Certificate, a parent or guardian granting perm ssion to
obtain a Cetlficate; an individ ua wifi a court order directing that he Certificate be issUed or an individ ual perm itled to obtain
certificate under Md Code

a
Ann Family Law Title Subtitles 3A or 4B relating to adoptions.

PRINT your neme & CURRENT address.

Nrme:
Your rclatioDship to the persou
rlaE€d on th€ Ccrtificatc:

(Firs! (Middle) (L€s$

Address:

De!.tine phone numbcr: (__) - I
PIIOTO ID REQIIIRED: Tb€ tndiddr.t requBtlng the rccord should submlt r lcglble copy of hls/ber WID U.S.GOVERNMENI-ISSUED PIIOTO ID wtth $tete issued driver's license or nondrlver ID withrequeltor'3 currclt addr$s: U, S. pesoport).
I declare ttrt I do not heve r government-bsucd photo ID snd th.t I stn prc6enting the attrchcd two docuEeDt! th.t hcludc rny trr[r€ .ndcurrctrt rddrBr rr proof of ld€[tt8c{tioL (Nob: fhese docurnenE must include tuo of the follofing: AdAU bU c* regi*abn form, py
stub, bsr.* slded.enl copl ol incorr.. tc rd.atrlv-2 lora l€ttqfiom a government otenqt requ$ting s vital rccord,, or leasdrcnttl agrcementPlcase submit photoapics since th.se documenE wiu Ug be reAtmed to yotl If you tlo no, hsye t Goveramcnt*sued photo ID, thccefificcteq) wA bc nailcd to the addras lbted on the docu,nen$ rtsa you presenl)
Stgnrture:

PRINT infornrdotr betow tdth rcgrrd to the hdivldusl nrDcd o[ the rcquGted certificrtc:
Nrme et Birth:
Iftame has chatged siace birth due to adoption, court order
or aly reason alheLthdn maridge. please list new tame here:

Drte of Blrth:
(Month/DaylYear)

Plrce ofBirth:

Curretrt age: _ Sex; (Circle ODe): Mrle Fet[rlc

Hospital: Couoty:
(city)

FulI Maldc[ Name of Mother:
(Name she was bom with)

Full Nrme ofFrther:

Number of Copies you went ($22.00 Each) _
ORDER INFORMATION

You may also apply for
htF//www.vs&state.md.

a bith-rpcord on_line, by telqrhone or by fax. For fiuther information, visit the Vital Statistics Adminisfatioo wcbsitc at
us/Ysa/httrVapps.htnl.

rThere is no fee for: A copy ofa certificate ofa current or forEer armsd forces meBber that is request€d by the memb€r. Proof of service
in the amrcd forces must be provided.
Yiul rccords verificaion_ Wul records

Birth records filed over 100 years ago are available through ttre Marylaod stato Archives i! Armapolis (tetephone numbcr 410-260{400).

Citv:

$



Public Health

Wicomico County Health Department
108 East Main Street . Salisbury, Maryland 21801

Matthew McConaugheg, MPH, Health Officer

For Maryland Birth Certificate

grve

permission to obtain my

Birth Certificate from Wicomico County Health Department.

t,

Honp n

(Applicant's Signature here).

CERTIFICATE OF ACKNOWLEDGMENT OF NOTARY PUBLIC

STATE OF MARYLAND

This document was acknowledged before me on (Date) by

(Notary Seal, if any)

(Signature of Notarial Officer)
Notary Public for the State of Maryland

(4rol 749-1244. WICOMTCOHEALTH.ORG . MARYLAND DEPARTMENT OF HEALTH
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(name of principal)

9

Date:

COUNTY OF

My commission expires: _



MARYLAND
Department of Health

MARYLAND HOMELESS I.D. PROJECT

Documentation of Homelessness

Please use the following space to describe the applicant's crrrent livi[g situatioD. If the applic.ant is currendy in the detentiotr center, please
describe their living situation prior to incarceration
temporsry housine facility addiaional documentstion of hom€lessness. i.€. lettrr on aletrcv letterhcrd must bc induded sith this forEl"

Self-Verification (Brief statement from client saying he/she is homeless or at-risk of losing
his/her housing):

(Please ask the Applicant these questions):

l. Where do you typically stay at night?

2. Do you know the name ofthe shelter or housing program where you stay?

3. Do you work with any of the outreach teams or case management programs? _ Yes

If yes, do you know the name of the agency or the worker you see?

No

I certify that the information provided regarding my homeless status is accurate and true.

