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Housing is Hea lth 

Ryann Quick, MPH
Health & Social Services Manager

Support Services for 
Individua ls & Fa milies 
in Sa nta  Cruz County





Through the Fms qgl e � Qs nnmpr� Npme p_k , we a ssist individua ls a nd fa milies who 

a re experiencing homelessness or a t risk of becoming homeless.

The Fms qgl e � Qs nnmpr� Ammpbgl _rmp a dvoca tes for ea ch client�s housing needs, 

working to reduce ba rriers a nd promote long-term sta bility.

Our services include:

• Inta ke & Assessment

• Ca se Ma na gement

• Fina ncia l Assista nce

• Connection to Community Resources

What We Do



FSB“q� Bc dgl grgml � md� Fmk c jc qql c qq�
Individual or family who lacks a fixed, regular, and adequate nighttime 

residence, mea ning:

• Living in a  priva te  or public pla ce not mea nt for huma n ha bita tion 

(ex: on the street, pa rks, ca r, a ba ndoned building, bus sta tion, 

ca mping grounds)

•  Living in a  publicly or priva tely opera ted shelter designa ted to 

provide tempora ry living a rra ngements

Fmk c jc qql c qq� gl � ms p� Amk k s l grw

• “Doubling-up” or sta ying with friends or fa mily

• Living in “inha bita ble  homes” (ba d condition, no utilities)

• Sta ying in hotels

• Crossing the border to Mexico

Fmk c jc qql c qq� gl � Q_ l r_ � Aps x� Ams l rw� gq� l mr� _ ju _wq� _q� t gqg̀ jc � rm� rf c �
c wc *� gr� mdrc l � jmmi q� jgi c 8�



• Access to Healthcare:  Without a stable address, individuals may have a harder time obtaining 
insurance, getting appointments, transportation issues, etc. 

• Physical Health:  Individuals living on the streets or uninhabitable spaces may have increased 
exposure to violence, diseases, and infections. Those with health conditions existing prior to 
homelessness may have more trouble managing their illness. 

• Mental Health:  Those experiencing homelessness or unstable housing have higher rates of 
depression, anxiety, PTSD, substance use, etc.

• Nutrition & Hygiene:  Irregular or inadequate meals, limited access to restrooms or showers can be 
contributing factors to health issues. 

Housing & Health 
Fms qgl e � gq� _ � d_armp� gl djs c l agl e � f c _ jrf ,� Gr� bgpc arjw� gk n_arq8



Children

• 2x more likely to have chronic conditions (asthma, anemia)

• Higher rates of developmental delays and behavior issues

• Increased emotional stressors, anxiety, and depression

Women

• Greater risk of DV, sexual assault, and reproductive health issues

• Higher rates of depression, PTSD, and substance use

• Pregnant women face more preterm births and low birthweight babies

Men

• Mortality rates up to 10x higher than housed men

• Frequent issues: chronic illness, substance use, untreated mental healt

Fms qgl e � Gl qr_` gjgrw� _ l b � rf c
Gk n_arq� ml � Fc _ jrf



• L_t ge _rgl e � Amk k s l grw� Pc qms pac q8 Connect clients to housing, 
employment, benefits, a nd socia l services

• L_t ge _rgl e � rf c � Fc _ jrf � Ac l rc p8 Help clients a ccess medica l, 
beha viora l hea lth, denta l, a nd other interna l services.

• ? b t ma_rgl e � dmp� Ajgc l rq8 Lia ison between clients, la ndlords, a nd 
a gencies

• ? qqgqrgl e � u grf � Dgl _ l ag_ j� @_ppgc pq8 Offer renta l, deposit, utility 
support, a nd budgeting guida nce 

• Mddc pgl e � Qs nnmpr8� Provide ca se ma na gement, empa thy, a nd 
encoura gement throughout the  housing journey

Supporting Patients with Housing Barriers 

? � ”f ms qgl e � qnc ag_ jgqr‘ � a_ l � f c jn � n_ rgc l rq� u grf 8�



• Wa rm ha nd-offs

• Follow-ups

• Ca ses closed

• Letting them know you a re  still there  if needed

After Goals Are Met:

