
WYO HELP
NWTC CSBG REQUIRED DOCUMENTS PACKET

Northern Wyoming Treatment Court | Washakie County | FY2027

Use: Assemble the client file and records supporting each approved CSBG housing or employment service. Digital
empowOR registration is preferred; use the enclosed paper Client Basic Information form only when paper intake is more
convenient. Do not require both.

This packet supports review of eligibility, need, payment, and outcomes. Assistance depends on approval, available funds,
and the approved NWTC program scope. Keep treatment and clinical records outside the reimbursement packet.

1. For each client file
- Digital empowOR registration or the enclosed paper Client Basic Information form.

- Signed Client Acknowledgement Form.

- Signed Client Income Certification, with documentation for household members age 18 or older covering at least the
most recent 30 days, or the zero-household-income declaration when applicable.

- Evidence of Washakie County residence when the current address is not adequately established by other records.

- Case note identifying the need, requested service, amount, approval, and connection to housing stability or
employment.

- CSBG service and applicable outcome entered in empowOR, including date and amount where required.

2. For each payment or reimbursement
- Third-party bill, invoice, statement, estimate, agreement, or receipt identifying the client, payee, service or item, and

amount.

- Confirmation that the same cost has not already been paid or committed by another source.

- Current W-9 for a vendor or payee before payment, held securely and separately from client-facing forms.

- Payee and payment details; use a separate secure ACH authorization if needed.

- After payment, check copy, electronic payment confirmation, or paid receipt showing payee and amount.

- For monthly reimbursement, an itemized transaction report whose total agrees with the amount entered for the
Washakie County budget line.

3. Service-specific support
- Housing: lease, rent ledger, utility statement, deposit agreement, lodging invoice, or other record appropriate to the

approved housing cost. Show the applicable period, service address, amount due, and housing-related need.

- Employment: training, credential, transportation, work item, or other approved employment-related invoice or receipt,
plus a case note connecting the cost to the participant’s employment goal. Confirm the specific cost is within NWTC’s
approved scope before payment.

Privacy: Keep documents legible and tied to the correct client and transaction. Store W-9, banking, diagnoses, clinical
notes, and treatment records only in approved secure locations. Attach only the records needed to support the
reimbursement line.

Included state forms: Client Acknowledgement; Client Income Certification and Declaration of Zero Household Income;
empowOR Client Basic Information (paper alternative). These pages are reproduced from the existing WYO HELP partner
packet without changes.



 

 

WYOMING DEPARTMENT OF HEALTH COMMUNITY SERVICES PROGRAM 
122 West 25th Street, Suite 102E, Cheyenne, WY 82002 

(307) 777-8940 
 

CLIENT ACKNOWLEDGEMENT FORM  

 
Notice of Privacy 
Practices: 

☐ 
 

I have the right to a copy of the Notice of Privacy Practices, which describes 
how WDH may use and disclose my protected health information. A copy 
of this notice is available upon request and can be found on the Wyoming 
Department of Health website at 
https://health.wyo.gov/admin/privacy/notice-privacy-practices/. 
 

Child Support 
Enforcement 
Information: 

☐ 
 

I understand that if I am a custodial parent, I may be eligible for child support 
services, and I will be provided a referral to the local child support offices 
upon request.  

Information Sharing: ☐ 
 

I understand that the information I provide will be accessible to CSBG-
funded programs and their staff members.  
 

Referrals: ☐ 
 

I understand that if/when I request a referral, my name, address, date of birth, 
email, phone number, and the service requested will be provided to the 
agency receiving the referral. 
 

 
 

Signature:      Date:  
 

_____________________________  __________________ 

https://health.wyo.gov/admin/privacy/notice-privacy-practices/


WYOMING DEPARTMENT OF HEALTH COMMUNITY SERVICES PROGRAM 
122 West 25th Street, Suite 102E, Cheyenne, WY 82002 

(307) 777-8940

CLIENT INCOME CERTIFICATION & 

DECLARATION OF ZERO HOUSEHOLD INCOME 

Notice of Privacy Practices:  

You have the right to a copy of the Notice of Privacy Practices, which describes how WDH may 
use and disclose your protected health information. A copy of this notice is available upon 
request and can be found on the Wyoming Department of Health website at 
https://health.wyo.gov/admin/privacy/notice-privacy-practices/. 

