CAPITAL AREA HOUSE OF HOPE

Admission Policy

We serve individuals who suffer from various substance abuse and mental health issues who seek an alcohol and drug-free environment for long and short-term housing.  Residents can live in an individual room or a shared room.  We have participants that have successfully lived independently since our opening in 2014.  Our environment supports the healthy management of mental health and sober living systems within the community. 

Admission Criteria


The following offers specific criteria used to screen potential admission:

A. Referral from any behavioral or mental health agency

B. Ability to live independently, including cooking and cleaning

C. Documented disability

D. Inadequate social, community and family support system

E. Proof of income

F. Ability to pay room rental and one-time processing fee

G. Ability to comply with all conduct and house rules
H. Ability and willingness to participate as prescribed by treating/referring physician in daily treatment plans

I. Completed referral package including

a. List of Medication

b. FACE sheet including any diagnosis

c. Ability to pass a drug test3
CAPITAL AREA HOUSE OF HOPE

646 North Foster Dr Suite C Baton Rouge, LA 70806
225-421-1495 ●225-954-0161● Fax: 1-866-521-7031 caifs2015@yahoo.com
INDEPENDENT LIVING ONLY
Name ___________________________________  Today’s Date ________________
Dear ____________________________________________

Attached with this letter, you will find a complete application packet to become a potential family member of the Capital Area House of Hope Independent Living House.  Please complete and include all required information.  Everything requested is needed in order to process your application.   Admission to Capital Area House of Hope is open to all applicants regardless of race, color, religious affiliation, national origin or sexual orientation. However, the submission of your application does not guarantee that you will be automatically accepted into the program.

We appreciate your interest in our house family and thanks for your patience while your application is being considered.

If you have any questions or concerns, please do not hesitate to write to the above address. 

Sincerely, 

Dr. Alice James, Psy.D
                       CAPITAL AREA HOUSE INTAKE SCREENING/REFERRAL FORM 
Referred by: ______________________________           Phone Application
 In Your Own Words: 
I need help with the following: 

____ Housing Medical Care Education Hygiene Cleaning 
____ Paying Rent/Utilities 

____ Shopping & Meal Preparations  
 
 
____ Mental Health Services 

____ Substance Abuse Services 
 
 
 
____ Health and Wellness Services 

____ Securing Benefits  
 
 
 
 
____ Money/Debt Management 

____ Opening a Bank Account 
 
 
 
____ Taking Medication as Prescribed 

____ Legal Assistance  
 
 
 
 
____ Relapse Prevention 

     ____ None of the Above
What do you think is your biggest or most challenging issue? _____________________________________________ 
Are you interested in maintaining a sober and drug-free lifestyle? ____ Y ____ N ____ Not sure 
What are the relapse triggers you can recognize? _______________________________________________________ 
What are your strengths? __________________________________________________________________________ 
What are your short-term goals? ____________________________________________________________________ 
What are the barriers to your goals? _________________________________________________________________ 
What specific assistance or support would best help you to reach these goals? ________________________________ 
Is there anything else you can tell us about yourself that would assist us in helping you meet your goals? ____________________________________________________________________________________________________________________________________________________________________ 
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Name __________________________                          Today’s Date ___________





      Applicant’s Name

______________________________   ________________   __________________

     Last                                                           First


Middle

Social Security # ___________ ____ ________ DOB _____/___/_______

___________________________________________________________________

Last Permanent Home Address

___________________  ___________________________  ___________________

City



State of Louisiana


Zip Code

Home Phone ________________     Cell Phone____________________

Do you have a valid Driver’s License or State ID?  ID/DL#  ____________________

What is your ethnicity?                       ( ) American Indian or Alaskan Native

( ) Asian                                              ( ) Hawaiian Native or other Pacific Islander

( ) Black or African American             ( ) White                 ( ) Not specified
Married ( )                                  Divorced ( )                                                   Single ( )




        Spouse/Parent Name

__________________     ___________________     _____________________

     Last


First




Middle

__________________________________________________________________

Spouse/Parent Address if different from above

_________________    ____________________     ______________________

City


       State                                     Zip Code

____ _____- ______                             ______ __________- _______________

Home Telephone #                                     Cell #

Whom should we contact in case of an emergency?


