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  Prologue Homeless Outreach Program – SOAR Referral
3 Milford Mill Rd, Pikesville MD 21208

Phone (410) 653-6190 x1329 
Fax (410) 653-6566

ATTN: Amanda Harkins
INSTRUCTIONS:

SSI/SSDI Outreach, Access, and Recovery (SOAR) is designed to increase access to the disability income benefit programs administered by the Social Security Administration (SSA) for eligible adults who are homeless or at risk of homelessness and have a mental disorder and/or a co-occurring substance use disorder.

1.)  Complete the SOAR Referral form and the SOAR Project Consent for Release of Information.

2.)  If available please include a copy of the consumer’s diagnoses, a psychosocial, an admission summary or a discharge summary to the referral form.  Fax the SOAR Referral and the Consent for Release to Amanda Harkins at 410-653-6566.
The SOAR Case Manager will review the documentation and contact the requestor within 10 business days of receiving the referral. The requestor should follow up with the SOAR Case Manager if there is no contact within 10 business days of sending the referral.


1.) Referral Source Information:





Date of Referral: 



a. Name:







Phone #: 




b. Agency Name:





Relationship to Consumer: 



2.) Consumer Information:

a. Name: 







Phone #: 




b. Currently homeless(street, shelter, transitional housing, doubling up) or at risk of homelessness:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    
c.  Address or Physical Location/Facility: 









d. Date of birth: ____________  SSN:


Gender:


Veteran:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
3.) SSI and SSDI: 
a. Current status of application (currently appeals at the hearings level are not being considered for SOAR): 

 FORMCHECKBOX 
 Never applied or need to reapply
 FORMCHECKBOX 
 Currently pending initial application


 FORMCHECKBOX 
 First denial, need to appeal

 FORMCHECKBOX 
 Pending after first appeal



 FORMCHECKBOX 
 Appeal denied, need to appeal or start a new application

Date of initial application:



Date of first denial:




Date of appeal:





Date of second denial:




b. Is a lawyer working with individual, if yes the referral may not be SOAR appropriate:
       FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

c. Has the individual ever received SSI or SSDI before:   FORMCHECKBOX 
Neither
   FORMCHECKBOX 
 SSI    FORMCHECKBOX 
 SSDI    FORMCHECKBOX 
 Both   
If so why is the consumer no longer receiving it: 







4.) Mental health and substance abuse:

a. Mental Health Diagnoses: _























b. List symptoms, psychiatric hospitalizations and why you think this person may be disabled:
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  Prologue Homeless Outreach Program – SOAR Referral

3 Milford Mill Rd, Pikesville MD 21208

Phone (410) 653-6190 x1329 
Fax (410) 653-6566

ATTN: Amanda Harkins
c. Economic or environmental factors such as needing to stay home to care for children or being unable to find a job cannot be considered when determining disability.  If the individual were given the opportunity to work as a cashier, a laborer or any other low skilled work, would they be able to maintain that employment considering only their mental health symptoms:  
 FORMCHECKBOX 
 Able 
 FORMCHECKBOX 
 Unable 
 FORMCHECKBOX 
 Unsure
d. Is the individual currently receiving mental health treatment:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

Treatment source and which office:










How long has the consumer been receiving treatment at this provider?







Any other treatment?  Where/how long?









e. Is a psychiatrist, psychologist, or medical doctor willing to work with the SOAR case manager and sign a medical summary report:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  FORMCHECKBOX 
 Unsure (please find out)
f. Alcohol/substance use:  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  Date of last use:


    Type(s):



5.) Financial and other information

a. Date of last employment

 How long, why no longer working? 




b. Does the individual have money, land, vehicles, stocks, etc. with combined worth over $2000:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

c. Does the individual live with and care for a child or spouse who works or receives any income (excluding TCA, TDAP, SSI, or Food Stamps) :   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No




If yes, what relation, what income source, and about how much: 







d. Does individual have any pending court dates: :  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  If yes, when: 




e. Benefits/income:  FORMCHECKBOX 
 None
  FORMCHECKBOX 
 PAC  

 FORMCHECKBOX 
  Medicaid  

 FORMCHECKBOX 
 Medicare  

      

 FORMCHECKBOX 
 Food Stamps  
 
  FORMCHECKBOX 
 TCA  

 FORMCHECKBOX 
 TDAP  

 FORMCHECKBOX 
 Child Support  

 FORMCHECKBOX 
 Earned/Employment Income   FORMCHECKBOX 
 Unemployment 
 FORMCHECKBOX 
 Veteran’s Benefits  
 FORMCHECKBOX 
 Alimony  

Any other benefits or income, any pending applications or any other useful information:



While you wait…
While waiting for a response to this referral, it is helpful to collect additional information including; the names of hospitals, inpatient psychiatric facilities, clinics, specialists, substance abuse facilities, foster care or youth facilities, jails, etc. as well as the years these places were attended and what conditions were treated.  It will be helpful to collect this information as even if the referral is not accepted for SOAR it is very valuable information for a normal SSI/SSDI application.  
If you have questions about the process call me at 410-653-6190 x1329 or email me at amandaharkins@prologueinc.org 
Amanda Harkins
SOAR Case Manager

Prologue Inc.

Revised 9/2019
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Identifying SOAR Applicants

This tool is intended to help case managers identify adults who are experiencing or at risk of homelessness who may be eligible for Social Security Administration (SSA) disability benefits.  While we do not want to discourage anyone from applying for SSA benefits, this tool should help you identify individuals that most need your assistance with their application.  

SOAR is designed to serve individuals who are able to apply for disability benefits as an adult under SSA rules. This includes persons 18 years of age or older as well as individuals who are within one month (180 days for youth who are aging out of the foster care system) of their 18th birthday.  Individuals age 65 or over with low income and resources may be eligible for SSI based on age or be eligible for retirement benefits based on their work history (individuals aged 62-67, depending on year of birth, may be eligible for early retirement benefits.  
Key Eligibility Criteria: The following 4 characteristics represent key eligibility criteria for SSA disability benefits
· Applicant has a serious mental illness or exhibits symptoms that affect his/her ability to work at a substantial gainful level ($1,180/month in 2018)

· The illness(es) or condition(s) have lasted or are expected to last for at least 12 months (or result in death)

· Individual is currently exhibiting symptoms of mental illness or has periods with worsening of symptoms that prevents sustainable employment. For example:

· Psychotic Symptoms (positive or negative)

· Depressive Symptoms (decreased energy, lack of motivation, suicide attempts)

· Manic Symptoms (racing thoughts, disorganized thoughts)

· Anxious feelings (paranoia, nervousness)

· Cognitive deficits (brain injury, problems with concentration, memory, etc.)

· History of trauma (history of abuse, posttraumatic stress disorder, etc.)

· Other: __________________________________________________________________

· Applicant has marked restrictions in at least 2 of these functional areas, or extreme limitations in one area:

· Understand, remember, or apply information (memory, following instructions, solving problems, etc.)

· Interact with others (getting along with others, anger, avoidance, etc.)

· Concentrate, persist, or maintain pace (as they relate to the ability to complete tasks)

· Adapt or manage oneself (hygiene, responding to change, setting realistic goals, etc.)
SOAR Recommends: The following characteristics are not essential, but may strengthen an application 

· Applicant is prescribed psychiatric medications and continues to experience symptoms and functional impairments

· Applicant has obtainable medical evidence (for at least part of the past 12 months) that corroborates mental illness and medical complaints. If there is limited medical evidence or large gaps in treatment:

· Applicant clearly exhibits symptoms severe enough that a one-time examination by an acceptable medical source would demonstrate issues

· Representative can write a Medical Summary Report that details symptoms and functional impairments that demonstrates diagnosed disability

· Applicant is not working due to psychiatric conditions (i.e. not because he/she cannot find work or was laid off)

· History of failed work attempts (started and stopped employment due to diagnosed conditions)

· Long work history, but can no longer work up to SGA ($1,180/month in 2018) due to conditions

· Scattered work history due to conditions and other factors 
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Consent for Release of Information OMB No. 0960-0566

You must complete all required fields. We will not honor your request unless all required fields are completed. (*Signifies a
required field. **Please complete these fields in case we need to contact you about the consent form).

