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Application for Admission

Please complete ALL sections to be considered for admission
APPLICANT INFORMATION

Name____________________________ Social Security #_________________________

Age___________ Date of Birth_______________ Sex___________ Race____________

Present Address___________________________________________________________

City__________________ State____ Zip________ Phone Number__________________

Primary Language_____________________

PARENT/LEGAL GUARDIAN

Name_____________________________ Relationship to applicant_________________

Present Address___________________________________________________________

City__________________ State____ Zip________ Home Phone___________________

Work Number________________________ Cell Phone___________________________

Primary Language_____________________

EMERGENCY CONTACT 

(Please complete the following section if name is different from above)

Name_____________________________ Relationship to applicant_________________

Present address___________________________________________________________

City__________________ State____ Zip________ Home Phone___________________

Work Number________________________ Cell Phone___________________________

Primary Language_____________________

Case Worker Name (if applicable) ______________________________________________
Case Worker Supervisor’s Name & #__________________________________________
REFERRAL

Agency Name  (check if applicable) ____ FSS    ___Kids First      ___Family Integrity   

 ___Partnership for Strong Families   ___Big Bend      ___Other ___________________
Address ________________________________________________________________

   _______________________________________________________________

Telephone ______________________________________________________________
Reason for referral________________________________________________________

_______________________________________________________________________
Application completed by_______________________________ Date_______________

For apartment referrals:

Do you have a steady source of income to pay rent each month?  ____Yes   ____No

       If yes, what is the source?   ____ RTI funds      ____ IL funds     ____Employment  
 ____Social Security      ____Other (please describe) _______________________________

PLACEMENT HISTORY

Present Type of Placement:

	· Foster Home
	· Therapeutic Foster Home

	· Group Home
	· Emergency Shelter

	· Relative Placement
	· Non-Relative Placement

	· Detention Facility
	· Drug Treatment Facility

	· Other ______________________________


Reason for removal from biological home______________________________________

________________________________________________________________________

Date of initial removal from home 

__________________

Number of placements


__________________

Complete Placement History


Date Placed
Date Moved
Justification

(in chronological order)


_________________________________
__________
__________
___________

_________________________________
__________
__________
___________

_________________________________
__________
__________
___________

_________________________________
__________
__________
___________

_________________________________
__________
__________
___________

_________________________________
__________
__________
___________

__________________________________
__________
__________
___________

Current Presenting Issues and Factors
	· Abandonment
	· Divorce

	· Neglect
	· Death

	· Physical Abuse
	· Financial problems

	· Sexual Abuse
	· Incarceration

	· Alcohol abuse
	· Inconsistent discipline

	· Alcohol dependence
	· Domestic violence

	· Drug use
	· Gang Affiliation

	· Drug dependence
	· Parent child conflict

	· Single parent home
	· Mental Health (any diagnosis)

	· Blended family
	· Elder abuse

	· Chronic illness
	· Other________________________


FAMILY HISTORY

Biological Mother

Name____________________________________________ DOB _________________

Street Address___________________________________________________________

City_______________________________ State___________ Zip__________________

Phone (Home)________________ Work _______________ Cell ___________________

Primary Language__________________________

Biological Father

Name____________________________________________ DOB __________________

Street Address____________________________________________________________

City_______________________________ State______________ Zip_______________

Phone (Home)________________ Work________________ Cell___________________

Primary Language___________________________

Siblings (Please list applicant’s siblings)

1) Name___________________________ Age_____ Phone Number________________

Placement & Address______________________________________________________

Last contact with applicant__________________________________________________

Is applicant allowed to visit sibling?

Yes _____
No _____

2) Name___________________________ Age_____ Phone Number________________

Placement & Address______________________________________________________

Last contact with applicant__________________________________________________

Is applicant allowed to visit sibling?

Yes _____
No _____

3)Name___________________________ Age_____ Phone Number_________________

Placement & Address______________________________________________________

Last contact with applicant__________________________________________________

Is applicant allowed to visit sibling?

Yes _____
No _____

4) Name___________________________ Age_____ Phone Number________________

Placement & Address______________________________________________________

Last contact with applicant__________________________________________________

Is applicant allowed to visit sibling?

Yes _____
No _____

5) Name___________________________ Age _____ Phone Number________________

Placement & Address______________________________________________________

Last contact with applicant__________________________________________________

Is applicant allowed to visit sibling?

