Michel’s’ House/Willow Way
Application Form

Page 2

[image: image1.png]D),

RIMROCK

TTTTTTTTTTTTTTTTTTTTTTTTT





APPLICATION FORM

Name:__________________________________________________________________________________




Last




First




Maiden

Date of Birth:_________________        Age:________      Place of Birth:____________________________

Social Security Number:______________________________ Ethnicity:____________________________

Address:________________________________________________________  Zip Code:_______________
Telephone Number:______________________________
Who Referred You:________________________  Phone #:_______________Agency:_________________

List a close family member or friend who knows how to contact you:

Name:________________________________________  Phone Number:__________________________

Years of education completed:______________ 

Do you have a:
High School Diploma
____
GED
____
College Degree______________________   

Employment: 

___Full time  


___Part time 

___Unemployed  

___Not in labor force   
___Public assistance benefits depleted

Assistance:
____SSI
____SSDI
____TANF
____Medicaid 
 ____Job Service



Any legal charges against you?  ____Yes  ____No
If yes, are you on probation?  ____Yes  ____No

Name of PO:_______________________________________  Please explain charges:__________________

________________________________________________________________________________________

________________________________________________________________________________________

Are you in a Drug Court?  If so, where: _________________________________________________________
Do you have any medical conditions that may interfere with treatment?___________________________

________________________________________________________________________________________

List any medications you are on:____________________________________________________________

Number of prior chemical dependency treatments:_______ Where & when:________________________

________________________________________________________________________________________
Recent use in the past month:  List drug/s, frequency and amounts:______________________________

________________________________________________________________________________________

Last use:____________________________ 
How much?____________________________________  

Have you ever been treated for your mental health?  __Yes  ___No 

If yes, where and when:____________________________________________________________________

Diagnosis:____________________________  Doctor/Counselor:__________________________________

Current marital status:
____Single
____Married
____Separated
____Divorced





____Widowed
____Living with someone
____Not in relationship

Previous marriages/long-term partnerships:

Who/When:
__________________________________
Reason for break-up:_______________________



__________________________________



_______________________



__________________________________



_______________________

# Pregnancies:____

# Miscarriages:____

# Abortions:____ 
# Adoptions:____

Are you currently pregnant?  ___Yes   ___No
Do you have DFS involvement? ___Yes  ____No  If yes – who is your caseworker? _____________________

How long have they been involved? ________________________________

Why do you want to come to Michel’s House? ___________________________________________________

________________________________________________________________________________________
Will you bring all of your children? __________

Children:

	Name
	Age
	Other Parent
	Who has Custody

	
	
	
	

	
	
	
	

	
	
	
	


Do any of your children have any special needs?  ____Yes   ____No     If yes, please describe:

	Child’s Name
	Special Needs

	
	

	
	

	
	


Are your children’s’ immunizations current?   ____Yes   ____No

If no, what is needed?

________________________________________________________





________________________________________________________





________________________________________________________

Are family members supportive of your treatment at this time?  ____Yes   ____No  Please describe:

________________________________________________________________________________________

Signed:_________________________________________

Date:______________________

  _____  Michel’s House


  _____ Willow Way	





RF-937, 2/27/18





I have read and understand this application and submit my


request for admission into Michel’s House or Willow Way








“This project is funded (in part) under a contract with the Montana Department of Public Health and Human Services.  The statements herein do not necessarily reflect the opinion of the Department”.