TO: Social Security Administration

*My Full Name *My Date of Birth *My Social Security Number
(MM/DD/YYYY)
| authorize the Social Security Administration to release information or records about me to:
*NAME OF PERSON OR ORGANIZATION: *ADDRESS OF PERSON OR ORGANIZATION:
James Carey, Prologue Inc 3 Milford Mill Road, Pikesville, MD 21208

*I want this information released because: This individual is helping me apply for SSI/SSDI
We may charge a fee to release information for non-program purposes.

*Please release the following information selected from the list below:
Check at least one box. We will not disclose records unless you include date ranges where applicable.

1. [ Verification of Social Security Number

2. [] Current monthly Social Security benefit amount

3. [[] Current monthly Supplemental Security Income payment amount

4. ] My benefit or payment amounts from date to date

5. [[] My Medicare entitlement from date to date

6. [] Medical records from my claims folder(s) from date; to date,

If you want us to release a minor child's medical records, do not use this form. Instead, contact your local Social
Security office.

. [] Complete medical records from my claims folder(s)

. Other record(s) from my file (We will not honor a request for "any and all records" or "the entire file." You must specify
other records; e.g., consultative exams, award/denial notices, benefit applications, appeals, questionnaires,
doctor reports, determinations.)

SOAR:Current claim status; reason for denial, if applicable; allowance information, if

® N

applicable; suspension/termination information, if applicable

I 'am the individual, to whom the requested information or record applies, or the parent or legal guardian of a minor, or the
legal guardian of a legally incompetent adult. | declare under penalty of perjury (28 CFR § 16.41(d)(2004) that | have examined
all the information on this form and it is true and correct to the best of my knowledge. | understand that anyone who knowingly
or willfully seeking or obtaining access to records about another person under false pretenses is punishable by a fine of up to
$5,000. | also understand that | must pay all applicable fees for requesting information for a non-program-related purpose.

*Signature: *Date:
**Address: **Daytime Phone:
Relationship (if not the subject of the record): **Daytime Phone:

Witnesses must sign this form ONLY if the above signature is by mark (X). If signed by mark (X), two witnesses to the signing
who know the signee must sign below and provide their full addresses. Please print the signee's name next to the mark (X) on the
signature line above.

1.Signature of witness 2.Signature of witness

Address(Number and street,City, State, and Zip Code) Address(Number and street City, State, and Zip Code)

Form SSA-3288 (11-2016) uf



SOAR PROJECT

 (SSI/SSDI Outreach, Access, and Recovery)
Consent for Release of Information
Sign this form only if you want the Social Security Administration to give information or records about you to   Prologue Inc.
 (service provider).
TO: Social Security Administration fax:410-857-1736 Local SSA Office_____________ 
Customer’s Name______________________________________________________
Date of Birth_____________ Social Security Number_________________________
THIS SECTION TO BE COMPLETED BY THE SOCIAL SECURITY ADMINISTRATION
[image: image7.png]SOAR\»




____No Record    ____Supplemental Security Income     ____Social Security Disability Income

____Terminated Record 

__________ SSI               Date Terminated _____________

                                                                                                                                            MMDDYY
Current Claim Status

____
SSI Claim Pending:



    
____   SSDI Claim Pending:


Initial Claim

Date Filed ________ 
    Initial Claim
             Date Filed ________


Reconsideration

Date Filed ________
    Reconsideration
Date Filed ________


Hearing
  Level 

Date Filed ________
    Hearing Level 
Date Filed ________

____
SSI Claim Denied:




____
SSDI Claim Denied:

Initial Claim

Date Denied ________
     Initial Claim

Date Denied ______​​__


Reconsideration

Date Denied ________
     Reconsideration
Date Denied ________


Hearing
 Level 

Date Denied ________
     Hearing Level  
Date Denied ________

            





(Circle One)

 Denial Reason:  Medical   Non-Medical   Other

Denial Reason:  Medical   Non-Medical     

Other    _______________________________________________________________________________

                                                                    Allowance

   
____ SSI: Eligibility date __________
   
_____ SSDI: Eligibility date _________
SSA Claims information was provided by: ________________________________________










(SSA Liaison)

Date of Response __________________                       Protective Filing Date________________________

Telephone Number: ​​​​​_____________________

SSA Field Office Code: _____________________
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Amanda Harkins, Prologue Inc.
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