Application Form 
The Haven Kilmacolm


	For Office Use

	Date referral made
	

	Date form sent out
	

	Date form rec’d
	

	Checked by
	

	Interview date
	

	Accepted/Rejected
	

	Waiting List
	

	Admission date
	

	notes:
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First name: ……………………………………….Middle name: ………………………………………..
Surname: …………………………………………Date of birth: ...……………………………………...

Phone numbers: …………………………………………………………………………………………...

Present address: ………………………………………………………………......................................

…………………………………………………………………………………………………………….....

.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

Contact information
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Next of Kin 





   Person or agency who referred you
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Name: ..........................................................
Address: .......................................................

......................................................................
......................................................................

Phone numbers: ………………………………
Accommodation
Who do you live with? alone (  spouse (  parents (  friends (  

                                     other ( .......................................................................................................

Do you own a house or flat?  no (  yes (  Are you a council tenant?  no (  yes (
Marital status & family
single (  married (  divorced (  widowed ( other (  ......................................................................
Name and ages of any children:  no (  yes (  ................................................................................

.........................................................................................................................................................

Employment & social benefits
National Insurance number: .......................................... 

Are you working at the moment?  no (  yes ( If 'yes' with whom?..................................................
Benefits currently claimed: Incapacity (  Income Support (  Job Seekers (
Give a brief summary of the jobs you have had in the past

............................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................. 
Medical
Have you any allergies? no (  yes (  If 'yes' what are they?...........................................................
..................................................................................................................................................................................................................................................................................................................

Do you have health problems in the following areas? mobility (  hearing (  eyesight (  other (  
.........................................................................................................................................................




If 'yes' do you need help with normal activities? no (  yes (
Have you ever been treated by a consultant? no (  yes ( If 'yes' when and what for? ..................

.........................................................................................................................................................

Have you ever been treated by a psychiatrist? no (  yes ( If 'yes' when?......................................
Have you ever self-harmed? no (  yes ( If 'yes' when?..................................................................
Describe your general health at the moment: .................................................................................

...........................................................................................................................................................................................................................................................................................................................................................................................................................................................................

Do you smoke?  no (  yes (  If 'yes' how many per day? ..............................................................

Do you drink?  no (  yes (  If 'yes', amount per day: .........................Type of alcohol:...................

Do you use drugs?  no (  yes (  If 'yes' what is you main drug? ...................................................






Daily amount: .....................  Age started: ................................

Other drugs used: methadone (  heroin (  valium (  temazepam (  cannabis (  ecstasy (


        amphetamines (  crack cocaine (  others (  ....................................................
Are you prescribed medication by a doctor, mental health worker or drug worker? no  (  yes (

If 'yes', what medications? ...................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

Other residential centres
Have you been in other residential units in an attempt to break your addictions? no (  yes (
Please list any residential centres that you have stayed in.

	Residential centres that I have stayed in.

	Name of centre
	Date started
	Date left
	Reason for leaving

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Offending history & legal matters
Do you have a criminal record?  no (  yes (  Have you ever been to prison?  no (  yes (
Do you have any outstanding warrants?  no (  yes (   Outstanding court case?  no (  yes (  

Have you ever been prosecuted for a violent offence?  no (  yes (  

Have you ever been prosecuted for a sexual offence?  no (  yes (   

Have you ever been prosecuted for arson?  no (  yes (   

Are you subject to any form of statutory supervision or probation? no (  yes (   

Are you currently involved in a community service order?  no (  yes (     

References

Please give below the details of a referee (not your doctor) who has known you for at least 6 months eg a minister of religion, church, agency or social worker.
Name: .......................................................  Address: .....................................................................

Proffession: ...............................................  Phone number: ..........................................................
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	Declaration:

	I declare that the information given in this application is correct and complete to the best of my knowledge. I understand that THK reserves the right to terminate the Licence Agreement or to take action for possession of any accommodation if it has been gained by giving false information. I give THK full permission to follow up enquiries with my Probation Officer, Social Worker, Psychiatrist, GP or any other person named on this Application Form. I have read THK’s Behaviour Standards and agree to adhere to them during my stay with THK.


	Applicant’s Signature

	Signature:
	
	Date:
	

	Print Name:
	
	
	


	Signature of person completing form if not the actual applicant

	Signature:
	
	Date:
	

	Print Name:
	
	
	


My completed MEDICAL QUESTIONNAIRE/S is attached to this Application Form. yes ( 
	Data Protection:

	The information provided by you on this form will be stored by THK for the purpose of assisting us in providing services to you. Other information which you may provide in the future may also be stored by THK.


