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GUIDELINES FOR GREATER MINNESOTA HOUSING ASSISTANCE 
 

Every Penny Counts Emergency Assistance, provides emergency assistance for housing to HIV-positive 
persons/households in Greater Minnesota.  This program is funded through Housing Opportunities for Persons with AIDS 
(HOPWA) and is administered by the Minnesota Housing Finance Agency (MHFA).  This assistance is designated for 
eligible persons living in Greater Minnesota only. The household must be facing a housing crisis due to HIV or related 
issues and meet all other eligibility criteria. 
 
Funding for this program is determined by the state of Minnesota and may not be renewed at the end of the grant period.  
During the grant period program guidelines may change based on needs and/or availability of funds. 
 
All applicants will be referred to Every Penny Counts Emergency Assistance (EPCEA) program for assessment of 
housing related financial emergency. 
 
Eligibility Guidelines:  

1. Applicant household must be in Greater Minnesota outside of the following Minnesota counties: Hennepin, 
Ramsey, Washington, Scott, Dakota, Carver, Anoka, Chisago, Isanti, Wright and Sherburne. 

2. Household must be at or below 80% of the Minnesota County statistical median income guideline as defined by 
HUD. 

3. At least one household member must be HIV positive. 
4. Applicants must apply for all public assistance programs for which they are eligible prior to completing this 

application. 
5. Requests for assistance must be for $20.00 or more. 

 
Documentation Requirements for all applicants: 

1. First time applicants must provide written verification of HIV status; this may be a statement from a physician, 
case manager, social worker or HIV service provider. 

2. All applicants must submit verification of gross household income from all household members – i.e.: self, 
spouse, domestic partner, dependent children.  Acceptable documentation includes: A Social Security benefit 
statement, Public Assistance (ie: GA, MFIP, etc), a bank statement showing deposit of income, current pay stub, 
earned income from assets (cash value of $5000 or more), or a zero income certification form.  All family 
members who are 18 and older and are without income must sign a zero income form.  The Income Verification 
Form must be completed and returned along with supporting income verification documentation when submitting 
application. 

3. Applicant must complete the application form and sign it.  Incomplete applications including those without all the 
required paperwork and documentation will not be processed.  

4. MHFA (funding source) requires that some personal information be collected and reported to it for the following 
purposes: 
 
* to identify the services persons with HIV disease need and use 
* to identify barriers to those services  
* to evaluate future funding needs 
 
Applicants have the right to refuse to sign the application, which allows the release of information to the MHFA, 
however it will prevent their participation in the program. 
 
 
 
 
 



 

Assistance Categories: There are three categories of assistance available through this program:  Emergency Rental Assistance, 
Emergency Mortgage Assistance, and Utility Assistance.  An individual may access assistance up to 3 times with in a twelve month  
period. These 3 accesses can consist of just one request or it can be a combination of requests for rent, mortgage or utilities. If a client 
submits (example) a request for rent and utility assistance both in the same month and they are selected that is only considered 1 
access. Following is the information regarding each category including the documentation needed to complete the application: 
 
Emergency Rental Assistance 
1. Provide a copy of the rent/lease agreement. (Funds cannot pay security deposits or 1st month’s rent).  If applicant lives with and 

pays rent to a family member, income verification of all household members is required. 
2. Assistance up to $1,000 is available for one month’s rent within a 12 month period. 
3. Assistance for rent can be provided for up to 2 additional months if the need is clearly demonstrated. 
4. Rent assistance is paid directly to the landlord.  
5. Applicants receiving any form of a rental subsidy, do not qualify for rent assistance from the Gr. MN Housing Assistance 

program, however they do qualify for the utility assistance portion the Gr. MN Housing Assistance Program. Rent 
assistance payments cannot be made for an individual or household that is already receiving rental assistance through a federal, 
state, or local housing subsidy program. Apply for rental assistance through the Gr. MN Every Penny Counts program. 