Date Signed:

Witness:Date:

(Aoolicant)



Wicomico County Health Department
1O8 East Main Street . Salisbury, Maryland 21801

Mqtthew McConaughey, MPH, Health Officer

INDIVIDUAUS AUTHORIZATION

THIS FORM IS USED TO CONFIRM THE DIRECTION OF AN INDIVIDUAL TO AUTHOBJZE THE WICOMICO
COUNTY HEALIH DEPARTMENT TO tr REQUEST, TO USE, AND/OR TO O DISCLOSE THE INDIVIDUATS HEALTH
INFORMATION,

PLEASE TYPE OR PRINT NEATLY; WE ARE NOT ABLE TO PROCESS INCOMPLETE OR ILLEGIBLE FORMS,

E] CHECK IF THIS AUTHORJZATION IS FOR PSYCHOTHERAPY NOTES.

IF THIS AUTHORIZATION IS FOR PSYCHOTHERAPY NOTES, WICHD WILL NOT USE IT AS AN AUTHORZATION FOR ANY
OTHER TYPE OF HEALTH INFORMATION. IF THE INDTVIDUAL SEEKS TO AUTHORIZE THE USE AND DISCLOSURE OF
OTHER HEALTH INFORMAIION AS WELL, AN ADDITIONAL FORM MUST BE SUBMITTED.

SECTION A: INDIVIDUAL'S HEALTH INFOR}TATION AUTHORIZED FOR USE
AND DISCLOST'RE.

First:

City: State: zip:.

Phone (Home):

SECTION B:

DOB: PT ID:

THE USE AI{D/OR DISCLOSURE BEING AUTHORIZED: PROVIDE A
DETAILED DESCRIPTION OF THE HEALTH INT.ORMATION; YOU
ARE AUTHORIZING US TO USE AND/OR DISCLOSE.

wHO IS AUTHORIZED TO x DISCLOSE x RECEIVE AND USE YOUR HEALTH TNFORMATTON?

\,Vr(-oMrarl B1.tl It, Helt]Ig Arnuonrrv

lOR F Marr.: Sr

SALTSBURY- MD 21801 410- 43-6981

WHO IS AUTHORIZED TO x DISCLOSE x RECEIVE AND USE YOUR HEA-LTH INFORMATION?

(4701749-1244. WICOMICOHEALTH.ORG O MARYLAND DEPARTMENT OF HEALTH
AFFIRMATIVE ACTION AND EQUAL OPPORTUNITY EMPLOYER AND PROVIDER

9
R+licHe?-x_t

Last Name_ Middle: _

Street Address:

I.) Pnovue Frnllcrel Assrsmxcr rN oRDER To oBTdN BIRTH cf,RTtFtcATE



INDIVIDUAL'S AUTHORIZATION (CONTINUED)

OTHER

SECTION C: EXPIRATION AND REVOCATION,
(lf this section is not completed, WiCHD cannot accept this form.)

tr ON

tr ON OCCURRENCE OF THE FOLLOWING EVENT (WHICH MUST RELATE TO THE
INDIVIDUAL OR TO THE PURPOSE OF THE USE AND/OR DISCLOSURE BEING
AUTHORZED):

Right to Revoke: I understand that I may revoke this authorization at any time by giving witten notice of my
revocation to W|CIID- In order to obtain a revocation form to revoke this authoization, I
understand that I may contact the olfice of the WiCHD Health fficer/Deputy Health Offcer. I
understand that revocation of this authorization will not affect any action that wicHD or others
named or unnamed took in reliance on this authorization before W1CHD received my written
nolice of revocation-

SECTION D: SIGNATURE

I authoize the use and/or disclosure of my health information as descibed in section B above- I und,erstand this
autho riz at i o n is voluntary.

I understand that if the persons or organizations I authorize to receive and/or use my health information are not subject to
thefederal or state health information privaey laws, they mightfurther disclose the health information, and it may no
longer be protected by the health information privacy laws. If the requestfor information concems treatment of alcohol or
other substance abuse, the conf.dentiality of the information is prctected by federal law 42 CFR Part 2. I have had futl
opportunity to read and consider the contents of this authorization, and I confrrm that the contents are conshtent with my
intenl.

Date:

Ifa personal representative is making this ruquest, a copy of any docament granrtng kgal authority is
required. Complete the following:

Personal Representative's Name:

(4IOI749-1244. W]COMICOHEALTH.ORG . MARYLAND DEPARTMENT OF HEALTH
AFFIRMATIVE ACTION AND EQUAL OPPORTUNITY EMPLOYER AND PROVIDER

Ifthe information which the program has includes records or information from anoth€r entity,
I E do or E do not wish to have that information released under this authorization.