Yes _____
No _____

6) Name___________________________ Age _____ Phone Number________________

Placement & Address______________________________________________________

Last contact with applicant__________________________________________________

Is applicant allowed to visit sibling

Yes _____
No _____

* If applicant has more than six siblings, please attach additional sheet(s).

Biological Family’s Presenting Issues and Factors
	· Abandonment
	· Divorce

	· Neglect
	· Death

	· Physical Abuse
	· Financial problems

	· Sexual Abuse
	· Incarceration

	· Alcohol abuse
	· Inconsistent discipline

	· Alcohol dependence
	· Domestic violence

	· Drug use
	· Marital conflicts

	· Drug dependence
	· Parent child conflict

	· Single parent home
	· Mental Health 

	· Blended family
	· Elder abuse

	· Chronic illness
	· Other________________________


Please explain any of the above______________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________

Has anyone biologically related to the applicant ever had any of the following:






     Relationship to applicant
   Treatment Outcome

· Bipolar Disorder


      ____________________
   ________________

· Depression


      
      ____________________
   ________________

· Schizophrenia


      ____________________
   ________________

· History of attempted suicide
      ____________________
   ________________

· History of committed suicide
      ____________________
   ________________

· Mental illness unspecified

      ____________________
   ________________

· Alcohol abuse or dependence
      ____________________
   ________________

· Substance abuse or dependence
      ____________________
   ________________

· Physical abuse – victim

      ____________________
   ________________

· Physical abuse – perpetrator
      ____________________
   ________________

· History of violence – non-specific      ____________________
   ________________

· History of violence – domestic
      ____________________
   ________________

· History of sexual abuse – victim
       ____________________
   ________________

· History of sexual abuse – perpetrator  ____________________
   ________________


· History of incest relations

       ____________________
   ________________

· Other



       ____________________
   ________________

ACADEMIC HISTORY

Present School_____________________________________ Grade_________________

Academic Status

	· Regular Education
	· ESE (if checked, indicated area below)

	· Alternative Education
	· EMH

	· Speech Language Services
	· SED

	· IEP
	· SLD

	· Mainstream Class
	· EH

	· Other
	· Gifted


Has applicant ever been retained?  Yes_____ No_____ If yes, at what age & grade?____

Date of last educational evaluation (IEP), if applicable___________________________
Next scheduled evaluation, if applicable_______________________________________

Date of last report card____________________________

List Academic Services Identified____________________________________________

________________________________________________________________________

________________________________________________________________________

List Academic Needs Identified______________________________________________

________________________________________________________________________

________________________________________________________________________

Has applicant ever been suspended or expelled?  Yes_____ No_____ If yes, give reason and dates________________________________________________________________

________________________________________________________________________

List any school problems (truancy, absences, suspensions, fighting, class disruptions, grades)__________________________________________________________________

________________________________________________________________________

List any bus problems or behaviors___________________________________________

________________________________________________________________________

List Academic Extracurricular Activities (sports, band, cheerleading, music)__________

________________________________________________________________________

LEGAL HISTORY

Has applicant ever been arrested? Yes____ No____ If yes, give date(s)_______________

What were the charges?____________________________________________________

________________________________________________________________________

Was applicant convicted? Yes____ No____ If yes, list the charges, dates, and outcome_________________________________________________________________

Has applicant ever been in jail or a detention home? Yes_____ No_____ If yes, give dates___________________________________________________________________

Does applicant have any pending court appearances? Yes_____ No_____ If yes, give dates___________________________________________________________________

Is the applicant currently in the DJJ system? Yes_____ No_____

Name of JPO___________________________________ Phone____________________

Is applicant or has applicant ever been on probation? Yes_____ No_____ If yes, please complete the following:

How long is the probation period?_____________ Is applicant required to complete community services hours? Yes_____ No_____ If yes, how many hours?_____________

Are there any other conditions of the probation? Yes_____ No_____ If yes, please explain__________________________________________________________________

*If applicant has a legal history, please attach PDR/PDS or arrest record.

