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’s House

520 Guilford Avenue

Greensboro, NC  27401

336.275.0820


APPLICATION FOR ADMISSION

IDENTIFYING DATA

Name:  ______________________________________________________________________________________________


(LAST)




(FIRST)




(MIDDLE)

Other Names Used:  ____________________________________________________________________________________

Age:  _____  DOB:  ________________  SSN:  _____________________  Ethnicity:  _________________ 



          MM/DD/YY

Referral Information (Select all that apply):   FORMCHECKBOX 
Friend   FORMCHECKBOX 
Relative   FORMCHECKBOX 
Caseworker   FORMCHECKBOX 
Counselor   FORMCHECKBOX 
Treatment Center   FORMCHECKBOX 
Shelter   FORMCHECKBOX 
Prior Applicant

Name of referring individual:  _____________________________  Relationship to you:  __________________________  Phone No.  _________________
PERSONAL DATA

Marital Status:   FORMCHECKBOX 
Single   FORMCHECKBOX 
Married   FORMCHECKBOX 
Separated   FORMCHECKBOX 
Divorced   FORMCHECKBOX 
Widowed   FORMCHECKBOX 
Living as married

If married, husband’s name:  ______________________________________  

Address:  ______________________________________  City:  __________________________  State:  __________________  Zip Code:  ______________

Do you rent/own the above residence?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  Currently homeless?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  Being evicted?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  Date of eviction:  _____________

Home Phone:  ___________________________  Cell Phone:  ___________________________  Other number where:  ______________________________

                                                                                                                                                             we can reach you

CHILDREN:

1.  Name:  ______________________________________ Age:  _____________  DOB:  _________________________          FORMCHECKBOX 
Male           FORMCHECKBOX 
Female










MM/DD/YY


Legal Custody   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  Current living with  FORMCHECKBOX 
 You   FORMCHECKBOX 
Father   FORMCHECKBOX 
 Grandparent(s)   FORMCHECKBOX 
Other relative(s)   FORMCHECKBOX 
Foster parent(s) 

2. Name:  ______________________________________ Age:  _____________  DOB:  _________________________          FORMCHECKBOX 
Male           FORMCHECKBOX 
Female










MM/DD/YY


Legal Custody   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  Current living with  FORMCHECKBOX 
 You   FORMCHECKBOX 
Father   FORMCHECKBOX 
 Grandparent(s)   FORMCHECKBOX 
Other relative(s)   FORMCHECKBOX 
Foster parent(s) 

3. Name:  ______________________________________ Age:  _____________  DOB:  _________________________          FORMCHECKBOX 
Male           FORMCHECKBOX 
Female










MM/DD/YY


Legal Custody   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  Current living with  FORMCHECKBOX 
 You   FORMCHECKBOX 
Father   FORMCHECKBOX 
 Grandparent(s)   FORMCHECKBOX 
Other relative(s)   FORMCHECKBOX 
Foster parent(s) 

Use additional sheets if necessary.

Do any of your children have special needs?  ________________________________________________________________________________________

EDUCATION:

What is your total number of years of education completed?  ___________  High school diploma/GED?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you have a history of learning problems (ADD/AD/HD or special education)?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

EMPLOYMENT:

Most recent job:  ______________________________________________  

Type of job:  _____________________________________

Are you interested in additional education or job training?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, list the type.  _________________________________________________

List your career goals:  __________________________________________________________________________________________________________
SUBSTANCE ABUSE HISTORY

	SUBSTANCE
	AGE AT FIRST USE
	AGE WHEN REGULAR USE BEGAN
	# OF TIMES USED PER WEEK
	AMOUNT USED EACH TIME (If no use in past year, describe period of heaviest use)
	USUAL WAY USED (Oral, Smoking, Inhalation, Injection)
	DATE OF LAST USE
	# OF TIMES USED IN PAST 30 DAYS

	Alcohol (Beer, Wine, Hard Liquor)
	
	
	
	
	
	
	

	Nicotine (Cigarettes, Cigars, Chewing tobacco, Snuff)
	
	
	
	
	
	
	

	Marijuana
	
	
	
	
	
	
	

	Cocaine/Crack
	
	
	
	
	
	
	

	Caffeine (coffee, soft drinks, No-Doze, Red Bull)
	
	
	
	
	
	
	

	Amphetamines (Meth, Ecstasy, speed)
	
	
	
	
	
	
	

	Sedative-Hypnotic/Anxiolytic Benzodiazepines (Xanax, Valium) Tranqulizers, Quaaludes
	
	
	
	
	
	
	

	Heroin
	
	
	
	
	
	
	

	Opioids (Vicodin, Percocet, Codeine, Oxycontin, Demerol, Methadone
	
	
	
	
	
	
	

	Barbiturates (Nembutal, Seconal, Phenobarbital)
	
	
	
	
	
	
	

	Inhalants (Paint, glue, gasoline, aerosols)
	
	
	
	
	
	
	

	Hallucinogens (LSD,  PCP, Psilocybin/Shrooms Mescaline/Peyote)
	
	
	
	
	
	
	

	OTHERS
	
	
	
	
	
	
	

	PATTERN OF USE FOR ALCOHOL   FORMCHECKBOX 
Daily   FORMCHECKBOX 
Periodic   FORMCHECKBOX 
Weekends   FORMCHECKBOX 
Binges   FORMCHECKBOX 
Alone   FORMCHECKBOX 
With others   FORMCHECKBOX 
Other:  __________________________