This authorization will expire (complete one):

Signature:

Relationship to Individual:



Wicomico County Health Department
108 East Main Street . Salisbury, Maryland 2180 1

Matthew McConaughey, MPH, Health Officer

INDTVIDUAL'S AUTHORIZATION

THIS FORM IS USED TO CONFIRM THE DIRECTION OF AN INDIVIDUAL TO AUTHOzuZE THE WICOMICO
COUNTY HEALTH DEPARTMENT TO tr REQUEST, TO USE, AND/OR TO tr DISCLOSE THE INDIVIDUAL'S HEALTH
INFORMATION.

PLEASE TYPE OR PzuNT NEAILY; WE ARE NOT ABLE TO PROCESS INCOMPLETE OR ILLEGIBLE FORMS.

tr CHECK IF THIS AUTHORIZATTON IS FOR PSYCHOTHf,RAPY NOTES.

IF THIS AUTHORIZAIION tS FOR PSYCHOTHERAPY NOTES, WICHD WILL NOT USE IT AS AN AUTHORZAIION FOR ANY
OTHER TYPE OF HEALTH INFORMATION. IF TIIE INDIVIDUAL SEEKS TO AUTHORIZE THE USE AND DISCLOSURE OF
OTHER HEALTH INFORMATION AS WELL, AN ADDITIONAL FORM MUST BE SUBMITTED.

SECTION A: TNDIVIDUAUS HEALTH INFORMATION AUTHORIZED FOR USE
AND DISCLOSURE.

Last Name lvliddle: l'irst:

zip:

Phone (Home):

SECTION B:

DOB: PT ID:

THE USE AND/OR DISCLOSURE BEING AUTHORIZED: PROVIDE A
DETAILED DESCRIPTION OF THE HEALTH INFORMATION; YOU
ARE AUTHORIZING US TO USE AND/OR DISCLOSE.

I.) Pnovlne FTNA.NcTAL AssrsrANcE rN oRDER To oBTAIN BIRTH cf,RTrrrcATE

WHO lS AUTHORIZED TO x DISCLOSE x RECEIVE AND USE YOUR HEALTH TNFORMATION?

\[raoMra(l BFrra\'r At. HEAIxII AtfrHa)RITY

108 E. M,crN Sr.

Srr.rsnrnv MD 21801 410- 43-698 t

WHO IS AUTHORIZED TO x DISCLOSE x RECEIVE AND USE YOUR HEALTH INFORMATION?

(4IOI749-7244. WICOMICOHEALTH.ORG . MARYLAND DEPARTMENT OF HEALTH
AFFIRMATIVE ACTION AND EQUAL OPPORTUNITY EMPLOYER AND PROVIDER

9
Public Health

Street Address:

city: 

- 

strte:



r]\TDMDUAL'S AUTHORIZATTON (CONTTNUED)

OTHER:

Ifthe information which the program has includes records or information from another entity,
I E do or E do not wish to have that information released under this authorization.

SECTION C: EXPIRATION AND REVOCATION.
(If this section is not completed, WiCHD cannot accept this form.)

This authorization will expire (complete one):

troN

Right to Revoke: I understand that I may revoke thts authoization at any time by giving written notice of my
revocation to WCHD. In order to obtain a revocotion form to revoke this authoization, I
understand that I may contact the ffice of the lliCHD Health Ofiicer/Deputy Health Olficer I
understand that rerocation of this authorization will not affect any action that IfrCHD or others
named or unnamed took in reliance on this authorization beforc lliCHD received my written
notice of revocalion.

Signature: Date:

Relationship to Individual:

I4|OI749.1.24+ . WICOMICOHEALTH.ORG ' MARYLAND DEPARTMENT OF HEALTH
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tr ON OCCURRENCE OF THE FOLLOWING EVENT (WHICH MUST RELATE TO THE
INDIVIDUAL OR TO THE PURPOSE OF THE USE AND/OR DISCLOSURE BEING
AUTHORIZED):

SECTION D: SIGNATURE

I authorize the use and/or disclosure ofmy health information as descibed in section B above. I understand this
aut horiz atiofi is voluntary.

I understand that if the persons or organizations I authorize to receiye and/or use my heahh information arc not subject to
the federal or state heallh information pivacy laws, they might further disclose the health information, and it may no
Ionger be protected by the health tnformation privacy laws. If the request for information concerns treatment of alcohol or
other substance abuse, the confidentiality of the information is prctected by federal law 42 CFR Part 2. I have had full
opportunity to read and consider the contents of this authoization, and I confirm that the contents are consistent with my
intent.

If a personal representative is making this reqaest, a copy of any document granting legal authority is
required Complete the following:

Personal Represenlative's Name:


