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Grace 1st Transitional Center  (G 1TC) Official Residency Application 
PURPOSE:  Our goal is to provide a stable environment that gives individuals an opportunity to break harmful cycles and build their lives around God, and become a contributing member of society, with residential stability, increased options, skills and strengths, and a greater understanding of their purpose in life.
                           G 1 Daily Priorities to Renew Spirit, Soul and Body 
 1. Daily Personal Prayer time:  _______mn.s (____ - ____)

2. BIBLE STUDY/MEDITATION:______mns. Read:___________________________________
3. Time & HOW I worked or SOUGHT WORK:
4.(2+) pages filled out of  G1  Study book: _____-_____ Liked:_______________________
 5. Today I meditated on this verse:_______________________________________________

6. Describe chores:________________________________________________=_________mn.

7. What R.R. book? Title:___________________________ pgs:_____-_____=______mn.
9. Renewal DVD/CD: TITLE:_______________________________________________________

What I liked/disliked or Qs: __________________________________________________________ VOTC outpatient or 2x/ week counseling AND 1x/mo. or more inner healing sessions are mandatory during phases 1-3. I signed up and am  keeping appointments_______
11. Time I exercized:                                      12. How I Volunteered:     

________________________________________________________________________________________
                                             EVENING & CLASS SCHEDULE
Monday night:  5:30 dinner;  6:30  In-House  Meeting

Tuesday night: Optional: Celebrate recovery and dinner at Neighborhood church at 5:30 pm 

Wednesday night: Class, 6:30-8  at Bethel 

Thursday night:  6:30 Eagle’s Nest worship or Twin View Recovery Group

Friday Evening: 7:00  Bethel Worship service
Saturday: 9:00 am Connect with God at Bethel Healing/ Prayer rooms through meditation, classes and prayer  6pm: Fun night ( if all daily priorities are completed
Sunday: 8:40am Deeper Life Class at Bethel; 10:15 am Service or Class; 
   6 pm: Service

COST:  The program fee is 100./wk. or 400./ mo. This covers an in house phone, utilities, household supplies, tv., counseling, life skills classes,  and internet.  We ask that one month’s program fees be paid up front. Any non-essential monies must be remitted to your deposit fund, to be received upon move out, with any damage/cleaning costs due to any negligence or house abuse covered first.  All residents are required to keep the house and grounds in good shape.
ACCOUNTABILITY:  Residents develop a character of respect, integrity, and humility as you live out  

Grace 1st priorities, Daily Schedule, and House Rules, well as staff directives, in honor.
GUIDELINES:  

A. Commit to six months of Christ focused, clear minded living.

B. Honor house guidelines- yourself, God and others, with meekness, diligence and respect. 
C. Avoid distracting relationships, places, and things. 

D. Agree to allow a search of your possessions/ drug tests at any time, to help everyone.
E. All cash/ earnings go into your deposit account to be returned to you upon leaving.
If you share the priorities and heart of Grace 1st, you are welcome to make official application for admission by signing below.** Your signature denotes that you agree to allow Grace 1st staff to contact your references and run a complete background check. Upon the review of your completed application, and available bed space you will be notified as to results. To contact us, please call Jennie (530)999-1126, Richard (530)710-7042 or Michael (209)735-2786.
Applicant’s Name (PRINT): __________________________________
**Applicant’s Signature: _____________________________________    Date:__________________
Please List Three Personal References: (i.e. neighbors or roommates, preferably unrelated to you)

 1.____________________________How you know them:__________________________________
 Phone #:__________________
2._____________________________How you know them:__________________________________ 
Phone #:__________________
3._____________________________How you know them:__________________________________
 Phone #:__________________

IDENTIFICATION INFORMATION

Please describe your relationship with God, who he is to you, and how you came to know him: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________
Are you currently homeless?      Y         N         If No, Address:___________________________________________________ 
City: ______________________ State: ________ Zip:______________   Phone:__________________________

