Serenity Spring Recovery Residence Application Form
** Please read disclosure statement at end of form before completion**
[bookmark: _GoBack]Application for residency at Recovery Services of Northwest Ohio’s women’s Recovery House, Serenity Spring. Serenity Spring is a drug and alcohol free living space for adult women with a substance use disorder. The residence is open to those who wish to ensure their sobriety and support other women in their recovery.
RSNWO Mission: To provide prevention education, outpatient, and residential services with a focus on individuals struggling with substance use, mental health and co-occurring diagnosis disorders. Recovery Services of Northwest Ohio believes ongoing recovery should be based on the goals of the client, however abstinence based with community oriented support groups. 
Vision: Serenity Spring is dedicated to providing quality, stable and sober housing for adult women to build their foundation for living.

Application Date: _______________________________________________________________
How did you hear about this Recovery Residence? ______________________________________________________________________________
Do you have a referral source? YES/ NO  Source? _____________________________________

Applicant Information
Name: ________________________________________________________________________
DOB: __________________________________ SSN: _________________________________
Current Address: _______________________________________________________________
Phone Number: ________________________________________________________________
Name of Emergency Contact: _____________________________________________________
	Relationship: _______________________________Phone #: ______________________
Are you presently homeless or at-risk of homelessness?  YES _____ NO _____

If yes, reason for homelessness:
( ) Eviction                 ( ) Overcrowded               ( ) Affordability         ( ) Behind on rent
( ) Shelter                   ( ) Domestic violence       ( ) Other ________________________________
Do you currently have any previous evictions? Please explain: ___________________________
______________________________________________________________________________

Are you currently: (Check all that apply)
( ) Exiting incarceration         ( ) Leaving a residential treatment program
( ) Receiving Medication Assisted Treatment Services      ( ) Being discharged from a hospital
( ) Other (please describe): ________________________________________________________

Describe current living situation: ____________________________________________________________________________________________________________________________________________________________
Explain reasons for seeking a Recovery Residence Living Environment: ____________________________________________________________________________________________________________________________________________________________
Check the categories that best describe your race and ethnicity:
( ) African American     ( ) Asian Pacific Islander     ( ) American Native/ Alaskan Native
( ) White     ( ) Hispanic     ( ) Non-Hispanic     ( ) Other: ________________________________
Cultural/ Ethnic Preferences: ______________________________________________________
Marital Status : ( ) Single ( ) Married ( ) Partner Family ( ) Divorced/ Widowed ( ) Separated
Children
                    Name                                                                MF                                                       Age
1. ________________________________________________________________________
2. ________________________________________________________________________
3. ________________________________________________________________________
4. ________________________________________________________________________
Do you have visitation with your children?                              YES_____ NO_____
Are you working toward reunification with your children?      YES_____ NO_____
If YES, explain visitation schedule and any requirements for supervised visitation: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you a veteran? YES_____ NO_____
Do you own a car? YES_____ NO_____
Do you have a valid driver’s license?  YES_____ NO_____

Mark all benefits received or applied for:
( ) Food Stamps    ( ) Medicaid     ( ) Medicare     ( ) Health Insurance     ( ) Housing Voucher    
( ) VA Medical benefits     ( ) Other: ________________________________________________
Describe amount and type of benefit: _______________________________________________
Do you have someone that manages your finances? YES_____ NO_____
	If YES, Who? Name: ______________________________________________________

Legal Guardianship
Do you have a legal guardian?       YES_____ NO_____
IF YES:   Name of Guardian/ Relationship: __________________________________________
	    Address: ______________________________________________________________
                               ______________________________________________________________
	    Phone:    ______________________________________________________________


Monthly Income
Source                                                      Amount
Alimony                                                   ________
Child Support                                         ________
Employment                                            ________
Retirement/ Pension                               ________
School Loan                                             ________
SSI/SSDI                                                  ________
Welfare/ADC/TANF                              ________
Veteran’s Administration                      ________
Any Other Income                                  ________
Total Income					      ________

Employment Status (Mark all that Apply)
                                 For How Long?
· Permanent full time                            ____________________
· Permanent part time                           ____________________
· Temporary full time                            ____________________
· Temporary part time                          ____________________
· Enrolled in college                               ____________________
· Enrolled in training program             ____________________
· Not employed                                        ____________________

Current employer: _________________________________ Phone: _________________
	Job title: ____________________________________________________________