	PATTERN OF USE FOR OTHER DRUGS   FORMCHECKBOX 
Daily   FORMCHECKBOX 
Periodic   FORMCHECKBOX 
Weekends   FORMCHECKBOX 
Binges   FORMCHECKBOX 
Alone   FORMCHECKBOX 
With others   FORMCHECKBOX 
Other:_______________________


Problems with use (Check all that apply):   FORMCHECKBOX 
Need increasing amounts of alcohol or other drugs (tolerance)   FORMCHECKBOX 
Blackouts 
  FORMCHECKBOX 
Binges   FORMCHECKBOX 
Overdoses   FORMCHECKBOX 
Withdrawal   FORMCHECKBOX 
Legal   FORMCHECKBOX 
Work/School   FORMCHECKBOX 
Financial   FORMCHECKBOX 
Family/Marital/Relationships   FORMCHECKBOX 
Child 
Abuse/Neglect   FORMCHECKBOX 
Poor health   FORMCHECKBOX 
Failed attempts to stop or reduce use
What is the longest period of time that you have gone without using alcohol or other drugs? ______________________

If you are not using drugs now, how long have you been sober?  ____________________

Have you ever been to an AA or NA meeting?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Are you attending AA or NA now?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

What brings you into treatment at this time? _______________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Have you ever sought prior help for your alcohol/drug problem?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, please list the treatment centers below with the most recent admission first.

	Name/Location of Program
	Dates of admission and discharge
	Type of facility (DUI, outpatient, residential)
	Did you complete the program?
	How long did you stay sober after you finished the program?

	
	
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	
	
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	
	
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	

	
	
	
	 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
	


HEALTH
How is your overall health now?   FORMCHECKBOX 
EXCELLENT    
  FORMCHECKBOX 
GOOD    
 FORMCHECKBOX 
FAIR    

 FORMCHECKBOX 
POOR

Do you have any chronic health problems?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, please specify:  ___________________________________________________________

Are you pregnant?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, when is your due date?  ______________________________________________

Are you currently having any physical problems?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, please specify:  ______________________________________________________

Are you currently under a doctor’s care?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, please indicate why:  _________________________________________________________

What prescription medications are you currently taking?  _______________________________________________________________________________

What over-the-counter-medications are you currently using or taking regularly? _____________________________________________________________

Are you allergic to any foods or medications?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, please specify what  _____________________________________________________

How many times have you been to the ER in the past year?  _________  Date of last visit:  _______________________ Reason:  _____________________

Most recent hospitalization:  Where  ____________________________  Date  ______________________________  Reason:  _______________________

Have you ever received help for a mental or emotional problem?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, when and where was the treatment?  _________________________

_____________________________________________________________________________________________________________________________

Do you or any of the children who will be living with you at Mary’s House have any health issues or specific health care needs?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, please 

explain  ______________________________________________________________________________________________________________________

LEGAL HISTORY
Have you ever been arrested?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, what were the charges (be specific)?

Year  ____________________________
Charge  _____________________________________________________

Year  ____________________________
Charge  _____________________________________________________
Year  ____________________________
Charge  _____________________________________________________
Year  ____________________________
Charge  _____________________________________________________
Have you ever been convicted of anything other than a minor traffic offense?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, please list all convictions.

Year  _________________  Charge  ____________________________________  Disposition (time in jail/prison, probation)_________________________

Year  _________________  Charge  ____________________________________  Disposition (time in jail/prison, probation)_________________________

Year  _________________  Charge  ____________________________________  Disposition (time in jail/prison, probation)_________________________

Year  _________________  Charge  ____________________________________  Disposition (time in jail/prison, probation)_________________________

Use additional sheets, if necessary.

Do you have any pending criminal charges?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No  If yes, please specify the charges:  __________________________________________________

_____________________________________________________________________________________________________________________________

Are you currently on probation or parole?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No       If yes, indicate which:   FORMCHECKBOX 
Probation   FORMCHECKBOX 
Parole  County _______________________________

How much time do you have left?  ________________  Please list probation/parole officer’s name and number:  __________________________________

_____________________________________________________________________________________________________________________________

If you have an attorney, please list the name and number:  ______________________________________________________________________________

OTHER INFORMATION

Do you think you have a problem with alcohol and/or other drugs?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, why?  _________________________________________________________________________________________________________

If no, why not?  _______________________________________________________________________________________________________

How severe do you think your problem is?  (Circle the number)  None    0    1    2    3    4    5    6    7    8    9    10    Very Severe
How do you rate your level of motivation for treatment at this time? (Circle the number)  None    0    1    2    3    4    5    6    7    8    9    10    Very Severe
Do you feel forced into treatment or object to receiving treatment at this time?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Are you seeking treatment to avoid a negative consequence or do you feel distressed about your alcohol/drug use? (Explain) _________________________

_____________________________________________________________________________________________________________________________

If treatment is recommended, will you be willing to participate and do the necessary work?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you intend to return to your home community after treatment?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

Do you have family and friends that you consider to be supportive of your recovery?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No  If yes, who?  _________________________________

____________________________________________________________________________________________________________________________

Is there additional information that you think is important to you application that we have not asked?  If yes, please include it below.

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

By my signature, I am certifying that all of the above information is true to the best of my knowledge and belief.  I have omitted nothing and have provided accurate answers to the questions asked.  I understand that Mary’s house will review my application, and I may be granted a face-to-face interview if I meet the basic qualifications in order to be considered for admission.  I also understand that the submission of this application does not guarantee me admission to the program.

Signature:  ____________________________________________________________
Date:  _____________________________________________
ATTACHMENT

Please use the space below to explain why you believe that living at Mary’s House would be important to your recovery.  
___________________________________________________________________________
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

