STTHOMSE APPLICATION FOR RESIDENCY

L ‘C‘ mu/lbg The Jay & Eloise Troxel Family Life Center (Women & Children)
PO Box 3112 | Lakeland, FL 33802 | www.lighthousemin.org | (863)687-4076

(Application must be completely filled out to be considered. Please do not leave blanks.)

Date of Application: Date of Interview(s):
Name: Social Security No.:

First Ml Last
Race (OPTIONAL): G American Indian/Alaskan Native C Native Hawaiian/Pacific Islander Age:

C African American C Caucasian C Hispanic C Asian C Other

Date of Birth: Marital Status: C Married C Single C Widowed
Home Phone: ( ) Cell Phone: ( ) E-mail:
Height: Weight: Eye Color: Hair Color:
Street: City: State: Zip:

How long have you been at this address?

Previous Address (if less than 1 year):

Number of Children: Number of Children Coming With You:
1. Name: SS#: Birthdate:
School Grade: Father's Name: Custody:
2. Name: SS#: Birthdate:
School Grade: Father's Name: Custody:
3. Name: SS#: Birthdate:
School Grade: Father's Name: Custody:
4. Name: SS#: Birthdate:
School Grade: Father's Name: Custody:
5. Name: SS#: Birthdate:
School Grade: Father's Name: Custody:

Why are you seeking shelter? Please explain the circumstances that brought you to us.

Have you ever applied for residency prior to today? Date of Original Application:
EMERGENCY CONTACT:
Name: Relationship:

Address: Phone:




FAMILY INFORMATION:

Father's Name: Phone:
Address:
Mother's Name: Phone:
Address:
Nearest Living Relative: Phone:
Address:

Do you have contact with any of your relatives? CYES CNO

HEALTH HISTORY

Do you or your children have any history of health problems (including mental health diagnosis)?
If so, please describe:

CYES CNO

Please list allergies (Medicine, food, outdoor, etc.):

Do you have any physical disabilities? CYES CNO  If so, please describe:

Are you pregnant? CYES CNO Possible due date:

Are you under doctor’s care? CYES CNO Doctor's Name & Clinic:

HAVE YOU HAD THE FOLLOWING TESTS?
HIVTEST CYES CNO HEPATITIS TEST CYES CNO TBTEST CYES CNO
Results:

HPVTEST CYES CNO

INSURANCE/MEDICAID:

Current Medications:

Hospitalization History (Please include date, location, and ailment):

Have you ever thought of harming yourself or others? CYES CNO Explain:

Have you been involved in a Domestic Violence situation? CYES CNO Explain:

Do you currently have (or are appealing) a disability determination pending with Social Security?
Amount of Benefits: Explain:

CYES CNO

Have you received counseling from a mental health professional? CYES CNO Doctor’s Name:

Do you use drugs? CYES CNO Please explain how much/how often:

Do you have a substance abuse addiction? CYES CNO Drug/substance of choice:

Do you drink alcohol? CYES CNO Please explain how much/how often:

Do you use tobacco? CYES CNO Please explain how much/which type:

SPIRITUAL SURVEY

CYES C




