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Professional Statement of Need
APPLICANT'S NAME APPLICANT'S LEGAL NAME (IF DIFFERENT)

DATE OF BIRTH (For Office Use Only) MAXIS CASE NUMBER

Qualified Professionals (as defined in Section 2) use this form to confirm that a person meets certain criteria for 
one or both of the following:

• Medical Assistance Housing Stabilization Services
• Minnesota Housing Support Program

After completing this form, please return to the person or their authorized representative. This form does not 
represent an offer of payment on the part of the state, county, or tribe. Additional information about completing this 
form may be found in the Professional Statement of Need Guidance for Qualified Professionals (DHS-7122A).

Section 1: Housing Situation
• For MA Housing Stabilization Services: This section is required.
• For Minnesota Housing Support: This section is not required.

What is your current situation? (You may choose more than one option)

I am currently homeless. I am at risk of losing my housing.

I am living in, or I have recently transitioned from, 
an institution (ex. hospital or nursing home) or 
congregate facility (ex. board and lodge, foster 
home, assisted living).

I am eligible for waiver services (BI, CAC, CADI, DD, 
EW).

I was homeless before entering a correctional, medical, mental health, or substance use disorder treatment 
center, and now I am discharging without a permanent place to live.

Section 2: Disabling Condition
• For MA Housing Stabilization Services: Must be completed and signed by a Qualified Professional.
• For Minnesota Housing Support: Must be completed and signed by a Qualified Professional or a County/Tribal 

Designee.
• NOTE: A certified disability determination or formal diagnostic assessment is not required.
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Disabling condition

Developmental Disability

Learning Disability

Mental health

Illness, injury, or incapacity

Substance Use Disorder

Allowable qualified professional

Licensed physician, physician assistant, advanced practice registered 
nurse (clinical nurse specialist, nurse anesthetist, nurse-midwife, or nurse 
practitioner), licensed independent clinical social worker, licensed 
psychologist, certified school psychologist, or certified psychometrist 
working under the supervision of a licensed psychologist

Licensed physician, physician assistant, advanced practice registered 
nurse (clinical nurse specialist, nurse anesthetist, nurse-midwife, or nurse 
practitioner), licensed independent clinical social worker, licensed 
psychologist, certified school psychologist, or certified psychometrist 
working under the supervision of a licensed psychologist

Licensed physician, physician assistant, advanced practice registered 
nurse (clinical nurse specialist, nurse anesthetist, nurse-midwife, or nurse 
practitioner), tribally certified mental health professional, or mental health 
professional (a registered nurse certified as a clinical specialist in 
psychiatric nursing or as a nurse practitioner in psychiatric and mental 
health nursing, licensed independent clinical social worker, licensed 
professional clinical counselor, licensed psychologist, licensed marriage 
and family therapist, or licensed psychiatrist)
Licensed physician, physician assistant, advanced practice registered 
nurse (clinical nurse specialist, nurse anesthetist, nurse-midwife, or nurse 
practitioner), physical therapist, occupational therapist, or licensed 
chiropractor, according to their scope of practice

Licensed physician, physician assistant, tribally certified mental health 
professional, mental health professional (a registered nurse certified as a 
clinical specialist in psychiatric nursing or as a nurse practitioner in 
psychiatric and mental health nursing, licensed independent clinical social 
worker, licensed professional clinical counselor, licensed psychologist, 
licensed marriage and family therapist, or licensed psychiatrist), a 
substance use disorder treatment director, an alcohol and drug counselor 
supervisor, a licensed alcohol and drug counselor, or certified alcohol and 
drug counselor through the evaluation process established by the 
International Certification and Reciprocity Consortium Alcohol and Other 
Drug Abuse, Inc., or the Upper Midwest Indian Council on Addictive 
Disorder (UMICAD)

This condition is current and expected (check one):

To last at least one year.

To last less than one year, estimated until:

NAME OF QUALIFIED PROFESSIONAL TYPE OF QUALIFIED PROFESSIONAL (FROM ABOVE)

QUALIFIED PROFESSIONAL'S EMAIL ADDRESS AND/OR PHONE NUMBER QUALIFIED PROFESSIONAL'S AGENCY OR ORGANIZATION

ARE YOU A COUNTY/TRIBAL DESIGNEE?

Yes No

WHICH COUNTY OR TRIBE?