 
Mortgage Assistance 
1. Provide mortgage information/payment stub. 
2. Assistance up to $1,000.00 is available for one month’s mortgage payment within a 12 month period. 
3. Assistance for mortgage can be provided for up to 2 additional months if the need is clearly demonstrated. 
4. Mortgage assistance is paid directly to the mortgage company/lender. 

 
Utility Assistance 
1. Submit the utility bill or copy of the bill (accepted utility bills are: electric, heating fuel, natural gas, propane, or water bills).  

No assistance for phone, cable, internet or garbage bills. 
2. Assistance up to a maximum of $400 with a 3 access limit is available for utility bills within 12 months.  
3. Applicants must have utility bill accounts in their name or proof of responsibility to make utility payments (copy of money 

order, cancelled check, receipt/ letter from named person on the utility bill). 
4. Clients receiving any form of rental assistance do not qualify for rental assistance but do qualify for the utility 

assistance portion of the Gr. MN Housing Assistance program. 
5. Payment is made directly to the utility company.   
 

PLEASE NOTE:  You cannot be selected more than 3 times for assistance (more than 3 different months) from the lottery in a 
year for all assistance. If selected for 2 or more request within the same month, that counts as only 1 time of assistance, leaving 
them with 2 more times of assistance. 
 
For all assistance categories: Requests that include all the required paperwork and documentation and have been submitted no later 
than noon on the business day prior to the upcoming monthly lottery will be submitted for assistance.   On the first business day of the 
month, a lottery will be conducted.  Once the allotted monthly funding has been distributed, no further assistance will be available 
until the following month. Applicants not receiving assistance will be notified by mail and may resubmit requests for the following 
month’s lottery. Allow up to 5 business days to process requests once the lottery is completed.  
 
Application process: 

1. Complete and sign the application form 
2. Provide medical verification of HIV status (1st time applicants only) 
3. Provide gross income verification on all household members. All family members residing in the household who are 18 and 

older and are without income must sign a zero income form. The Income Verification Form must be completed and returned 
with the application. 

4. Provide the required paperwork for funding assistance requested (lease, mortgage coupon, utility bill) and submit to Every 
Penny Counts Emergency Assistance.  

5. All eligible applicants for whom complete applications have been received will be placed in a lottery on the first business day 
of the month.  

6. Every Penny Counts voice mail greeting is updated after ever lottery to reflect the status of the lottery, the availability of 
funding, and the date of the next lottery. 

 
Every Penny Counts Emergency Assistance (EPCEA)   
P. O. Box 582943, Minneapolis, MN 55458 
(800) 565-9028 or (612) 331-7733    
(612) 341-3804 – fax 
Email – EPC@rainbowhealth.org 
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This document is available in alternate formats upon request. 

 

No Income Statement 
 

If you have no income ($0), please complete. 

 

I, ________________________________________________ am receiving services from  

 

_Rainbow Health____________________________________ 

(agency name) 

that are funded by the Ryan White Program. Federal regulations require income verification for all 

program recipients. 

 

Income includes but is not limited to: 

• Gross wages, salaries, overtime pay, commissions.  

• Fees, tips and bonuses 

• Net income from operation of a business or from rental or real personal property 

• Interest, dividends and other net income of any kind for real personal property 

• Periodic payments received from Social Security, annuities, insurance policies, retirement funds, 

pensions, disability or death benefits and other similar types of period receipts 

• Payments in lieu of earnings, such as unemployment and disability compensation, worker’s 

compensation, and severance pay 

• Public assistance 

• Alimony and child support payments (whether through the court system or not) 

• Regular pay, special pay and allowances of a head of household or spouse who is a member of the Armed 

Forces (whether or not living in the dwelling) 

 

I receive support through: (please check all that apply) 

⎯ One or more of my family members are working 

⎯ One or more of my family members own their own business 

⎯ One or more of my family members receive support other than work (Social Security, child support, 

Supplemental Security Income (SSI), Social Security Disability (SSDI/RSDI), spousal support, or 

retirement/pension income 

⎯ One or more of my family members gets money from a friend, relative or organization 

⎯ A relative, friend or organization pays all my bills and expenses 

⎯ I pay bills from the sale of personal items, money in a savings, checking or trust fund account 

⎯ I receive support from another source. Please list or provide an explanation of how you are meeting your basic 

needs: 

 

I understand that any misrepresentation of information or failure to disclose information requested on this form 

may disqualify me from participation in this program, and may be grounds for termination of services. 

