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Mailed         ________

In Office      ________

Referral       ________



	
	

	Last Name                                       First Name                                   Middle Name /Initial
	Intake Date

	
	
	

	SSN
	Date of Birth
	Place of Birth                   

	
	
	

	DOC #
	Name of Prison
	Tentative Release Date

	
	 FORMCHECKBOX 
   
 FORMCHECKBOX 
    

	Hispanic          FORMCHECKBOX 

Non Hispanic   FORMCHECKBOX 

Ethnicity
	 FORMCHECKBOX 
Asian              FORMCHECKBOX 
 African American

 FORMCHECKBOX 
White              FORMCHECKBOX 
 Native American

Racial Heritage (check all that apply)

	Contact  Number
	
	
	

	Verification of Homelessness

	This is to certify that I,                                                    am currently homeless due to the following condition(s):

	 FORMCHECKBOX 
  Living in places not meant for human habitation, such as cars, parks, sidewalks, or an abandoned building. 

	Explain

	

	

	 FORMCHECKBOX 
  Living in an emergency shelter (Name of shelter)

	

	 FORMCHECKBOX 
  Living in transitional or supportive housing  (Explain)

	

	

	 FORMCHECKBOX 
  Enrolled in any of the above places, but are staying a short time (up to 30 days) in a hospital or other institution.  Explain

	

	

	

	 FORMCHECKBOX 
  Being evicted within a week from a private dwelling unit with no subsequent residence identified AND lacking resources and support networks needed to obtain housing.  (Explain)

	

	

	

	 FORMCHECKBOX 
  Being discharged within a week from an institution in which I have been a resident for more than 30 consecutive days with no subsequent residence identified AND lacking the resources and support networks needed to obtain housing.  (Explain)

	

	

	

	

	Statement of previous living place (where)

	

	

	Documentation of Homelessness:

	

	

	

	Financial Assessment

	Income   FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No  If yes, list source(s) (earned and unearned) and amount(s) and frequency received:

	

	

	

	Monthly  Expenses (type and amount)
	Outstanding Debt(s)  (type and amount)

	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  Probation and Parole     $               /mo
	

	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No  Child Support                 $               /mo
	

	
	

	
	

	
	

	Family & Support Network

	
	

	1st Emergency Contact’s Name & Relationship
	2nd Emergency Contact’s Name & Relationship

	Address:
	Address:

	
	

	Phone:
	Cell:
	Phone:
	Cell:

	Your Marital Status
 FORMCHECKBOX 
  Never Married

 FORMCHECKBOX 
  Married
 FORMCHECKBOX 
  Divorced 

 FORMCHECKBOX 
  Separated
	
	List All Your Minor Children
	Age

	
	Spouse’s Name
	
	

	
	
	
	

	
	
	
	

	
	Spouse’s Address
	
	

	List Other Relatives (Parents, Adult Children, Siblings)                                         
	Location

	

	

	

	

	Your Description

	Height:
	Weight:
	Eye Color
	Hair Color

	Other Distinguishing Characteristics (explain)

	Educational Assessment

	Highest Level of Education Completed:  FORMCHECKBOX 
 9  FORMCHECKBOX 
 10   FORMCHECKBOX 
 11  FORMCHECKBOX 
 12       FORMCHECKBOX 
GED  College  FORMCHECKBOX 
 1  FORMCHECKBOX 
 2   FORMCHECKBOX 
 3   FORMCHECKBOX 
 4

	Degree Received   FORMCHECKBOX 
  No   FORMCHECKBOX 
 Yes
	Year Received
	Major:

	Vocational Training Received     FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	Field of Study :

	Vocational Training Completed    FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No
	Where?

	Currently in School/Training   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  (Explain)

	Employment Assessment

	List Your Job Skills:

	

	

	Past Employer:
	Past Employer:

	Address:
	Address:

	
	Phone:
	
	Phone:

	Current Employer:
	Date of Hire:

	Address:
	Supervisor:

	
	Telephone #

	Hours/Week:
	Hourly Rate: 
	Days Worked (schedule):

	Current Employer:
	Date of Hire:

	Address:
	Supervisor:

	
	Telephone #

	Hours/Week:
	Hourly Rate:
	Days Worked (schedule):

	 FORMCHECKBOX 
  Transportation Available:    FORMCHECKBOX 
 Walk/Bike     FORMCHECKBOX 
 Own Vehicle     FORMCHECKBOX 
  Public Bus     FORMCHECKBOX 
  Have a Ride

	 FORMCHECKBOX 
  No Transportation Available:    FORMCHECKBOX 
  Need Bus Pass   FORMCHECKBOX 
  Other (explain)

	Public Assistance

	Federal/State Employment Assistance Eligibility    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 

	Receive Public Assistance    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Type of Assistance:

	Recent Assistance Application   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Type of Assistance:

	Date of Application:
	Status:    FORMCHECKBOX 
 Approved    FORMCHECKBOX 
 Denied    FORMCHECKBOX 
 Pending

	Military Background

	Branch of Service
	Type of Discharge  FORMCHECKBOX 
 Honorable  FORMCHECKBOX 
 Dishonorable  FORMCHECKBOX 
 General

	U.S. Military Veteran   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	War Zone Year and Location:

	Legal Background

	U.S. Citizen    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Country of Birth:
	 Registered to Vote  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	Arrest/Conviction Record

	Current Warrant Issued  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Charge:
	Upcoming Court Date:

	Arrest Record Charge
	Date of Arrest
	Convicted? 
	Time Served?