	Confidentiality:

	THK will protect the privacy of individuals, will handle personal information sensitively, and will act at all times in such a way as to protect and promote the best interests of individuals and the organisation. All information will be dealt with in accordance with THK’s Confidentiality Policy.


	Equal Opportunities:

	The Haven Kilmacolm seeks to provide services on a fair and equitable basis taking into account only the needs of the person who applies for accommodation. No person will be treated less favourably on the grounds of race, colour, ethnic origin, disability or educational status. We promote dignity, privacy, choice, safety, equality & diversity.


Medical Questionnaire page 1
Doctor/GP

This page must be completed by your doctor.
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It must be signed by your doctor and stamped with the doctor’s address.

Applicant's name:____________________
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To the doctor:- could you please complete this questionnaire regarding your patient named above?
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Medical Questionnaire page 2
Doctor/GP
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Kilmacolm

Housing Support Service




Medical Questionnaire page 1 
Psychiatrist/drug counsellor/CPN/Mental health worker 
This page must be completed by your Mental Health worker.

It must be signed by your Mental Health worker and stamped with the Mental Health worker’s address.
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Applicant's name:___________________

To Mental Health worker:- could you please complete this questionnaire regarding your patient named above?






P
Medical Questionnaire page 2 
Psychiatrist/drug counsellor/CPN/Mental health worker





Declarations and Signatures





Application Form





The Haven Kilmacolm Horsecraigs Kilmacolm Inverclyde PA13 4TH


Tel: 01505 872099 Fax: 01505 871987 Email: info@thehavenkilmacolm.com


                                    Web: www.thehavenkilmacolm.com











Has he detoxed before?   yes (  no ( do not know (


(if ‘yes’, please give details _________________________________________________________________________________________________________________________________________________________________________________________________________





 

















Are you currently prescribing any medication? yes ( no (   


(if ‘yes’, please give details)





Medication�
Dosage�
Symptom/illness�
Comments�
�
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I give permission for this form to be completed. Applicant's signature: ......................





I give permission for this form to be completed. Applicant's signature: ......................





Has this patient any other current health issues? yes � no �


(if ‘yes’, please give details)


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Has this patient any other current health issues? yes � no �


(if ‘yes’, please give details)


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Has this patient a history of mental health issues? yes � no �


(if ‘yes’, please give details)


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Has this patient any blood born diseases? yes � no � don’t know �


(if ‘yes’, please give details)


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Are there any medical reasons known to you why this patient should not participate in a residential drug/alcohol detoxification and rehabilitation program? yes � no � 


(if ‘yes’, please give details)


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Thank you for completing this form.


Can you sign and stamp this form please?





Doctor's name:........................


Doctor’s signature:...................	


              Date:...................





Doctor’s address stamp here





The Haven


Horsecraigs


Kilmacolm


Inverclyde PA13 4TH


Tel: 01505 872099


Fax: 01505 871987


Email: info@thehavenkilmacolm.com


Web: www.thehavenkilmacolm.com





Has he detoxed before?   yes � no � do not know � 


(if ‘yes’, please give details _________________________________________________________________________________________________________________________________________________________________________________________________________





PLEASE TURN OVER





Are you currently prescribing any medication? yes � no �    


(if ‘yes’, please give details)





Medication�
Dosage�
Symptom/illness�
Comments�
�
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Has this patient a history of mental health issues? yes � no �


(if ‘yes’, please give details)


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Has this patient any other current health issues that you are involved in diagnosing or treating? yes � no �


(if ‘yes’, please give details)


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





PLEASE TURN OVER





Are there any medical reasons known to you why this patient should not participate in a residential drug/alcohol detoxification and rehabilitation program? yes � no � 


(if ‘yes’, please give details)


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Thank you for completing this form.


Can you sign and stamp this form please?





Mental Health worker’s name:_____________________





Mental Health worker’s signature:__________________	


              		        Date:__________________





Mental Health worker’s address stamp here





The Haven


Horsecraigs


Kilmacolm


Inverclyde PA13 4TH


Tel: 01505 872099


Fax: 01505 871987


Email: info@thehavenkilmacolm.com


Web: www.thehavenkilmacolm.com





Name: ..........................................................





Agency: ........................................................





Phone numbers: ………………………………
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