MEDICAL HISTORY (Birth to Present History)

Please check & explain if applicant has or has had any of the following (complete to the fullest extent possible):

· Birth Defects
Explain ______________________________________________
· Asthma

List date of onset & current treatment_______________________

· Anemia

List date of onset & current treatment_______________________

· Blood Disorder
Name of disorder (or disease)______________________________

· Cancer

List date of onset & current treatment_______________________

· Diabetes

List date of onset & current treatment_______________________




Type 1_____

Type 2 _____

· Epilepsy

List date of onset & current treatment_______________________

· HIV/AIDS

List date of onset & current treatment_______________________

· Kidney Disease
List date of onset & current treatment_______________________

· Heart Disease
List date of onset & current treatment_______________________

· Hemophilia
List date of onset & current treatment_______________________

· Liver Disease
List date of onset & current treatment_______________________

· Pneumonia
           List date of onset & current treatment_______________________

· Seizure

List date of onset & current treatment_______________________

· STD

List date of onset, duration & treatment______________________

· Skin Disorder
Name of disorder (or disease)______________________________

· Sleep Disturbance
List date of onset & current treatment_______________________

· Diphtheria

List date of onset & current treatment_______________________

· Measles

List date of onset & current treatment_______________________

· Mumps

List date of onset & current treatment_______________________

· Rheumatic Fever
List date of onset & current treatment_______________________

· Scarlet Fever
List date of onset & current treatment_______________________

· Small Pox

List date of onset & current treatment_______________________

· Tuberculosis
List date of onset & current treatment_______________________

· Whooping Cough
List date of onset & current treatment_______________________

· Typhoid

List date of onset & current treatment_______________________

· Night Terrors
List behaviors associated with this problem___________________

· Sleep Walking
List behaviors associated with this problem___________________

· Night Sweats
List behaviors associated with this problem___________________

· Fear of the Dark
List behaviors associated with this problem___________________

· Enuresis

List behaviors associated with this problem___________________

· Encopresis

List behaviors associated with this problem___________________

· Insomnia

List behaviors associated with this problem___________________

· Head trauma/
Explain in detail________________________________________

injury

      _____________________________________________________

· Broken bones
Explain in detail________________________________________

______________________________________________________

· Kidney trouble
Explain in detail________________________________________

______________________________________________________

· Urinary infection
Explain in detail________________________________________

______________________________________________________

Has applicant ever experienced the following:

	· Frequent Blood Nose
	· Stomach Trouble

	· Fainting
	· Ulcers

	· Frequent Colds or Flu
	· Tumors

	· Difficulty Hearing
	· Appendicitis

	· Hearing Loss
	· Hernia

	· Vision Loss
	· Shortness of breath

	· Eye Trouble
	· Hepatitis      A____  B____  C____

	· Heart Murmur
	· Swollen or painful joints

	· Stroke
	· Sinusitis


Does applicant have any allergies to:

· Food (diary, sugar, peanuts, etc)

List________________________________

· Medications (PCN, aspirin, etc)

List________________________________

· Other (pollens, bees, chemicals, etc)
List________________________________

· Contact Dermatitis


List________________________________

Health Insurance: ____________________
          Insurance #: ___________________

Has applicant ever had a reaction to any medications?
Yes_____
No_____

If yes, list medications and/or resolution or antidote______________________________

________________________________________________________________________

Please list any Special Diets or Diet Restrictions required (reduced calories, diabetic, etc)_____________________________________________________________________

________________________________________________________________________

Does the female applicant have a pregnancy history?
Yes_____
No_____

Does the applicant currently have any children?                    Yes____          No____

If not, is the applicant expecting to become a parent within the next few months?                                                                                                                                                                                                                            Yes____         No____

*Please provide the following Guardian information for any children born:

Child’s Name(s)
___________________________________

Guardian Name
___________________________________

Address

___________________________________




___________________________________

Phone Number
___________________________________

Contact with child?
Yes_____ No_____ If yes, frequency_______________________

Please list any complications with any pregnancy________________________________

________________________________________________________________________

HOSPITALIZATIONS AND SURGERY HISTORY

Please list all hospitalizations and surgeries (if applicable)

