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Our Light Guides You Home

Identifying Information

Name: Social Security #:
First Last Middle
Former Address: DOB:
AGE:
SEX:
Marital Status: Married ___Divoréed Single Widowed .

Emergency Contact Information

Emergency Contact Name:

Relationship to Resident:

Emergency Contact Address:

Emergency Contact Home Phone:

Emergency Contact Work Phone:

Referral Information

Referral Source Name and Address:
Referral Source:

Treatment Center Doctor,

Counselor Attorney
Judge Probation Officer

Friend Recovery Program
Mental Health Center Other:

BEACON HOUSE A Property By Van Rooy
1030 North College Avenue, Indianapolis, IN 46202 Phone 317.375.0326 FAX317.375.1495




[image: image2.jpg]Why do you want to come to Beacon House?

Source Of Income:

SSI Amount received (per month) : $

SSD Amount received (per month): $
Retirement Amount received (per month): $
Other Amount received (per month): $

Payee Name:
Payee Phone #:

Current Employer:

Address:

Phone: Supervisor:

List of Current Medical Conditions or List of Current Medications:
Concerns:

Are you Allergic to anything? If so, please list:





[image: image3.jpg]Alcohol and Drug History

Drug(s) of Choice:

Sponsor's Name:

Phone #:

What are your triggers to relapse?

Previous Treatment and/or Halfway houses:

Dates of Service:

Current Treatment (ie. TOP, Day Tx, Med Mgt, etc):

Place of Service:

Name and Address of Therapist/Case Manager:

Phone #:





[image: image4.jpg]Current Legal Status

Attorney’s Name and Address:

Phone#:

Fax #:

Home Detention Officer's

Name:

Address:

Phone#:

Parole/Probation Officer's Name

Address:

Phone #:

Fax #:

Current Parole/Probation Status:

Judge/ Court # (Pending Legal Matters)

Cause #/Gallery Number





[image: image5.jpg]} Past Convictions/Incarcerations: Court # / Judge Year:

By signing this document you are verifying that all the information you have provided here is |
[ truthful and accurate to the best of your knowledge. If any information is purposely

| inaccurate it could have an impact on your acceptance to our program. |

|

Perspective Resident Signature Date

Office Use Only

Move-in date: Is Tenant to pay rent: Weekly Monthly i
If rent is pro-rated: (# of days ) X (Daily Rent Rate ) = (Amount Due ‘
$___ ) K
Amount of Rent Paid: $ Check/MO # Balance for the Month ‘

$