Select One 

Income Certification: 

​ Income for all household members over the age of 18 has been provided. 

Declaration of Zero Household Income: 

​The household has no source of income. 

I have been able to maintain my basic necessities by: _________________________________ 
____________________________________________________________________________ 

The information I have provided in my application for services is true, accurate, and complete to 
the best of my knowledge. I certify that a full account of all household income for at least the last 
30 days and any appropriate income documents have been provided. I understand that providing 
false, incomplete, or misleading information may disqualify me from receiving services. I also 
understand that I must alert the agency to changes in my employment and income status and that 
any such changes may affect my eligibility for CSBG services.  

______________________________________​ ___________ 
Client Signature​ Date 

Updated 10.2025 



WYOMING DEPARTMENT OF HEALTH, COMMUNITY SERVICES PROGRAM 
122 West 25th Street, Suite 102E, Cheyenne, WY 82002 

(307) 777-8940

1 

empowOR Client Basic Information 

Household Member 
Name(s) 

Relation 
to Client 

DOB Gender Race Disability Veteran 
Status 

SELF 

Family Type: ☐ Single Person ☐ Two Adults no Children ☐ Two Parent Family
☐ Female-headed Single Parent ☐ Male-headed Single Parent
☐ Non-related Adults with Children ☐ Multi-generational Household
☐ Other

Household Member 
Name(s) 

Education History Employment Status Health Insurance 

Youth (14-24yo) Not in School/Not Working: 

Household Member 
Name(s) 

Income Source(s) Amount & 
Frequency 

Benefits 

Client Name: 

Address: 

Housing Status: ☐ Homeowner ☐ Rent ☐ Unhoused
☐ Other Permanent Housing ☐ Other

Marital Status: ☐ Divorced ☐ Married ☐ Separated
☐ Widowed ☐ Never Married/Single



WYOMING DEPARTMENT OF HEALTH, COMMUNITY SERVICES PROGRAM 
122 West 25th Street, Suite 102E, Cheyenne, WY 82002 

(307) 777-8940

2 

Household Member 
Name(s) 

Income Source(s) Amount & 
Frequency 

Benefits 

Assistance Request: 

Referrals: 

The information I have provided above is true, accurate, and complete to the best of my knowledge. I certify that 
a full account of all household income for at least the last 30 days and any appropriate income documents have 
been provided. I understand that providing false, incomplete, or misleading information may disqualify me from 
receiving services. I also understand that I must alert the agency to changes in my employment and income status 
and that any such changes may affect my eligibility for CSBG services.  

______________________________________ ___________________________ 
Client Signature Date 

EmpowOR Status Options 

Disability: 1. Disabled
2. Developmental Disability
3. Mental Disability

4. Physical Disability
5. Not Disabled

Veteran Status: 1. Active Duty
2. Veteran

3. Never Served in Military

Education: 1. < 9yrs (0-8th Grade)
2. 9-12th Grade (Non-Graduate)
3. High School Graduate
4. GED/Equivalent

5. 12+ (Some Post Secondary)
6. 2-to-4-year College Graduate
7. Graduate of Other Post-secondary

School
Employment 
Status:  

1. Employed Full Time
2. Employed Part Time
3. Not in labor force

4. Retired
5. Unemployed <6 months
6. Unemployed >6 months

Health 
Insurance: 

1. No Health Insurance
2. Insured Employer Provided
3. Insured-Medicaid
4. Medicare
5. Military Health Care

6. Private/Out of Pocket
7. SCHIP
8. State Health Insurance for Adults
9. Insured - Unknown Type