Legal Issues (Legal issues do not necessarily disqualify residence; background check required)
Have you been arrested in the past 30 days?                    YES _____ NO _____
Do you have legal charges pending or a conviction?       YES _____ NO _____
If yes, what is the charge? ________________________________________________________
Which court is hearing the case? ___________________________________________________
List type and location of all adult offenses: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you currently on probation?                                     YES _____ NO _____
If yes, what charge? _____________________________________________________________
	What State and County? ____________________________________________________
Name of probation/ parole officer (s): ______________________________________________________________________________
	Contact Phone # __________________________________________________________
Are you a registered sex offender?                                   YES _____ NO _____
Victim of domestic violence?                                           YES _____ NO _____
History of violence towards self, others or property?       YES _____ NO _____
Do you have a protection order in place? YES__NO__  Who? ___________________________
Suicidal thoughts or attempts?                                          YES _____ NO _____
Acts of arson?                                                                    YES _____ NO _____
If you answered YES to any of the above questions, please explain: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medical Information
Are you experiencing any medical issues?                           YES _____ NO _____
Allergies?                                                                              YES _____ NO _____
Do you use tobacco products?                                              YES _____ NO _____
Diagnosed with a seizure disorder?                                      YES _____ NO _____
Sleeping issues?                                                                    YES _____ NO _____
Dental problems?                                                                  YES _____ NO _____
Please describe any items marked yes: ____________________________________________________________________________________________________________________________________________________________

Do you have any physical limitations? Please describe: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you able to care for yourself such as bathing, dressing, eating, medication management etc? Issues or limitations please describe: ____________________________________________________________________________________________________________________________________________________________
Do you require any adaptive equipment? Please describe: ____________________________________________________________________________________________________________________________________________________________

Please check issues that apply to you
· Mental Health 
· Behavioral issues
· Physical Disability
· Learning disability
Describe your current substance use condition. (What is your diagnosis and by whom?): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe your current mental health. (What is your diagnosis and by whom?): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe any other conditions listed above that apply to you: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current treatment providers
Name                                                                    Agency                                 Phone #__________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications (List all current medications prescribed, non-prescribed and over-the-counter):
Medication Name                 Dosage                                                prescribing physician______
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you willing to sign a release of information from prescribing physician?    YES ___ NO ___
List all mental health or Physical Health hospitalizations:
Month/Year                Hospital                                             Reason_________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
List any other community agencies you have been involved with:
Name of agency/ Organization/ Self-help group                                       Reason______________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What are your Substance(s) of Choice? ______________________________________________________________________________
How long have you been clean and sober from using alcohol and/or other drugs? ______________________________________________________________________________
Are you in recovery and prepared to live in a sober housing environment that is free from drugs and alcohol?                                                                                                     YES____ NO ____
Have you read house rules and are you willing to abide by rules?                  YES ____NO ____

Describe your current recovery goals: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What do you expect to gain from living at a Recovery Residence? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe what you have done for your recovery that has been successful: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Describe what you have done for your recovery that has NOT been successful: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have individuals in your life open to helping you establish recovery? If so, who? ____________________________________________________________________________________________________________________________________________________________
Are there people in your life who might be unsupportive of your recovery journey? If so, who? ____________________________________________________________________________________________________________________________________________________________
What are the best ways we could support you to help you establish long-term recovery? __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you willing to actively engage in recovery planning to maintain sobriety?          YES__NO__
Are you willing to be a support for other women in recovery that live in the house? YES__NO__
Are you willing to take on a leadership role for women that come after you?            YES__NO__

Please provide 3 references (Friends, Family, Sponsors, Etc):
Name                                               How do you know this person?               Phone#___________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




**I verify that all information provided as part of this application is truthful and accurate. I also understand that failure to disclose correct information could lead to my disqualification for residency. **


Signature of Applicant                                                                                     Date

Authorization (Disclosure of Information will be held in strict confidence)
I authorize Recovery Services of Northwest Ohio to conduct a thorough personal investigation including, but not limited to:
· Employment/ Income verification
· Current and previous landlords
· Law enforcement Authorities including courts and probation officers
· Criminal Background check
· Drug screen
· Treatment provider verification and ongoing communication
· References
I understand that any cost associated with these investigations will be at the expense of the applicant, however, RSNWO will reimburse all expenses. Keep receipt of all expenses.
I hereby release these third parties from all liability for any damage whatsoever for providing information to RSNWO in connection with this application. I also release RSNWO, its agents, employees, and representatives from any liability in connection with their collection and use of information obtained from third parties during this application process. 
I also understand that if I do not provide authorization to this investigation, or refuse to complete the criminal background check, drug screen, or proof of treatment provider, RSNWO may not provide approval for residency. I agree to hold RSNWO harmless for such refusal. 


Signature of Applicant                                                                           Date

Signature of Operator                                                                             Date

Submit application via fax 419-583-3008. Call 419-404-0020 for questions or email amandaw@rsnwo.org 
