Mission 911

Participant Application


Person Requesting Services: 





Date:  




Date of Birth:  



     Age: 
     SS#:  




City/State Born In:  










Is this for: 
(  You
(  You and Spouse
     ( You and Family

Spouses’ Name:  





  D.O.B.  




Child’s Name:  





  D.O.B.  




Child’s Name:  





  D.O.B.  




Child’s Name:  





  D.O.B.  




Child’s Name:  





  D.O.B.  




Child’s Name:  





  D.O.B.  




Child’s Name:  





  D.O.B.  




Which Services do you need?

	(
	Rent
	(
	Utilities

	(
	Transportation
	(
	Emergency Shelter Facilities

	(
	Vouchers for Shelter
	(
	Transitional Housing

	(
	Drop-In Center
	(
	Outreach

	(
	Food Pantry
	(
	Soup Kitchen/Meal Distribution

	(
	Mental Health
	(
	Health Care

	(
	Alcohol/Drug Program
	(
	HV/AIDS Services

	(
	Child Care
	(
	Employment

	(
	Clothes
	(
	Homeless Prevention

	(
	Other
	
	


What  is your Ethnicity?

	(
	Alaskan Native
	(
	American Indian

	(
	Asian or Pacific Islander
	(
	Black (not of Hispanic origin)

	(
	Hispanic - Cuban
	(
	Hispanic – Mexican

	(
	Hispanic – Puerto Rican
	(
	Other Hispanic

	(
	White ( not of Hispanic origin)
	(
	Unknown


What is Your Educational Level:
	Applicant
	Spouse

	(
	GED
	(
	GED

	(
	High School Graduate
	(
	High School Graduate

	(
	College/Trade School
	(
	College/Trade School


Religion:
	 ( Protestant
	( Catholic
	( Jewish
	 ( Islamic
	( Other 
	( None


Veteran:
	(
	Active Duty
	(
	Vet w/honorable discharge

	(
	Vet w/other than honorable discharge
	(
	Not a veteran


Indicate you belief in yours, your Spouses’ and/or child(ren’s) problems may be:

	You
	Spouse
	Child(ren)

	(
	Spiritual Growth
	(
	Spiritual Growth
	(
	Day Care

	(
	Literacy
	(
	Literacy
	(
	TANF/Medicaid/WIC

	(
	GED
	(
	GED
	(
	Special Ed Services

	(
	Computer Training
	(
	Computer Training
	(
	Development Disability

	(
	Employment Training
	(
	Employment Training
	(
	Immunizations

	(
	Substance Abuse
	(
	Substance Abuse
	(
	Health Care

	(
	Mental Health Issues
	(
	Mental Health Issues
	(
	MHMR Services

	(
	Individual Counseling
	(
	Individual Counseling
	(
	Individual Counseling

	(
	Family Counseling
	(
	Family Counseling
	(
	Family Counseling


Health Insurance:

	(
	No health Insurance
	(
	Private Health Insurance

	(
	Medicaid
	(
	Medicare

	(
	Champus, VA
	(
	CHIPS

	(
	Other Public Funds f/Health Care
	
	


Are you employed?
(  Yes

(  No
Do you receive funds from:

	(
	Social Security: $  
	(
	SSDI:  $

	(
	TANF:  $
	(
	Child Support:  $

	(
	Workman’s Comp:  $
	(
	Food Stamps:  $

	(
	V.A.:  $
	(
	Other:  $


Do you currently have or have you ever felt:
	(
	Heart Disease
	(
	Tuberculosis

	(
	Cancer
	(
	Fainting Spells

	(
	Paralysis
	(
	Spitting up Blood

	(
	Night Sweats
	(
	Dizziness

	(
	Abnormal Thirst
	(
	High/Low Blood Pressure

	(
	Chest Pains
	(
	HIV/AIDS

	(
	Difficulty in Urination
	(
	Severe Headaches

	(
	Epilepsy
	(
	Diabetes

	(
	Asthma
	(
	Chronic Coughing

	(
	Gonorrhea
	(
	Syphilis

	(
	Blood in Urine
	(
	Shortness of Breath

	(
	Arthritis
	(
	Ulcer

	(
	Convulsions
	(
	Stomach Trouble

	(
	Nervous Breakdown
	(
	Depressed

	(
	Jittery
	(
	Jumpy

	(
	Irritable
	(
	Anxious

	(
	Concentration Difficult
	(
	Other


	



Have you ever been arrested in your life?
(  Yes

(  No

Explain:  








































































I hereby confirm the above information is true and correct to the best of my knowledge.

Participant’s Signature





Date

Staff Member’s Signature




Date

Staff Comments Only (Referral if Applicable):  














































































































































































Emergency Contact Person:  						  Relationships:  			





Address: 								  City:  				





State:  				  Zip Code:  			  Telephone Number:  (	)		





Are you allergic to anything?  (  Yes	(  No    If yes what:  																				

















Page 1 of 3