(Dates)
	Location

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	
	
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	On Parole?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	End Date
	Probation?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	End Date

	PO’s Name
	Phone 
	Office Days

	Medical Assessment

	Health Insurance    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 
	Health Condition Compared to People Your Age

 FORMCHECKBOX 
 Excellent     FORMCHECKBOX 
 Good     FORMCHECKBOX 
  Average    FORMCHECKBOX 
  Fair     FORMCHECKBOX 
 Poor

	Disabled?               FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	

	Explain Disability or Medical Problems:

	

	Primary Physician: 
	Hospital

	Address
	Address:

	Telephone #:
	Telephone: 

	Current Medication(s) :
	Dosage
	Prescribing Physician
	Pharmacy

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	

	Medication Allergies?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Name Medication(s)

	

	Mental Health Assessment

	Have you ever received Mental Health Treatment?                     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	Before Age 18?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	After Age 18?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Have you ever received any disability benefits because of a mental health diagnosis?                  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Currently In Mental Health Services        FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	If Not, Do You Wish To Get Services     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	List Diagnoses Received:

	

	Mental Health Provider:  
	Mental Health Provider

	Address
	Address:

	
	Phone:
	
	Phone:

	Medication Prescribed & Dosage
	Currently Taking?
	Medication Prescribed & Dosage
	Currently Taking?

	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Do You Currently:   FORMCHECKBOX 
 Hear Voices    FORMCHECKBOX 
  Experience Severe Mood Swings    FORMCHECKBOX 
  Experience Severe Depression  

 FORMCHECKBOX 
 Hallucinate   FORMCHECKBOX 
 Have Difficulty Focusing    FORMCHECKBOX 
  Think About Suicide    FORMCHECKBOX 
 Take Mental Health Medicine
 FORMCHECKBOX 
  Other (explain)

	Substance Abuse Treatment

	History of Substance Abuse?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
	Age at First Use?

	First Drug of Choice:
	Second Drug of Choice:

	How Often:  FORMCHECKBOX 
 Daily   FORMCHECKBOX 
  1-2 x/wk   FORMCHECKBOX 
 Monthly
	How Often:  FORMCHECKBOX 
 Daily   FORMCHECKBOX 
  1-2 x/wk   FORMCHECKBOX 
 Monthly

	Method of Use:
	Method of Use:

	Has Substance Abuse Caused Problems in Your Life? (explain)

	

	

	Attending 12 Step Meetings?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	How Often?
	Have a Sponsor?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Ever Attended 12 Step Meetings?      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Worked the Steps?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Substance Abuse Treatment?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Need Treatment Now ?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Facility:
	 FORMCHECKBOX 
 Inpatient  FORMCHECKBOX 
Outpatient 
	Completed  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Year?

	Facility:
	 FORMCHECKBOX 
 Inpatient  FORMCHECKBOX 
Outpatient
	Completed  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Year?

	Facility:
	 FORMCHECKBOX 
 Inpatient  FORMCHECKBOX 
Outpatient
	Completed  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Year?

	Been In Detox?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Need Detox Now?     FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Facility:
	 FORMCHECKBOX 
 Inpatient  FORMCHECKBOX 
Outpatient
	Completed  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Year?

	Facility:
	 FORMCHECKBOX 
 Inpatient  FORMCHECKBOX 
Outpatient
	Completed  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Year?

	Facility:
	 FORMCHECKBOX 
 Inpatient  FORMCHECKBOX 
Outpatient
	Completed  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Year?

	History of Blackouts or Seizures (explain)

	

	Family History of Substance Abuse   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No (Explain)

	

	

	List any Other Addictions (type and frequency):

	

	

	Treatment for Other Addictions?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Need Treatment Now?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Certification of Information/Privacy Release

	I certify that the information I have provided is true, correct, and complete. By signing this application, I give consent for the release of information to Catholic Charities of the Diocese of Baton Rouge/Joseph Homes, Inc. by any persons or agencies who have knowledge of my circumstances.  Additionally, I give consent for Catholic Charities of the Diocese of Baton Rouge/Joseph Homes, Inc. to release my record to other social service or faith-based agencies and funding sources as needed for the purpose of providing services or to generate statistics.   

	

	Your Signature  
	Date Signed

	
	

	Signature of Person Who Helped Complete This Form (If Applicable)
	Date Signed

	
	

	Interviewer’s  Signature
	Date Signed

	For Office Use Only

	Drug Screen Date
	Result:       FORMCHECKBOX 
 Pass      FORMCHECKBOX 
  Fail (Explain):

	Referral to:   
	
	

	 FORMCHECKBOX 
  Application Approved
	
	Move-In Date:

	 FORMCHECKBOX 
  Application Denied
	
	Denial Date:

	Referral to:
	