 

I certify that the above information is true and correct. I also understand that it is my responsibility to report all 

changes to my household composition or income in writing within ten (10) business days of such change. 

 

Signature:__________________________________________________ Date: _______________ 



AUTHORIZATION TO EXCHANGE INFORMATION 

 

 
I hereby authorize ___________________________________________at Rainbow Health to exchange information regarding:    
                           (Name) 

 

_______________________________________        ___________________________  with 

(Name)                                                              (Date of Birth) 

 

_____________________________________________________              _________________ 
(Organization /Individual)                                                                                          (Phone Number)  

 

_____________________________________________________________________________ 
(Address)                                                                                       

 

NOTE: CLIENT TO INITIAL EACH ITEM INDICATING AUTHORIZATION OR WRITE “N/A” IF NOT 

APPLICABLE 

 

Purpose: To provide and coordinate services including: 

____    Verification of diagnosis 

 _____ Medical information related to date of diagnosis/information regarding ongoing medical care 

 _____ Services provided by Rainbow Health 

 _____ Psycho-social factors including, but not limited to, housing, financial status, hospitalizations,  

home care needs and alcohol and drug use 

 _____ Medical history 

 _____ Chemical health assessment, diagnosis and recommendations 

 _____ Mental health/psychological history 

 _____    Program eligibility verification 

 _____    Coordination of Care 

  

Other information to include: 

 
I understand that this information will be kept in a confidential manner by Rainbow Health staff and trained volunteers. 

I have been informed of my right to refuse to allow Rainbow Health to exchange this information. 

I understand that I may revoke this consent upon written notice. The revocation will be effective the day it is received by the 

staff named on this release or his/her successor. I understand that information shared prior to revocation can’t be retracted. 

I understand that when health information is released the information could be re-disclosed by the third party that receives it 

and may no longer be protected by federal or state privacy laws. 

I understand a photocopy or fax of this form is the same as the original. 

I understand I may have a copy of this form after I have signed it. 

I understand that information may be exchanged via phone, fax, email or a meeting with provider. 

I understand that the consent will automatically expire within one year after the date of my signature below, if an 

earlier date is not specified. 

 

 

_____________________________ 
Name  (Please print) 

 

________________________________ _____________________________ 
Signature Date 
 

 

This document is available in alternate formats upon request. 



 

 

 

  

 

 

  

 

 

 

  

 

 

  

 

  

   

 

 

  

 

 

 

 

 

 

 

 

   

  

 
 

   

• Assign the staff, volunteers or interns who will work with you.

• Determine your eligibility to receive and to continue services.

As a provider of services, Rainbow Health will:

available to you upon entry into the program.

Specific Rainbow Health programs or services may have additional rights and responsibilities that will be made 

service provider, the program manager, or the director of programs.

If you have questions about Rainbow Health services, or would like to make a suggestion, you may do so with your 

and funding availability.

Receive timely notice and explanation of changes in program guidelines including changes in eligibility criteria 10.

 Refuse services or recommended services and to discontinue services at JustUs Health.Rainbow Health9.

dissatisfied with the services you are receiving.

8.  Prompt information on how to make complaints and pursue a grievance if you are having difficulties or are 

Participate in developing your service plan including developing service goals that meet your needs.7.

Prompt and reasonable response to your questions and requests.6.

