
 `[image: ]RWRR INC; Richard C Wilson Recovery Residence PROTOCOL FOR ADMISSIONS 
Upon initial contact with potential client, said client is required to fill out this intake assessment. When this packet is completed and emailed to the Director bed availability will be considered and contact with friend/family for payment arrangements will be made. Contact information on the last page. The Director reviews application for eligibility based on the following criteria:
· Must be 18 years of age.
· Must be female.
· Must be willing to work AA or NA 12 step program.
· Must have a NEGATIVE Covid test.
· Must have a TB skin test (within 30 days of acceptance)
· Must be mentally and physically competent to care for themselves. We do not accept people who need assistance with medications.
· Must pay non-refundable entry fee of $925.00, This is $700.00 non-refundable deposit plus first week’s rent. (225.00 weekly)
· [bookmark: _Hlk88475744]ALL T.H.O.R. CLIENTS (anyone on felony probation status or court ordered counseling required) will be REQUIRED to meet with our Life Skills/Recovery Counselor for one hour each week.
· Applications will be approved or denied by the Director. 
· New residents will be notified of an entry appointment TIME AND DATE, failure to meet that appointment time and date; the bed will be revoked, and all deposits will be non-refundable.
·  $700.00 deposit MUST BE MET FOR Acceptance letters, once granted will be emailed to PROBATION/ COURT/ATTONEY ONLY (no family or friends), contact information for them is EXTREEMLY IMPORTANT. 
· If there are no beds available, approved applications will be placed on the wait list.
·  As beds become available; approved Applicants will be notified in the order of date on application. 
· All applicants will submit to a search of person and property upon entering the house.

OFFICE USE ONLY: ______FFP____INJ ONLY
[image: ]NEW RESIDENT INTAKE 
Date:___________________________ 
REFERRAL AGENCY /RCO / TREATMENT CENTER/ Information
AGENCY NAME: _____________________________________________ Clinician Name: _____________________________________________
Email: _____________________________________________________ 
Office#______________________________Cell #_________________________
Transport needed: YES    NO (if no you must give name and contact information): NAME____________________________ Number_________________________

CLIENT INFORMATION:
Name: ______________________________________ (Last, First, Middle Initial)
I certify that I am 18 years old or older__     Birth date _______ AGE: ________ 
LAST MAILING ADDRESS: _________________________________________
__________________________________________________________________
City	State		ZIP
HOME PHONE(      )__________-__________ Message YES  NO
CELL PHONE(      )__________-___________ Message YES  NO
EMAIL ADDRESS: ________________________________________



EDUCATION BACKGROUND
____Completed High School
____Some College
____ Technical Vocational School
____NEEDS GED
Marital Status:
 ___Single __Married___Divorced___Separated 
Years Married______    Years Divorced________
Are you currently in a romantic relationship?__________________________________________________________________________________________________________________________
If so, how long? ______________________
What Significate life changes or stressful events have you experienced recently?
____________________________________________________________________________________________________________________________________    
Children:
NAME:        AGE:        SEX:             Location?           Biological/Step/Adopted?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                   








Family:
                              NAME                  Contact number                   Living/ Deceased
SPOUSE: __________________________________________________________
MOM: ____________________________________________________________
FATHER: __________________________________________________________
BROTHER:____________________________________________________________________________________________________________________________________________________________________________________________
SISTER:_______________________________________________________________________________________________________________________________________________________________________________________________
Any Extended/ Support Family?
NAME            Relationship to you (Aunt, Cousin, In laws Etc.)    Contact number
______________________________________________________________________________________________________________________________________________________________________________________________________
GENERAL HEALTH / MENTAL HISTORY
Primary Physician: __________________________phone (       )______-_______
ADDRESS:  ________________________________________________________
DATE OF LAST EXAM__________________________
Have you previously received any type of mental health services (psychotherapy, psychiatric services etc.?)  YES_________  NO__________ WHERE:__________________________________________________________DOCTOR/THERAPIST______________________________________________
Phone (         ) _____-___________
Are you willing to go to a mental health/ drug addiction evaluation?  YES    NO
IF NO WHY?_________________________________________________________________________________________________________________________________________________________________________________________________
List any or all support groups you have attended in the past (AA, NA, CA, Celebrate Recovery etc.):
_________________________________________________________________