SS#:_________________________________ Sex: ___________   Citizenship: ___________________________
Age: ________           D.O.B.:______________

Marital Status: _________ 

Living with: ____________________________
Relationship: ___________________________

Spouse’s Name: __________________________Address: ___________________________________________
No. of Children: _________________________        Are you a veteran? ____________________

Two Emergency Contacts/ References: 1. Name: _____________________________________
Phone #:_____________________ 2. Name:________________________________,#_____________________

How do you know them? 1:______________________________ 2: ___________________________________

Please provide a copy of your I.D. or D.L.(Staff received or viewed:____) ,and your SS Card (________)
3 Work References/PPL who have had authority in your life: ____________________________# __________

_________________________________#_____________, _______________________________,#__________

2 Current or former Residential References: LANDLORDS/MANAGERS:
1._________________________________,#______________ Dates rented/ lived there:________-
2._________________________________, #______________ Dates rented/ lived there:________-
Additional Info:
FINANCIAL ASSISTANCE

Please circle the following financial assistance you are currently receiving and the amount per month:

SSI

     
$_______.____


SSDI


$_______.____               G.A.      $______.____
Food Stamps

$_______.____               Other:____________________ $_______._____
If you are unable to pay your program fee who will be your sponsor to insure that it is paid?
___________________________________________________________________________

 PREVIOUS COUNSELING HISTORY
Have you ever gone for counseling?:__________ When?:_______________________________

Where?:_______________________________________________________________________

For what?:_____________________________________________________________________

Are you currently receiving help from another professional?:______ Who?:_________________

Have you ever attempted suicide?:_________ Has anyone in your family?:__________________

Has anyone in your family ever been diagnosed mentally ill?:____________________________
CRIMINAL JUSTICE SYSTEM

Charges Pending:_______________________________________________________________

City:___________________
Judge:____________________  Next hearing date:_____________

Are you on Probation or Parole? (circle one)


Date of Sentencing:______________

Probation Officer:________________________        Phone No. of PO:_____________________

Address of PO:_________________________________________________________________

Terms of Probation/Parole:________________________________________________________

Ever violated?:______________________________________ When?:_____________________

Complete Criminal History:

        Date

 City


       Charge


     Disposition

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Attorney/Public Defender’s Name:____________________________  

Address:______________________________________________________________________

Appointed or Retained (circle one)_________________________________________________

Have you ever been required to register as a sex offender?____________________________

If yes, when was it and what were the charges? (use space provided below)
SUBSTANCE  DEPENDANCE  HISTORY

Check all that you have used and when:

DRUG



USED


    HOW OFTEN
DATE LAST USED



Past (date)
  Present
     (Frequency)

        
Alcahol                         _______________________________________________________________
Marijuana________________________________________________________________________
Hallucinogenic
____________________________________________________________________
Barbiturates______________________________________________________________________
Amphetamine
____________________________________________________________________
Methamphetamine_________________________________________________________________
Heroin____________________________________________________________________________Methadone________________________________________________________________________
Cocacaine                      _______________________________________________________________
Opiates____________________________________________________________________________
Nicotene__________________________________________________________________________
Other?____________________________________________________________________________
Have you used alcohol in the last 7 days?:________ When?:_________ 
Is alcohol your drug of choice?:___________ 
Are you willing to give up cigarettes? ____________ (this addiction opens the ‘door’ to others)
Have you given up cigarettes before?  ________  When?_________ (required before entering G.1)
Have you used cigarettes in the last 7 days?:__________ When?:__________ How many?__________
What is your drug of choice (excluding alcohol)?:_______________________

QUESTIONS:

Do you feel alcohol/drugs are a problem for you?


Y

N

Have you ever been arrested under the influence/high?
            Y

N

Have you ever needed more alcohol/drugs to get the same affect?
Y

N

Has anyone ever complained about your behavior?


Y

N

How old were you when you first noticed your problem?                
______________

Have you ever tried to cut down or stop using alcohol/drugs?