English.

example, that upon request Rainbow Health will provide interpreters for the deaf and for those who do not speak 
5. Expect reasonable assistance to overcome language, cultural, physical or communication barriers. This means for 

without a signed release from you except if we receive a valid court order.

request must be in writing and signed by you. We will not give or send a copy of your file to any other person 
4. Review all private information in your file and obtain a copy of this information. If you request a copy, the 

computer files when not in use.

secure

and files pertaining to the services you receive at Rainbow Health will be kept in locked filing cabinets and/or 

renewed if needed, on an annual basis. Any exceptions are outlined in the data practices guidelines. All records 
whom you have agreed to have us share information by fax, phone, email or meeting and that all releases will be 
of Rainbow Health without a release of information dated and signed by you listing individuals and agencies with 
3. Confidentiality of information we collect about you. No identifying information about you will be shared outside 

orientation, gender or disability.

  Quality services without discrimination regardless of race, ethnicity, national origin, religion, age, sexual 2.

responsibility to treat Rainbow Health staff, volunteers and interns in a similar manner.

1. Be treated with consideration and respect by staff, volunteers and interns of Rainbow Health.  You have the 

As a client of Rainbow Health, you have the right to:

Rainbow Health Client Bill of Rights

This document is available in alternate formats upon request.



 

 

 

Rainbow Health 
GRIEVANCE PROCEDURE 

 

 

1. Any person receiving services from Rainbow Health may voice comments, concerns, or grievances 

directly to the staff person they are working with or to that staff person’s supervisor. 

 

2. If your comment, concern or grievance was not addressed to your satisfaction, you may arrange a 

meeting with or submit a written statement to the Program Director of the service your grievance is 

connected to.  The Rainbow Health staff person you talked with will provide the contact information 

including the name, address and phone number of this Director.  Your written statement or request 

for a meeting must be received within two weeks of the date you last addressed this issue or concern 

with the staff person or their supervisor 

 

3. You will receive a written response within 30 days after we with you receive your written statement. 

This written decision is the final decision of Rainbow Health. 

 

4. Some programs offered by Rainbow Health are funded through contracts with various government 

agencies that will also accept your grievance if your concern or grievance has not been settled to 

your satisfaction.  Information with the appropriate name and contact information at each agency is 

available upon request or will be mailed to you within one working day of your written or verbal 

request for it.    

 

 

This document is available in alternate formats upon request.  

 



 

 

 

SAMPLE Carbon Monoxide (CO) Detection Requirements Checklist 
 

Overview:  

The sample CO Detection Requirements Checklist is an optional form that may be used to screen for and determine 

whether CO detection requirements are met. HOPWA programs may edit or add to this checklist as needed based on 

local CO detection requirements. For example, if your community has more restrictive CO detection requirements, those 

requirements may be added.  

As a reminder, changes to this checklist should not include information that will directly or indirectly disclose an assisted 

household’s HIV status. HOPWA programs must ensure that changes do not include references to the HOPWA program, 

the HOPWA Notice CPD-22-15 or an agency name/telephone/email address specifically tied to HIV status. For questions 

about HOPWA confidentiality requirements, in the HOPWA program, please review the HOPWA Confidentiality User 

Guide. 

 

NOTE: This material is based upon work supported by funding under an award with the U.S. Department of Housing and Urban Development.  The 

substance and findings of the work are dedicated to the public. Neither the United States Government, nor any of its employees, makes any 

warranty, express or implied, or assumes any legal liability or responsibility for the accuracy, completeness, or usefulness of any information, 

apparatus, product, or process disclosed, or represents that its use would not infringe privately-owned rights. Reference herein to any specific 

commercial product, process, or service by trade name, trademark, manufacturer, or otherwise does not necessarily constitute or imply its 

endorsement, recommendation, or favoring by the U.S. Government or any agency thereof. Opinions expressed in this document are those of the 

authors and do not necessarily reflect the official position of, or a position that is endorsed by, HUD or by any HUD program. 

 

  

https://files.hudexchange.info/resources/documents/HOPWA-Confidentiality-User-Guide.pdf
https://files.hudexchange.info/resources/documents/HOPWA-Confidentiality-User-Guide.pdf


SAMPLE Carbon Monoxide (CO) Detection Requirements Checklist 

This sample checklist is based on the applicable standards provided by chapter 9 and chapter 11 of the 2018 
International Fire Code (IFC). State or local law that imposes more stringent standards related to the 
installation and maintenance of carbon monoxide alarms or detectors in housing must be followed. 

