



--CONFIDENTIAL INFORMATION--
APPLICATION FOR FAITHLINK SERVICES
DATE _______________________________                  COMPUTER ID# (office use) __________

NAME _____________________________________ ADDRESS______________________________ _____________________________________ZIP______________PHONE______________________
CELL PHONE_____________________________EMAIL____________________________________ 
DIRECTIONS TO HOME: ____________________________________________________________
__________________________________________________________________________________
BIRTHDATE _________________________________AGE ________ GENDER:   MALE     FEMALE
ETHNICITY___________________________________ ARE YOU A VETERAN_________________

DO YOU GO TO CHURCH?  YES or NO  IF SO WHERE DO YOU GO?_____________________ __________________________________________________________________________________
HEALTH STATUS:  (CIRCLE ONE)           GOOD              FAIR              POOR 
DO YOU HAVE A PHYSICAL DISABILITY?____________IF SO PLEASE LIST_________________  

ASSISTANCE REQUIRED:         WHEELCHAIR          WALKER            CANE         STEADY ARM          
SENSITIVITIES:     CIGARETTE SMOKE           PERFUME          PETS         OTHER _____________
The following information will assist in matching volunteers with care receivers:
HOBBIES, INTERESTS:  ______________________________________________________________
PRIOR OCCUPATION ______________________________________________________________
	CURRENT HELP NEEDED:
	
	INSURANCE:                   MEDICARE
	

	TRANSPORTATION
	
	                                                 MEDICAID
	

	VISITING
	
	 Blue Cross/Blue Shield HIGHMARK
	

	SHOPPING
	
	OTHER (specify):
	

	REASSURANCE CALLS
	
	LIVING SITUATION:               ALONE
	

	        LIGHT HOUSEWORK

	
	                                            WITH SPOUSE
	

	CHORES, YARD WORK, REPAIRS
	
	                                     WITH FAMILY
	

	CORRESPONDENCE, PAPERWORK 
	
	                                   LOW INCOME                                                         
	


EMERGENCY CONTACT :

NAME __________________________________________ RELATIONSHIP ____________________
ADDRESS _______________________________________ HOME PHONE ____________________
________________________________________________ WORK PHONE ____________________
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PHYSICIAN _____________________________________ PHONE ___________________________
HOSPITAL PREFERENCE __________________________ AMBULANCE ______________________
REFERRED BY ____________________________________RELATIONSHIP ____________________
Are you currently receiving services through another agency?      Yes     No

If so, who is providing services?____________________________________________________

· DO WE HAVE YOUR PERMISSION TO MAKE REFERRALS FOR YOU TO OTHER AGENCIES (such as home nursing or Senior Citizens)?

YES  _________________      NO  _________________

(Note:  Referrals will not be made without your knowledge and consent.)

By signing this application, you are confirming the information presented is accurate. Also, you are granting FaithLink and its representatives authority to contact emergency personnel in the event an emotional or physical health crisis occurs while FaithLink services are being provided. 

APPLICANT SIGNATURE: _____________________________________DATE _________________
**********************************************************************************************

· THANK YOU FOR YOUR INTEREST IN FAITHLINK.  
Please return your completed application to:
FaithLink Volunteer Caregivers
1037 Market Street
Parkersburg, WV 26101
Phone: 304-485-5525 Ext. 31
Fax: 304-485-5526