Name: ___________________________  
Relation: _______________  
Tel: ____ - ____ - _____ 

Name: __________________________  
Relation: _______________  
Tel: ____ - ____ - _____ 
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Name __________________________                          Today’s Date ___________





       Current Source of Income?
Are you currently employed ( ) Yes  No ( )

If yes, by whom and for how long?  _______________________________________

____________________________________________________________________

OTHER TYPE OF INCOME SS     SSI      SSDI   VA   Other ___________
How much is your monthly income?
Where is monthly check currently sent?__________________________
Living Situation

[  ]  In places not meant for habitation, cars, park, etc.
[  ]  In a shelter


[  ]  In transitional or supportive housing

[  ]  Currently inpatient hospital

[  ]  Being evicted from a private dwelling 

[  ]  Is being discharged within a week from an institution 

Previous Housing

List previous addresses where you have resided including shelters:

Person overseeing the house:  ___________________________________________

Contact #: ____________________________

____________________________________________________________________

Address:

 _____________________      _____________                      ___________________

City                                           State 
                                 Zip Code





Education History


What is the highest level of education you completed? _______________________

Do you have a high school diploma or GED ( ) Yes  ( ) NO

Have you completed any Vocational/Technical School Programs ( ) Yes  ( ) NO

If Yes, what skills have you been certified or received a diploma for?  _____________

____________________________________________________________________
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        Medical History

Do you have any medical conditions that we need to be aware of?  Yes ( )  ( ) NO 

If yes, please explain the nature of the condition?  __________________________

__________________________________________________________________

__________________________________________________________________

Are you currently taking any medication?  Yes ( )  ( ) No

If yes, what medications are you currently taking? __________________________
__________________________________________________________________

__________________________________________________________________

Are you allergic to any medications?  Yes ( )  ( ) No   
If yes, list all medications.  _____________________________________________

2. What kind of medical problems (physical) have you been or are you being treated for? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. What kind of psychological problems (emotional) have you been or are you being treated for? 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
4. Have you ever considered suicide? ____Y ____ N If so, how long ago ____, Did you have a Plan? ____ Y ____ N 
5. If you answered yes to question #4, did you seek counseling or get help at that time? __ Y __ N  . Are you having any thoughts of harming yourself now? ____ Y ____ N 
(If you answered “yes” to any of the above, were you under the influence at the time? ___Y____ N 

6. Any other medical history or conditions we should know about?

_________________________________________________________________________________________________________________________________________________
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        Criminal Information

Have you ever been incarcerated?  Yes ( )  ( ) NO 

If yes, how long were you incarcerated for?  __________________________

If yes, where were you incarcerated at?  _____________________________
If yes, what was or when is your date of release? __________________________
__________________________________________________________________

List ALL conviction below.  ____________________________________________

__________________________________________________________________

__________________________________________________________________

Have you ever been convicted of a felony?  Yes ( )  ( ) No

Do you have DOC #? ( ) Yes ( ) No   If yes, what’s the #?  ___________________

Are you currently under supervision? ( ) Yes ( ) No
If yes, Probation Officer?  Name/Phone ______________________________





Substance Abuse

Have you ever used drugs and/or alcohol ( ) Yes ( ) No

If yes, when was the last time you used?  _______________________________

If yes, what is your drug(s) of choice?  __________________________________

Have you ever sought treatment for your drug and/or alcohol use?  ( )Yes  ( ) No

If yes, when and where?  _______________________________________

How long was the program?______________ How long were you in the program?____
Attending a day Program?  ( ) Yes   ( )  No     Program _________________________

Physical Disabilities? ___________________________________________________

_____________________________________________________________________
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Substance Abuse (Continued)

Did the program work for you?
Yes ( )  ( ) NO 

What was your reason for leaving?  ______________________________________





       Previous Housing

List all previous addresses where you have resided including shelters:

Person overseeing the house:  ___________________________________________

Contact #: ____________________________

____________________________________________________________________

Address:

 _____________________      _____________                      ___________________

City                                           State 
                                 Zip Code

Person overseeing the house:  _____________________

Contact #:_________________________

  __________________________________________________

Address:

_____________________       ________________________   _________________

City                                              State                                        Zip Code
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Release date verified _____________________________ (Date)

Income Verified __________________________________

Was the applicant accepted into housing?    (  ) Yes      No     (  )

If no, the reason for not accepting

________________________________________________________

________________________________________________________

________________________________________________________

Indiviual and Referring Agency Notified _________________________

House Manager Notified _____________________________________

In case of emergency, please list the following as contact individuals:

1. ___________________________________________________
2. ___________________________________________________

3. ___________________________________________________

Manager Signature

_________________________________________     Date: ______________
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