Which one of the above did you find most helpful in your life
Are you currently on any medications?
Name of drug          Dose per day        Physician administering?
______________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: _Hlk139004179]On a scale of 1-10 How would you rate your current physical health?
Poor 1-2    Unsatisfactory 3-4   Satisfactory5-6    Good7-8    Very Good 9-10
On a scale of 1-10 How would you rate your current Mental Health?
Poor 1-2    Unsatisfactory 3-4   Satisfactory5-6    Good7-8    Very Good 9-10
Are you currently experiencing overwhelming sadness, grief, or depression?
	YES             NO
Have you or are you currently experiencing anxiety, panic attacks or have any phobias? __________________________________________________________
Have you or are you currently experiencing any chronic pain?  YES    NO Accident? ________ Work Related? ___________
On a scale of 1-10 Rate your current sleeping habits:
Poor 1-2    Unsatisfactory 3-4   Satisfactory5-6    Good7-8    Very Good 9-10
On a scale of 1-10 Rate your current exercise habits:
Poor 1-2    Unsatisfactory 3-4   Satisfactory5-6    Good7-8    Very Good 9-10
Please list any difficulties you experience with appetite or eating patterns:








SUBSTANCE ABUSE HISTORY
Are you currently sober/clean?    Yes   No       If yes date of last use: ___________
Do you/Did you drink alcohol more than once a week? Yes_____ No_____ If yes, how often? _____________________________________________ 
Is alcohol an area of concern for you? Yes______ No______ If yes, explain: ________________________________________________________________
How often do you/ or did you engage in recreational drug use?
 Daily____ Weekly____ Monthly _____ Never____ Is recreational drug use an area of concern for you? Yes_____ No_____ If yes, explain: _________________________________________________________________
Family Mental Health History
In the section below, identify if there is a family history of any of the following. If yes, please indicate the family member’s relationship to you in the space provided (father, grandmother, uncle ECT.).
 Alcohol/ Substance abuse       YES     NO  ________________________________
Anxiety                                    YES     NO  ________________________________
Depression                               YES     NO_________________________________
Domestic Violence                   YES   NO    _______________________________
Eating Disorder                        YES   NO    _______________________________
OCD/ADD or ADHD              YES   NO    _______________________________
Schizophrenia                          YES   NO    _______________________________
Suicide attempts                     YES   NO    _______________________________
Abuse History
Have you experienced physical, sexual, or emotional abuse? 
Yes___ No___ If yes, explain if you feel comfortable doing so:_________________________________________________________

Legal History
 Do you have a history of any legal charges? 
Yes_____ No_____ If yes, explain_________________________________
Are you currently on probation or parole? Yes_____ No_____ If yes, explain______________________________________________________________________________________________________________________________ 

IF YOU ARE CURRENTLY ON PROBATION FILL IN THE FOLLOWING:
Type of probation  (check one or both if it applies) FELONY______MISDOMEANOR_______
Officer Name: ______________________________PHONE: _______________
EMAIL: __________________________OFFICE LOCATION: _______________ 
Is treatment court ordered? Yes_____ No_____ 

Employment
Are you currently employed? Yes____ No_____ If yes, what is your current employment situation? __________________________________________________________________Are you fit and able to work at least 38-40 hours a week?                  YES    NO
Are you disabled? Can you volunteer 20 Hours a week?                     YES     NO
Additional Information
What do you consider to be some of your strengths? 
_____________________________________________________________________________________________

What do you consider to be some of your weaknesses? 
_____________________________________________________________________________________
What would you like to accomplish out of your time in sober living knowing we are a 12-month program?
__________________________________________________________________
Is there anything else you feel we should know, or that you are concerned about? ______________________________________________________________________________
SIGNED: _______________________________ DATE: ________________
PRINTED NAME: ____________________________________________
CLINICIAN OR FAMILY MEMBER ASSISTING WITH APPLICATION: ____________________________________________________________

Please email this form directly to:
Penelope Tench Executive Director
Richard C Wilson Recovery Residence
9 Jefferson Rd
Statham, GA 30666
770-654-7373 Office 9:00-5:00 M-F
Email: penelopek13@yahoo.com
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