
Date ________________




Medical Record # _____________

Name ________________________________________________________________



Last


First


Middle


Maiden

Current Address ________________________________________________________




Street


City

   State

            Zip Code 


Home Phone Number: _______________   Cell Phone Number: __________________

County of Residence: ___________________

Date of Birth: _______________ 
Race: ___________ 

Social Security #: _____________________  

Marital Status:  Married___ Single ___ Divorced___ Separated____ Widow/er ___

Insurance: None ____ Medicaid ____ Medicare ____ Private Insurance ________

Emergency Contact:  

Name ____________________________       Relationship to Contact: 

Address ___________________________     _________________________________

Phone # ___________________________ 

Goals:

How did you learn about this program? _____________________________________ 

_____________________________________________________________________ 

What type of help are you looking for? _____________________________________ 

How do you feel this recovery house will help you? ____________________________ 

______________________________________________________________________ 

Have you ever been a resident of ARC for Men?   Yes ____No____

If yes, why do you think this time will be different? ____________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

Employment:

	As a resident of ARC Men, you are expected to become employed or currently receiving disability benefits.  If you are in the application process for disability benefits you will not be considered eligible for admission.


What is your current monthly income?  $ _______________ 



 

Are you employed?  Yes ___ No ___ If yes, where? ______________________________     

Drug Use:

Are you using tobacco products?  Yes ___ No ___ If yes, how much? ________________ 

Are you drinking alcoholic beverages?  Yes ___ No ___   

If yes, what do you drink, how often do you drink and what amount? _______________ ________________________________________________________________________ Are you using drugs?  Yes ___ No ___How often do you use drugs? _________________ 

List drugs you frequently use and amount: ____________________________________________________________________________________________________________________________________________

Do you want to stop drinking alcohol and/or using addictive drugs?  Yes ___ No ____

Previous Treatment:

Have you ever been to a treatment facility for alcoholism and/or drug addiction?

Yes ___ No ___  

If yes, please list the facilities and dates you have been to (examples: Recovery Innovations, ARC Men, ADATC, Holly Hill Hospital, Central Regional Hospital, Freedom House, Oxford House for Men, Coastal Plains, The Healing Place, Lake Area Recovery House, etc.) ________________________________________________________________________ 

________________________________________________________________________________________________________________________________________________  

Medical: 

Do you have a Primary Care Physician?  Yes ___ No ___

If yes, please list name and phone number: __________________________________ 

Do you have a Psychiatrist?  Yes ____ No ____

If yes, please list name and phone number: __________________________________ 

Please list drugs and reason for taking the prescribed drugs. ___________________ 

_____________________________________________________________________ 

_____________________________________________________________________

	The Addiction Recovery Center for Men is a transitional housing facility for those who are attempting to recover from the use/abuse of alcohol and other drugs.  Other drugs include both legal and illegal drugs, prescribed and un-prescribed.  This facility does not have the capacity to serve as pain management centers and will not allow the use of narcotic pain medications (such as: Percocet/Percodan, Loracet/Loratab, OxyContin, etc.) or anti-anxiety medications (such as: Valium, Xanax, Klonopin, Ativan, etc.).  Therefore, anyone taking such medications is not appropriate for admission to this transitional housing facility unless they are engaged and participating in services with a local Outpatient Opioid Treatment Program (OTP).  If you are prescribed any of these prohibited medications and not receiving OTP services, referral to a more appropriate service should be initiated.


Do you have any allergies?  Yes ____ No ____

If yes, what are you allergic to?  _________________________________________ 

____________________________________________________________________

Do you have any physical limitations?  If so, please list: _______________________ 

____________________________________________________________________

Community Services:

Are you presently using any other Services in the Community?  

If yes, please name Provider agency:

Substance Abuse: _____________________________________________  

Mental Health/Case Management/Therapy: _________________________________

Department of Social Services: ___________________________ County

Probation Officer’s name: _______________________________ County

TASC worker’s name: __________________________________ County

Vocational Rehabilitation: _______________________________ County

Social Security: ________________________________________

Legal:

Are you a registered sex offender?  Yes ____ No _____ 

Have you ever been convicted of a crime, other than a minor traffic violation?  

Yes ___ No ___

If yes, what were you convicted of and when? _________________________________ 

______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

Financial:

All residents are required to pay rent.  The rental is 50% of weekly gross income, not to exceed $85.00 per week.  If receiving disability benefits or retirement benefits the fee will be $340.00 per month which is to be paid at the beginning of the month.  Verification of income in the form of pay stubs, unemployment, disability or tax statements, or other such documentation will be required. If unemployed a job search will begin soon after admission to the program and a referral will be made to Vocational Rehabilitation. 


My signature on this application indicates that I have answered all the questions to the best of my ability and that all the information is true and correct to the best of my knowledge.

_______________________________


___________________


Applicant’s Signature
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