 

Section 1: In this section, enter the date, unit address, and name and title of the person completing the 
inspection or self-certification.  

Date: _____________ Unit Address:  ___________________________________________________________ 

Check one: ☐ Program Inspection   ☐ Self-Certification  

Name of person completing the inspection: ______________________________________________________ 

Title of the person completing the inspection: ____________________________________________________ 
                                                                                       (Case manager, program staff, property manager, landlord, tenant, etc.) 

Definitions:  

 Fuel-burning appliance or fireplace - Any appliance or fireplace that burns combustible fuel.  Examples 
include, but are not limited to, fireplaces, cooking stoves, heaters, furnaces, boilers, hot water heaters, 
clothes dryers, or refrigeration units that burn natural gas/propane, wood/pellets, or petroleum-based 
fuels such as diesel, kerosene, or oil. 

 

 Dwelling Unit – A unit that provides complete, independent living facilities for one or more persons, 

including permanent provisions for living, sleeping, eating, cooking, and sanitation.  A dwelling unit can 
be a single-family home, a multi-unit apartment building, or an efficiency (zero-bedroom). 

 

 Sleeping Unit – A unit that provides rooms or spaces for one or more persons, includes permanent 
provisions for sleeping, and can include provisions for living, eating, and either sanitation or kitchen 
facilities but not both. Such rooms and spaces that are also part of a dwelling unit are not sleeping 
units.  A sleeping unit can be a single room occupancy (SRO) or hotel/motel room. 

 

 Private Garage – An enclosed or partially enclosed structure for the storage of one or more vehicles, in 
which structure no business or service is conducted for profit or otherwise. 
 

 Communicating opening – An opening through which CO gas can enter the unit. Examples include, but 
are not limited to, doors, windows, vents, hallways, stairways, pass-throughs, etc. 

 

 Open-ended Corridor - An interior corridor that is open on each end and connects to an exterior 
stairway or ramp at each end with no intervening doors or separation from the corridor.  

 

 CO Alarm - A self-contained, single or multiple-station alarm intended to detect carbon monoxide gas 
and alert occupants by a distinct audible signal. It incorporates a sensor, control components, and an 
alarm notification appliance in a single unit.  A CO alarm may be hard-wired, plugged into an electrical 
outlet, or battery-operated. A combination smoke/CO alarm is acceptable in place of a CO alarm. 

 

 CO Detector - A device with an integral sensor to detect carbon monoxide gas and transmits an alarm 
signal to a connected alarm control unit.  It is usually part of a larger, central detection and alarm 
system that is monitored by a central control unit and is most commonly seen in larger multi-unit 
occupancies. 

 

https://codes.iccsafe.org/content/IFC2018/chapter-9-fire-protection-and-life-safety-systems
https://codes.iccsafe.org/content/IFC2018/chapter-11-construction-requirements-for-existing-buildings


Section 2: Conditions for CO detection requirements. Complete this section as it pertains to the conditions 
present in the dwelling or sleeping unit.  
 
To correctly answer the questions below and ensure compliance with CO detection requirements, present and 

properly installed CO detection is defined as follows: 

 CO detection (either alarm or detector) is present in the immediate vicinity of all bedrooms/sleeping 

units if the fuel-burning appliance is outside of the bedroom/sleeping unit and its attached bathroom. 

Note: Immediate vicinity is not defined in Chapter 9/11 of the 2018 International Fire Code. Grantees 

must define "immediate vicinity" and utilize the definition consistently throughout their service area. A 

common interpretation of immediate vicinity is within 10 feet. Whatever definition the grantee adopts 

must be consistent with any State or local requirements. 

 CO detection (either alarm or detector) is present in sleeping units and bedrooms where a fuel-burning 

appliance or fireplace is located within the sleeping unit/bedroom or its attached bathroom.  

 All required CO alarms and/or combination smoke/CO alarms have been tested and appear to be 

functioning properly.   