Y

N

When?:__________________________________________________________________
EMPLOYMENT HISTORY
Are you currently employed?________ If yes, where?:_____________________________________

Position/Title:_____________________ Name/Number of Supervisor:_________________________
Address:___________________________________________________________________________
About  YOUR 3 MOST RECENT JOBS:

      Employer

      Address
       Time Frame                  Reason for

          Supervisor’s





           (dates)

             leaving
                  Name  &  Phone #
	
	
	
	
	                               

	
	
	
	
	

	
	
	
	
	


What kind of work are trained to do? ____________________________________________________

What kind of work are you interested in? _________________________________________________

YOUR HEALTH AND MEDICAL INFORMATION
Doctor’s Name: ____________________________________  

Doctor’s Address: ___________________________________________________________________
Doctor’s Phone #: ___________________________ Hospital preference:_______________________
Medical Insurance:
Yes  
or
No              Which one?____________________________
When did you last see a Doctor? __________________  For What? ______________________

Have you ever used needles? ___________   When and for what?________________________
Have you had an HIV test? _____________ When? _____/______/_____ Result:___________

Have you had any other S.T.D. tests? _________ When? ____/____/____ Result?:___________

Treatment history? ______________________________________________________________

Is it possible that you are pregnant?:_________________________________________________

Have you taken any medication in the last year? _______________

What: _____________________________________ When: ____________________________

** Please list all medication you are currently taking:
______________________________________________________________________________

Are you on a special diet? _________________________ If so, what?_______________________
_______________________________________________________________________________
Please list any current allergies or physical complaints/problems:_________________________

Check symptoms you currently have:

_____Allergies


_____Dizziness

_____Upset stomach
     

_____Asthma


_____Insomnia

_____Bleeding

_____Mental Illness

_____Digestive problems
_____Excess fatigue

_____Chronic cough

_____DT’s


_____Depression

_____Dermatitis

_____Rapid weight loss
_____Epilepsy

_____Dental problems
_____VD or Herpes

_____Back problems

_____Diarrhea

_____HIV (AIDS)

_____Hearing loss

_____High blood pressure
_____Liver problems

_____Hepatitis

_____Difficulty breathing
_____Tuberculosis

_____Heart disease

_____Open sores

_____Bone or joint pain
_____Vision problems

_____Constipation

_____Chest pain

_____other

Explain above symptoms: ______________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________

Have you ever been diagnosed with a mental illness? ______ What? __________________________________________________________________________________
When? _________________   What medication was prescribed? _____________________________

 __________________________________________________________________________________
Are you currently taking that/those medication(s)?_________ Why or why not? 
_______________________________________________________________________________

How is that working out for you? 
_______________________________________________________________________________
How did you hear of Grace 1st Transitional Center?_________________________________________
List 3 goals you would like to achieve during your time here:


1)________________________________________________________________________________

2)________________________________________________________________________________

3)________________________________________________________________________________
Any Additional Notes:
* WE REQUIRE A MINIMUM OF 30 DAYS CLEAN OF ALL MIND ALTERING SUBSTANCES, AND 3 DAYS CLEAN OF CIGARETTES BEFORE ENTRY, AS WE ARE AN ADDICTION/ SUBSTANCE DEPENDANCY FREE ZONE, and we support a life of True Love (‘doable’ in the good Spirit of wisdom of Jesus Christ).
WE ARE SEEKING TO SUPPORT AND SERVE THOSE WHO HAVE A DEMONSTRATED LOVE OF GOD AND WILLINGNESS TO GIVE UP EVERY DISTRACTION, COMPLEX, and FEAR IN PURSUIT OF EXCELLENCE AND FULFILLMENT. All sections must be filled out and application signed, in order to process it. Thank you.
All questions and sections must be completed for this application to be processed. Please return your application to Admissions at 2846 West St., Redding, CA 96001 OR call 530-999-1126 with questions.
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