• Accompa nying client to a ppointments

• Assisting in filling out a pplica tions 

• Tra nsporta tion

• Referra ls to other depa rtments/ a gencies

• Advoca cy

• Ma king them feel hea rd, seen, a nd sa fe  during this difficult time

Active Case Management

Gl grg_ j� Gl r_ i c
• Assessing the situa tion - immedia te  needs 

• Emergency shelter if necessa ry

• Connecting to a ppropria te  resources

• Entering into Homelessness Ma na gement Informa tion System 

U f _r� bmc q� ms p�
a_qc � k _ l _e c k c l r�

jmmi � jgi c =



Dgl _ l ag_ j� ? qqgqr_ l ac

• Rent
• Deposit
• Mortgage

Pc l r_ j� ? qqgqr_ l ac

• Electricity
• Gas
• Water

Srgjgrgc q

• Bus/plane tickets
• Mattresses 
• Emergency household items 

Mrf c p�

When funds are available , they are used for homelessness diversion for individuals & families.

• Applica tion process
• Applica nts must ha ve income a nd pla n for susta ina bility 
• Only a va ila ble  once in a  12-month period 
• If a pplica nts do not qua lify or if there  a re  no funds, we will refer to other resources in the community



• Prima ry Ca re/  Pedia trics

• OBGYN

• Beha viora l Hea lth

• Denta l

• Community Hea lth Services 

⚬  Domestic Violence Progra m

⚬  Ma terna l Child Hea lth Progra m

⚬  Integra ted Services 

In-Clinic:

Pc qms pac q

• Crossroa ds Mission Shelter

• Noga les Housing Authority

• Depa rtment of Economic Security

• HOPE Inc.

• Arizona  @ Work

• Noga les Community Food Ba nk

• McKinney Vento 

• SouthEa stern Arizona  Community 

Action Progra m (SEACAP) 

Amk k s l grw� Pc qms pac q



K _pg_ � _ l b � f c p� 2 � a f gjbpc l � u c pc � qs bbc l jw� c t garc b � dpmk � rf c gp� f mk c *� f _b � l m� gl amk c � _ l b �

l mu f c pc � rm� e m,� Rf c w� u c pc � qr_wgl e � gl � _ l � s l f _ ` gr_` jc � qn_ac *� K _pg_ � a_k c � rm� ms p� mddgac �

jmmi gl e � dmp� f c jn ,� U c 8

• Provided a  space hea ter, a ir ma ttresses, and groceries immedia tely a fter a ssessment

• Connected Maria  to Arizona  @ Work employment services

• Provided transporta tion to job interviews 

• Helped her apply for income based housing a t the  Noga les Housing Authority

• Connected her to the  McKinney Vento Lia ison, her kids were enrolled in school and 

provided clothes & school supplies

• Helped her apply a t DES for SNAP and AHCCCS 

• Scheduled medica l appointments, kids received vaccina tions and eyegla sses

• Provided renta l deposit a ssistance

Scenario



• Partner with your regional 
Continuum of Care (CoCs)

• Form or join multi-sector 
groups (health, housing, law 
enforcement, schools, faith 
orgs)

• Reevaluate your referral 
systems and resources

Amjj_` mp_rc � u grf � Jma_j�
Am_jgrgml q

• Use brief, va lida ted tools 
(PRAPARE)

• Embed screening into clinica l 
visits, ca se  ma na gement, or 
inta ke

• Norma lize  the conversa tion: 
∂Do you ha ve a  sa fe  a nd 
sta ble  pla ce to sleep tonight?∑

Integrate Housing 
Screening into Services

• Tra in CHWs to identify housing 
insta bility

• Empower CHWs to ma ke 
wa rm referra ls to housing 
progra ms or emergency 
shelter

• Use CHWs to build trust in 
communities 

Jc t c p_e c � Amk k s l grw�
Fc _ jrf � U mpi c pq� &AFU q'

Strategies for Rural Housing Support



Case Conferencing
• Collaborate across agencies to coordinate care and 

identify solutions for individuals and families 
experiencing homelessness.

Coordinated Entry
• Ensure equal access to housing and services through 

a shared referral system.
Point-in-Time (PIT) Count

• Lead the annual count to identify the number and 
needs of people experiencing homelessness in our 
community.

Shared Initiatives
• Work together on strategic projects that address 

housing gaps, prevention, and system improvements.
Awareness & Advocacy

• Host community events, educational campaigns, and 
activities to reduce stigma and increase support for 
local efforts.

Jma_j� Am_jgrgml � rm�
Cl b � Fmk c jc qql c qq



Thank you!
Conta ct Informa tion:

rquick@mariposachc.net
Office: (520) 375-6050
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