By checking "I agree" and typing my name in the "Signature" field, I understand that I am electronically signing this form. I attest 
and certify that the information provided above is true and accurate. I understand that my electronic signature has the same legal 
effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

I agree
SIGNATURE OR TYPED NAME DATE
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Section 3: Medical Assistance Housing Stabilization Services
• For MA Housing Stabilization Services: Must be completed and signed by a Qualified Professional.
• For Minnesota Housing Support: This section is not required.

Please identify areas in which the person needs support to find or maintain stable housing. The selection of 

one or more assessed need areas is required for eligibility.

Communicating needs Mobility

Making informed decisions Managing moods or behaviors

NAME OF QUALIFIED PROFESSIONAL TYPE OF QUALIFIED PROFESSIONAL (FROM SECTION 2)

QUALIFIED PROFESSIONAL'S EMAIL ADDRESS AND/OR PHONE NUMBER QUALIFIED PROFESSIONAL'S AGENCY OR ORGANIZATION

By checking "I agree" and typing my name in the "Signature" field, I understand that I am electronically signing this form. I attest 
and certify that the information provided above is true and accurate. I understand that my electronic signature has the same legal 
effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

I agree
SIGNATURE OR TYPED NAME DATE

Section 4: Minnesota Housing Support Supplemental Services
• For Minnesota Housing Support: Must be completed and signed by a Qualified Professional or County/Tribal 

Designee.
• For MA Housing Stabilization Services: This section is not required.

Please indicate which support(s) the person needs to access or maintain housing. The selection of two or 

more supports is required for eligibility. 

Tenancy supports to assist an individual with finding their own home, landlord negotiation, securing furniture 
and household supplies, understanding and maintaining tenant responsibilities, conflict negotiation, and 
budgeting and financial education.

Supportive services to assist with basic living and social skills, household management, monitoring of overall 
well-being, and problem solving.

Employment supports to assist with maintaining or increasing employment, increasing earnings, 
understanding and utilizing appropriate benefits and services, improving physical or mental health, moving 
toward self-sufficiency, and achieving personal goals.

Health supervision services to assist in the preparation and administration of medications other than 
injectables, the provision of therapeutic diets, taking vital signs, or providing assistance in dressing, grooming, 
bathing, or with walking devices.

NAME OF QUALIFIED PROFESSIONAL TYPE OF QUALIFIED PROFESSIONAL (FROM SECTION 2)

QUALIFIED PROFESSIONAL'S EMAIL ADDRESS AND/OR PHONE NUMBER QUALIFIED PROFESSIONAL'S AGENCY OR ORGANIZATION

ARE YOU A COUNTY/TRIBAL DESIGNEE?

Yes No

COUNTY OR TRIBE

By checking "I agree" and typing my name in the "Signature" field, I understand that I am electronically signing this form. I attest 
and certify that the information provided above is true and accurate. I understand that my electronic signature has the same legal 
effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

I agree
SIGNATURE OR TYPED NAME DATE
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Section 5: Transition from Residential Treatment to Minnesota Housing 
Support Program

• For Minnesota Housing Support applicants who are exiting a residential Behavioral Health Treatment 

Program: Must be completed and signed by residential Behavioral Health Treatment staff.

• For MA Housing Stabilization Services: This section is not required.
• NOTE: Sections 1, 2 and 3 of this form are not required for completion of this section. Residential treatment 

staff completing this section may be the same as the Qualified Professional listed above. Residential treatment 
staff must complete this section whether or not they are a qualified professional. 

The person named above lacks a fixed, adequate, nighttime residence upon discharge 
from this residential Behavioral Health Treatment Program.  

DATE OF DISCHARGE:

NAME OF RESIDENTIALTREATMENT STAFF NAME OF RESIDENTIAL BEHAVIORAL HEALTH TREATMENT PROGRAM

RESIDENTIAL TREATMENT STAFF'S EMAIL ADDRESS AND/OR PHONE NUMBER

By checking "I agree" and typing my name in the "Signature" field, I understand that I am electronically signing this form. I attest 
and certify that the information provided above is true and accurate. I understand that my electronic signature has the same legal 
effect and can be enforced in the same way as a handwritten signature. (MN Stat. §325L.07)

I agree
SIGNATURE OR TYPED NAME DATE
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For accessible formats of this information, 
ask your PCA. For assistance with 
additional equal access to human services, 
contact your PCA agency's ADA 
coordinator.  ADA3 (2-18)


