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APPLICATION FOR ADMISSION
Date___________________________

Name________________________________________________________________________________

                          Last                                                       M.I.                                               First
Present Address_______________________________________________________________________

Permanent/Home Address ____________________________________________________________

Phone Number(s)_____________________________________________________________________

Social Security#___________________________Driver’s License#___________________________

Date of Birth___________________________________    Gender: Male ______   Female _______

Date Available for Program________________ Are you a citizen of the United States? ______
Race___________How did you hear about our program?________________________________

Emergency Contact Information
Name_________________________________   Relationship________________________________

Address______________________________________________________________________________

Phone(s)_____________________________________________________________________________

Release of Confidentiality____________________________________________________________





                  Applicant’s Signature

This application is for our ________________, intake. If you are not accepted, you will need to re-apply for the next intake. Intake and cost for the first 1st Phase of the program is $1,200. This is due upon arrival.  All fees are non-refundable.
Additional information (ie., legal, medical, etc.) may be required before acceptance is considered or confirmed.

Return this application to:      Lifeline Recovery Center
P.O. Box 7652
Paducah, KY  42002
Family Information
Marital Status:
Single​​​​​​​​​​_______
Married​________ How long _______   Common Law________

 Widowed________
Remarried_________ Engaged ______

Divorced ________ Ex-Wife/Ex-Husband’s Name _____________________________ 

Spouse’s Name:____________________________________ Age:_________________

In a relationship:______ Partners name: _____________________ length of relationship_______

List your dependant children and their age:
1._________________________________________

2._____________________________________
3._________________________________________

4._____________________________________
5._________________________________________

Father’s name____________________________________________Age________________________

Mother’s name___________________________________________Age________________________

Health and Medical
What is the condition of your health? Excellent_____Good_____Fair_____Poor_____Critical_____

Do you have any serious defect or disease? (Including STD’s)____________________

(Clients will be required to submit to a physical, so please be honest.)

If so, has it left you with a weakness of any sort?_______________________________________

Please provide information on the last known PCP (Primary Care Provider or Treating Provider: ____________________________________________________________________________

Have you been under a physician’s care for any reason in the past year?______________
If yes, briefly describe:_________________________________________________________________

Do you take medication or need medical attention regularly?__________________________

If yes, list below all medications you are currently taking below (use separate sheet if necessary):

	Medication
	Reason taking
	Dosage
	How long taken

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Who were these medications prescribed by?  Name





Phone#




Do you have any activity restrictions due to a medical condition?

 If yes, please describe._____________________________________________________________________________

Do you receive Disability or SSI Income? _____________________If so, how much? _________

Please list any allergies:________________________________________________________________

When was your last physical examination?_____________________________________________

Have you ever received treatment or counseling for emotional, mental, or psychological conditions?___________________________________________________________________________
If yes, list dates, counselor or physician, address and the reason:

____________________________________________________________________________________________________________________________________________________________________________

List all medications you are allergic to:_________________________________________________

Do you have insurance of any type? (Medical/Dental/etc.)_____________________________

If yes, list the name of the provider, their address, phone number and policy number:

____________________________________________________________________________________________________________________________________________________________________________

Personal Record of Conduct
Have you ever used prescription drugs for other than medical purposes?________________

If yes, what drugs and how long?______________________________________________________

Check all drugs used:  Marijuana/Pot_____  Cocaine_____  Amphetamines_____

LSD_____  Barbiturates_____  Alcohol-Heavy Use_____  Alcohol-Light Use_____

Methadone_____  Heroin_____  Inhalants (Glue, Gas, Etc.)_____  Morphine_____

STP_____  PCP (Angel Dust)_____  Speed (Any Type)_____ Crystal Meth._____

What is the first drug you used?_____________________ Beginning at what age?___________

What is the main drug you used?____________________  How long?_______________________

How many years have you been in addcition?________________________________

What drugs have you injected?_______________________________________________________

Do you smoke/use tobacco?_______  

Seizures?____________________________   If yes, when?___________________________________
Have you ever had a severe emotional breakdown?________  If yes, when?_____________
Have you ever attempted to commit suicide?________  If yes, when?___________________

How?___________________________________Why?_______________________________________
______________________________________________________________________________________

Education and Goals
Do you have a high school diploma or GED?





If no, Highest level of education completed?




Please list any college, university, trade or technical school you have attended and the 
years attended:___________________________________________________________________

Have you ever been diagnosed with a learning disability?______________________________

Church/Spiritual Background
(Please be honest!  Although Lifeline Recovery Center, Inc. is founded on the Holy Bible, not everyone who enters the program is a Christian.)

Do you believe in God?_______________________________________________________________

What do you think the purpose of prayer is?____________________________________________

Who is responsible for the condition you are in?________________________________________

Do you consider yourself to be a Christian?___________  

Do you have a denominational preference?  If so, which one?__________________________

Have you ever been involved with the occult/witchcraft/etc.?__________________________

If yes, briefly describe your involvement:________________________________________________
______________________________________________________________________________________
In your own words, what do you think we can help you with?___________________________

_____________________________________________________________________________________

Is there any further information that you feel might help us in considering your application? ______________________________________________________________________________________
______________________________________________________________________________________

Recovery or Rehab Programs(s)
Have you ever been in a Recovery Program or Rehab before?__________________________

Do you understand the purpose of Lifeline Recovery Center?________ 
______________________________________________________________________________________
Do you have any responsibilities that would hinder your being in this program for 6 months?______ 12 months______ If yes, briefly describe:__________________________________

______________________________________________________________________________________

Employment Background

Are you employed now?  If so, where?_________________________________________________

Please list any skills you have:__________________________________________________________

______________________________________________________________________________________

Legal Record
Do you have any felony convictions?________ If so, please list each one and the county 

and year convicted. _________________________________________________________________
Do you have any cases pending?____________________________________________________
Case # ________________________________  Charges?___________________________________
Disposition?________________________  Name of Judge__________________________________

Court and address______________________________ Next court date_____________________
Name of usual attorney:_______________________________________________________________

Attorney’s phone number:________________________  Fax number:________________________

Do you have any outstanding warrants?_______________________________________________

If yes, what is the reason?____________________________​​​​​​​​​​​​​​​​​_________________________________
Are you currently on parole or probation?_____________  If yes, how long?_______________

Name of probation/parole officer:______________Parole officer’s phone number:_________
Are you on the National/State Sex Offender list?________________________________________

Have you ever been convicted of a sex offense?_______________________________________

Have you ever committed in a violent crime?__________________________________________

Please list all current legal charges and those from your recent history. 
This portion MUST be completed in order to be considered as a potential client if you are incarcerated: 

Name of Institution________________________________Institution Number__________________

Social Worker’s Name__________________________________IPO Name_____________________

Are you eligible for Shock Probation?________________Shock Parole?____________________

When do you appear before the board?_______________Is this your first time?____________

	Name and Location of Institution
	Date
	Reason for Confinement
	Probation

Parole
	Length of Confinement
	Record During Confine
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