 All required CO alarms are listed in accordance with UL 2034 and required combination smoke/CO 

alarms must be listed in accordance with UL 2034 and UL 217. 

 All required CO alarms and/or combination smoke/CO alarms are hard-wired with a battery backup for 

power outages UNLESS the unit is in a building without commercial power and a battery-powered CO 

alarm or combination smoke/CO alarm is an acceptable alternative. 

 If a CO detector is present to satisfy detection requirements, it must be properly located, signal to a 

central control unit, ring an alarm to an approved location, and appears to be part of a properly 

functioning system. 

  



Column 1 Column 2 

Check boxes as 
directed based on your 
answers to questions 
in Column 2. 

Answer each question regarding the various conditions that may be present in 
the unit and follow guidance to complete Column 1 for each question. Definitions 
are provided in Section 1 and the description of properly installed CO detection is 
listed above to assist with answering the questions and ensuring the 
requirements are met.  

Question 1: 

☐  Requirement met.  

☐  Action needed to 
meet requirement. 

☐  Not Applicable. 
 
Type(s) of detection 
present: 

☐  CO Alarm   

☐  CO Detector  

☐  Combination 
CO/Smoke Alarm   

☐  None   

1a. Is there a fuel-burning appliance or fireplace located within the 
dwelling/sleeping unit? 

 

☐  Yes - CO detection is required in the unit: no exception. Proceed to 

Question 1b.  

☐  No - This condition does not apply. Check “Not Applicable” in Column 1 

and go to Question 2. 
 

1b. Is properly installed CO detection present in the unit as defined above? 
   

☐  Yes - CO detection is present in the unit and meets the requirements for 

this condition. Check “Requirement met” and select the type of detection 
present in Column 1 and then proceed to Question 2.  

☐  No – CO detection is not present and/or it does not meet the 

requirements. Check “Action needed to meet requirement” and select the 
type of detection present in Column 1 and then proceed to Question 2. 

 

Question 2: 

☐  Requirement met.  

☐  Action needed to 
meet requirement. 

☐  Not Applicable. 

 
 
Type(s) of detection 
present: 

☐  Alarm   

☐  Detector 

☐  Combination 
CO/Smoke Alarm     

☐  None   

2a. Is the dwelling/sleeping unit served by a fuel-burning, forced-air furnace? 
 

☐ Yes – CO detection is required in the unit unless an exception applies. 
Proceed to Question 2b. 

☐ No - This condition does not apply. Check “Not Applicable” in Column 1 

and go to Question 3. 
 
2b: Is properly installed CO detection present in the unit as defined above? 

☐ Yes - CO detection is present in the unit and meets the requirements for 

this condition. Check “Requirement met” and select the type of detection 
present in Column 1 and then proceed to Question 3.  

☐ No, BUT the first room or area served by each main heating duct leading to 

the unit has a CO detector. Check “Requirement met” and select the type 
of detection present in Column 1 and then proceed to Question 3. 

☐ No – CO detection is not present or installed in the approved location(s).  

Check “Action needed to meet requirement” and select the type of 
detection present in Column 1 and then proceed to Question 3. 

 

Question 3: 

☐  Requirement met.  

☐  Action needed to 
meet requirement. 

☐  Not Applicable. 
 

3a. Is the dwelling/sleeping unit located in a building that contains a fuel-burning 
appliance or fireplace that is located outside of the unit? 

 

☐ Yes – CO Detection is required in the unit unless an exception applies. 

Proceed to Question 3b.  



Type(s) of detection 
present: 

☐  Alarm   

☐  Detector  

☐  Combination 
CO/Smoke Alarm   

☐  None   

☐ No - This condition does not apply. Check “Not Applicable” in Column 1 

and go to Question 4. 
 

3b: Are there any communicating openings between the fuel-burning appliance or 
fireplace and the unit? 

 

☐ Yes - CO Detection is required in the unit unless an exception applies. 

Proceed to Question 3c. 

☐ No - This condition does not apply. Check “Not Applicable” in Column 1 

and go to Question 4. 
 

3c: Is properly installed CO detection present in the unit as defined above? 
 

