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Grace 1st Transitional Center  (G 1TC) Official Residency Application 
We are a three stage program that gives people an opportunity to build their lives around knowing God, and become an outstanding member of society, with residential stability, increased options, skills and strengths, and a greater understanding of their true identity and life purpose. This is an application for a third stage position.
                                             EVENING & CLASS SCHEDULE
Monday night:  7:00  Man Alive Men’s Group
Tuesday night:  6:30 Bethel Life Equip Classes
Wednesday night:  Life Equip Class, 6:30-8  at Bethel 

Thursday night:  6:30 Eagle’s Nest worship or Twin View Recovery Group, optional
Friday Evening: 7:00  Bethel Worship service
Saturday: 9:00 am Connect with God at Bethel Healing/ Prayer rooms through meditation, classes and prayer  
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., for stages 1 & 2. Stage 3=300./mo. This covers utilities, household furniture, kitchenware use, tv., books, counseling, life skills classes, and internet.
 DEPOSIT Account:  Non-essential monies go into your G 1 deposit. Funds may be withdrawn for necessities. Your deposit will be returned to you upon move out, with any damage or cleaning costs deducted.  
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:  Stage 1 & 2: Fulfill G 1 daily priorities and fill out an Accountability Diary daily or weekly. Commit to a minimum of 1 month of depending on Christ alone for your peace & joy. Honor house guidelines- yourself, God and others, with meekness, faith and integrity.
We ask that a 600.$ deposit be made, to be returned upon move out cleanliness with no damages.
If you share the heart of Grace 1st, you are welcome to make official application for admission by signing below.** Your signature denotes that you agree to allow us to contact your references and run a background check. To contact us, please call Jennie (530)999-1126. 
Applicant’s Name (PRINT): __________________________________                       Phone #__________________
**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; & how you came to know him): ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Address:______________________________________________
City: ______________________ State: ________ Zip:______________   
SS#:_________________________________ Sex: ___________   Citizenship: _______________________________________________________________________Driver’s Liscence or I.D.#: ________________________ 
Age: ________           D.O.B.:______________

Marital Status: _________ 

Living with: ____________________________

Relationship: ___________________________

Spouse’s Name: ___________________Address: ______________________________
If you have a vehicle, make and model #:_____________________________________
Year:___________ Color: ____________ Liscense #: __________________________
Two Emergency Contacts/ References: 

 1. Name: __________________________________ #_____________________
 2. Name:___________________________________#_____________________

How do you know them? 1:_______________________ 2: _______________________ 
3 Work References or people who have had authority in your life we can contact: (you’ve looked up to and they know you):
__________________________________# _____________
__________________________________#______________ __________________________________,#_____________

2 Current or former Residential References & ADDRESSES with LANDLORDS or MANAGERS’ NAMES:
1._________________________________,#______________ Dates rented/ lived there:__________- _________  Address: __________________________________
2._________________________________, #______________ Dates rented/ lived there:__________ - __________ Address: ____________________________________
 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:________________________________________________________
Are you on Probation or Parole? (circle one)


 

Complete Criminal History:

        Date

 City


       Charge


     Disposition

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


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

If yes, when was it and what were the charges? ______________________________________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________________________________
                                             SUBSTANCE  DEPENDENCE  HISTORY

Please check all that you have used and when:

DRUG



USED


    HOW OFTEN
DATE LAST USED



Past (date)
  Present
     (Frequency)

        
Alcohol                         ___________________________________________________
Marijuana______________________________________________________________
Hallucinogenic__________________________________________________________
Barbituates____________________________________________________________
Amphetamine___________________________________________________________
Methamphetamine_______________________________________________________
Heroin_________________________________________________________________Methadone_____________________________________________________________
Cocaine                      ____________________________________________________
Opiates________________________________________________________________
Nicotene_______________________________________________________________
Seboxin ________________________________________________________________
Other __________________________________________________________________
Have you used alcohol in the last 30 days?:________ When?:_________ 
Have you used cigarettes in the last 30 days?:__________  How many/day?_____
What is your drug of choice (including alcohol)?:_______________________

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


Y

N

                                           EMPLOYMENT HISTORY and CURRENT STATUS
Are you currently employed?________ If yes, where?___________________________
If not, please give the following information from your last place of employment:
Position/ Title:___________________________________ 
Name of  Supervisor:_________________________ Phone #: _____________________
Dates worked there:_______________-________________
Are you looking for work? ________________________________________________
What type?_____________________________________________________________
                                        YOUR HEALTH AND MEDICAL INFORMATION

Doctor’s Name: _________________________ Phone #:_____________________  

Doctor’s Address: ___________________________________________________________________
Hospital preference:___________________________
Have you had an HIV test? _____________ When? _____/______/_____ Result:___________

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

Have you had Stapholococus or MERCA?   Yes      or      No

Treatment history: ______________________________________________________________

 Please list all medication you are currently taking, and why:

_______________________________________________________________________

_______________________________________________________________________

Have you ever been diagnosed with a mental illness? ______ What? _______________________________________________________________________
When? _________________   What medication was prescribed? __________________
 _______________________________________________________________________
Are you currently taking that/those medication(s) as prescribed? _________ 
Why or why not? 
List 3 goals you would like to achieve during your time at Grace 1st:

1)________________________________________________________________________________

2)________________________________________________________________________________

3)________________________________________________________________________________
* WE REQUIRE A MINIMUM OF 30 DAYS CLEAN OF ALL MIND- ALTERING SUBSTANCES, AND 7 DAYS CLEAN OF CIGARETTES BEFORE ENTRY, AS WE ARE AN ADDICTION/ SUBSTANCE DEPENDENCY FREE ZONE.  WE CAN HELP THOSE WHO HAVE DEMONSTRATED THEIR COMMITMENT TO THIS LIFESTYLE AND PROVEN THEIR WILLINGNESS TO GIVE UP EVERY DISTRACTION, DOUBT AND FEAR IN EXCHANGE FOR  EXCELLENCE, HEALING AND PURITY, TO MAINTAIN A SUBSTANCE FREE, exemplary LIFESTYLE.
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. According to your references and responses, we will determine your stage of entry.
Inner healing is key to accessing and maintaining full joy, peace, and self-control in life. Sozo means fullness of freedom and connection to God (Life). Be sure to fill out a Sozo Application so you can get services, asap.
.  
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