The Chelyan Circle of Care Center

                                                  Residential Application
Please complete this form as complete as possible.  We hold your information in the strictest of confidence within legal limits. There are no right or wrong answers and nothing on this form will eliminate you from being considered for our program. Please be as honest as possible in order for us to successfully help you.  Please do not hesitate to ask if you need assistance with any portion of this form.

Today’s Date: ______________ Birth Date: _____________ S.S. #: _______________________
Name: _____________________________ Age: _______ Gender:  M   F   Race/Ethnicity _____________
Mailing Address: _______________________________________________________________________
Street Address: (if different) ______________________________________________________________
County: ________________ City: _________________________ State: _______ Zip: ________________
Do you live in a { } House { } Apartment { } Mobile Home { } Other ________________________________
Phone: Home _________________ Work ___________________ Cell ____________________________
 What is the best number to leave a message and contact you? __________________________ May we leave a Voicemail or Text Message on this number? (Please Circle) Voicemail Message?   Yes    No    Text Message    Yes    No
Emergency Notification: _________________ Phone: ____________ Relationship: __________________
Presenting Problem (What is your main reason for applying to our program?) _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Referral Source:  (Court, PO, Hospital, Detox, Friend etc.)  ______________________________________
_____________________________________________________________________________________

CRIMINAL/LEGAL HISTORY 
Are you on Parole or Probation?  {   } Yes    {    } No    If yes, which one and who is your PO? ____________________________________________________________________________________
Have you violated your parole? {   }  Yes     {   }  No
If Yes, when and in what manner did you violate?  ___________________________________________
Are you on the sex offender registry?         (   )  YES           (   )  NO
If yes, please list the date of the offense, your relationship to the victim, ages of both yourself and the victim when it occurred, the actual charge and amount of time spent incarcerated for this offense. If more than one offense or sex charge, please list the same information for each offense.
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Please list all criminal charges with details and the dates that they happened:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Do you have any pending charges?  {  }  Yes    {  } No   If yes, what are they and in what county?
_____________________________________________________________________________________

If incarcerated, have you had behavioral issues/write-ups?  {  }  Yes    {  }  No        If yes, when and what for?   Please list ALL: __________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________

If incarcerated have you participated in or completed RSAT or RDAP programs?  {  }  Yes    {  }  No
Have you ever been in a substance use treatment program or sober living housing? {  }  Yes   {  } No  
If yes, when and where? __________________________________________________________________________________
Did you complete the program? {  }  Yes   {  }  No   If no, why?  ________________________________
Have you ever left (absconded) or been removed from any programs or sober living?  {  }  Yes   {  } No
If yes, when and why? _________________________________________________________________
___________________________________________________________________________________

What is your sobriety date? _____________________________________________________________
Are you able to pass an instant screen upon acceptance? (REQUIRED)      (   ) YES          (   )  NO
SUBSTANCE USE HISTORY
Do you use alcohol?  {  }Yes   {  }No  If yes, how frequent? ______________________________________
How much each time? ______________________________
Type of use:  {  }Social  {  }Recreational  {  }Abusive  {  }Problematic  {  }Addicted
If you do not currently use alcohol have you in the past?  {  }Yes  {  }No   If yes, how frequently? _____________________________________________________________________________________
How much each time? ______________________________
Type of use   {  }Social  {  }Recreational    {  }Abusive   {  }Problematic   {  }Addicted

Do you currently or have in the past used street drugs or abused prescription drugs?  {  }Yes   {  }No
Details: ______________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________

MEDICAL HISTORY
Primary care physician: _____________________________________
Address: _________________________________________________
Are you under the care of a psychiatrist?  {  }Yes  {  }No  If so, whom: _____________________________







IMPORTANT! Please check any health conditions that may apply.  

	PAST OR CURRENT MEDICAL HISTORY/STATUS



	 {  } Diabetes
	 {   } High Blood Pressure
	{   } Lung Disease
	{   } Venereal Disease

	 {   } Asthma
	 {   } Low Blood Pressure
	{   } Cancer
	{   } Kidney Disease

	 {   } Arthritis
	 {   } Heart Disease
	{   } Jaundice
	{   } Head Injuries

	 {   } Thyroid Disease
	 {   } Pneumonia
	{   } Hepatitis
	{   } Injuries (other)

	 {   } Anemia
	 {   } Tuberculosis
	{   } Cirrhosis
	{   } Muscular Disorder

	 {   } Ulcer
	 {   } Colitis
	{   } Bone Disorder
	{   } Obesity

	 {   }  Nerve Disorder
	 {   } Seizures
	{   } HIV
	

	 {   } Other:
	 (   ) COVID
	(   ) Flu
	



If OTHER please explain: _________________________________________________________________
DO you use any type of medical device?  Such as wheelchair, oxygen, heart vests?  Please list below:
____________________________________________________________________________________
____________________________________________________________________________________
HOSPITALIZATIONS (PHYSICAL OR MENTAL)
Hospital                                           Dates                                  Reason                                        Doctor_________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________









Are you on Medication Assisted Therapy? (Suboxone, Sublocade, Vivitrol etc)?  (   )   YES       (   )   NO
If yes which one?       ___________________________________________________________________                                                              

                                                                             MEDICATIONS
Name of Medication:                                                Mg.               Used for:                            How often?______

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________




DISCHARGE/RELEASE DATE & TIME: _______________________________________________________________
IS TRANSPORTATION NEEDED UPON DISCHARGE? ____________________________________________

Signature of Applicant                                                                                      Date