☐ Yes - CO detection is present in the unit and meets the requirements for 

this condition. Check “Requirement met” and select the type of detection 
present in Column 1 and then proceed to Question 4.  

 

☐ No, BUT there is a CO detector installed in an approved location between 

the fuel-burning appliance or fireplace (10 feet from the dwelling/sleeping 
unit) and the dwelling/sleeping unit OR on the ceiling of the room that 
contains the fuel-burning appliance or fireplace.  Check “Requirement 
met” and select the type of detection present in Column 1 and then 
proceed to Question 4. 

   

☐ No - CO detection is not present or installed in the approved location(s).  

Check “Action needed to meet requirement” and select the type of 
detection present in Column 1 and then proceed to Question 4. 

 

Question 4: 

☐  Requirement met.  

☐  Action needed to 
meet requirement. 

☐  Not Applicable. 
 
Type(s) of detection 
present: 

☐  Alarm   

☐  Detector   

☐  Combination 
CO/Smoke Alarm   

☐  None   
 

4a. Is the dwelling or sleeping unit located in a building that contains or is 
attached to a private garage? 
 

☐ Yes - CO detection is required in the unit unless an exception applies. 

Proceed to question 4b. 

☐ No - This condition does not apply. Check “Not Applicable” in Column 1 
and proceed to Question 5. 

 
4b: Is the unit located within 1 story directly above or below the garage? 

 

☐ Yes - CO detection is required in the unit. Proceed to question 4c.  

☐ No - This condition does not apply. Check “Not Applicable” in Column 1 and 
proceed to Question 4c.  

 
4c: Is properly installed CO detection present in the unit as defined above? 
   

☐  Yes - CO detection is present in the unit and meets the requirements for 

this condition. Check “Requirement met” and select the type of detection 
present in Column 1 and then proceed to Question 5.  



☐  No – CO detection is not present and/or it does not meet the 

requirements. Check “Action needed to meet requirement” and select the 
type of detection present in Column 1 and then proceed to Question 5. 

 

Question 5: 

☐  Requirement met.  

☐  Action needed to 
meet requirement. 

☐  Not Applicable. 
 
Type(s) of detection 
present: 

☐  Alarm   

☐  Detector   

☐  Combination 
CO/Smoke Alarm   

☐  None 

5: Are there any communicating openings between the garage and the unit? 
 

☐ Yes - CO detection is required in the unit unless an exception applies. 

Proceed to Question 5a. 

☐ No- This condition does not apply. Check “Not Applicable” in Column 1. 
 

5a: Is properly installed CO detection present in the unit as defined above? 
 

☐ Yes –CO detection is present in the unit and meets the requirements for 
this condition. Check “Requirement met” and select the type of detection 
present in Column 1.  

 

☐ No, BUT a CO detector is installed in the approved location between the 

garage and the unit. Check “Requirement met” and select the type of 
detection present in Column 1.  

 

☐ No, BUT the garage is connected to the unit via an open-ended corridor. 
Check “Requirement met” and select the type of detection present in 
Column 1.  

 

☐ No – CO detection is not present or installed in the approved location(s).  

Check “Action needed to meet requirement” and select the type of 
detection present in Column 1. 

 

Section 3: Final Determination. Based on the answers in the above Sections, select whether the unit meets CO 

detection requirements.  

Based on the inspection of the unit for CO detection requirements and responses to the 
questions on this checklist, does the unit meet CO detection requirements?  
 

☐ Yes – This unit meets CO detection requirements/ is exempt from CO detection 

requirements. This box should only be checked if ALL questions in Column 1 are 
marked “Requirement met” and/or “Not Applicable”.  

 

☐ No – This unit does not meet CO detection requirements. Assistance cannot be 
provided until CO detection requirements are met. This box should be checked if 
any of the questions in Column 1 are marked “Action needed to meet requirement”. 

 
 

 
NOTES, including actions needed to meet CO detection requirements if applicable:  
 
 



 
 

 
Signature of person completing this form: 
Date: 
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