1) Date___________ Age______ Reason for hospitalization_______________________

Surgery? Yes_____ No_____ Type of Surgery____________ Hospital_______________

2) Date___________ Age______ Reason for hospitalization_______________________

Surgery? Yes_____ No_____ Type of Surgery____________ Hospital_______________

3) Date___________ Age______ Reason for hospitalization_______________________

Surgery? Yes_____ No_____ Type of Surgery____________ Hospital_______________

4) Date___________ Age______ Reason for hospitalization_______________________

Surgery? Yes_____ No_____ Type of Surgery____________ Hospital_______________

DENTAL HEALTH

Name of Dentist

________________________________________________

Dentist’s Phone Number
________________________________________________

Dentist’s Address

________________________________________________





________________________________________________

Date of last dental exam
________________________________________________

Dental needs identified
________________________________________________

MENTAL HEALTH

Has the applicant ever seen a psychiatrist or mental health therapist?  Yes_____ No_____

If yes, please complete the following with the most recent information:

Psychiatrist/Psychologist Name:
__________________________________________




  Address:
__________________________________________




   

__________________________________________




     Phone:
__________________________________________




*Please attach most recent Psychiatric/Psychological Assessments

Therapist/Counselor’s Name:

__________________________________________




Address:
__________________________________________






__________________________________________




Phone:

__________________________________________




*Please attach most recent Psychosocial Assessments

Current Medications (include dosages)________________________________________

_______________________________________________________________________

_______________________________________________________________________

Has the applicant ever been hospitalized and/or admitted to a residential facility?

Yes_____ No_____ If yes, how many_____

If yes, please complete the following for the last admission:

Date_____ Hospital_______________________________________________________

Reason for hospitalization___________________________________________________

________________________________________________________________________

# of days in hospital_____ Outcome__________________________________________

Other agencies presently involved with Mental Health Services (including case management):

Agency/Provider Name
________________________________________________



   Address
________________________________________________





________________________________________________



      Phone
________________________________________________

           Services Provided
________________________________________________

Agency/Provider Name
________________________________________________



   Address
________________________________________________



      Phone
________________________________________________

           Services Provided
________________________________________________

RISK SCREENING

Are you currently or have you ever thought about harming yourself (self-mutilating, taking pills, etc.) or killing yourself?
____ Yes   ____ No

Have you recently or ever attempted to harm or kill yourself? ____ Yes  ____ No

Do you hear voices or see things that other people do not see or hear? ____Yes____ No

Have you ever thought about or attempted to harm or kill others? ____ Yes   ____ No

Are you currently feeling like hurting or killing someone else? ____ Yes
____ No

VISITORS

Is the applicant allowed to have visitors?
_____ Yes

_____ No

List anyone NOT allowed to visit with the applicant:

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

________________________________________

MENTAL HEALTH

Please check child’s current Presenting Problems (check all that apply)

	· Abandonment
	· Lacks responsibility

	· Neglect
	· Lacks respect for others

	· Physical Abuse
	· Lying

	· Sexual Abuse
	· Manipulative behaviors

	· Physically aggressive
	· Mood swings

	· Verbally aggressive
	· Sadness

	· Alcohol use
	· Excessive crying

	· Drug use
	· Negative attitude

	· Tobacco use
	· Inappropriate peer relations

	· Anger management
	· No or low motivation

	· Argumentative
	· No remorse for actions

	· Bed wetting
	· Poor hygiene

	· Bed soiling
	· Poor self image

	· Clothes wetting
	· History of running away

	· Clothes soiling
	· Self injurious behavior

	· Cruelty to animals
	· Sexually inappropriate behavior

	· Curfew problems
	· Sexual perpetrator

	· Defiant
	· Socially isolated

	· Delinquency
	· Stealing

	· Destructive
	· Truancy

	· Disrespectful to authority figures
	· Violent behavior

	· Extreme sibling rivalry
	· Hypoactive

	· Easily agitated
	· Hyperactive

	· Fighting
	· Worries excessively

	· Fire setting
	· Withdrawal

	· Gang related behavior
	· Other__________________________

	· Hostile
	· Other__________________________


Please give a brief narrative of any problems noted on previous page_________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________

FUTURE INTERESTS
What are your future goals?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

How can Touchstone Village help you with your goals?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

What resources/persons do you currently have?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

On a scale of 1 to 10 how motivated are you to achieve your goal? __________________

1 = not motivated   5 = somewhat motivated   10 = very motivated
What action steps are you willing to take to achieve your goal?

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
To be completed by Program Manager/designee: Approved _____   Not approved _____

If not approved, explain: ____________________________________________________ 

Therapist assigned: __Justyna Laird   __Anna Lieber

Resident Advocate assigned: __Crystal Goncalves   __Ryan Thomas
