
CHELSEA STREET FOUNDATION

   APPLICATION
3066 South State Street   Salt Lake City,  Utah 84115                              Phone: 801-261-

CLIENT: TODAY'S DATE: ENTRY DATE:

Date of Last  Incarceration: Date Released:

CHARGE(s): 

JUDGE: PO / NAME: PHONE:

DOB: AGE: SEX: SSN:

RESIDENCE: PHONE NO: 

MARITAL STATUS:  SPOUSE/OTHER:   NUMBER OF CHILDREN:

RELATIONSHIP STATUS:

PERSONAL REFERENCES: ADDRESS                            PHONE: RELATIONSHIP:

FAMILY NAMES: SEX AGE RESIDENCE:

EDUCATION
HOW FAR DID YOU GET IN SCHOOL?

WHERE DID YOU GO TO SCHOOL?

EMPLOYMENT/SKILLS:

    FORMER EMPLOYMENT
1.

2.

3.
4.

HAVE YOU BEEN IN THE YES BRANCH: DATES  IN/OUT:
MILITARY? If so fill out: NO

BENEFITS: CONFIRMED DATE:



      CHEMICAL DEPENDENCE HISTORY
CHEMICAL/DRUG FIRST TIME USED LAST TIME USED AMOUNT           METHOD

NICOTINE (SMOKE)

ALCOHOL

MARIJUANA

COCAINE

HEROIN

METH

HALLUCINOGENS

OVER THE COUNTER

OTHER

OTHER

OTHER

DID YOU EVER THINK THAT YOU USED DRUGS TOO MUCH? YES NO

HAS ANYONE IN YOUR FAMILY EVER SAID THAT YOU HAVE USED DRUGS TOO MUCH? YES NO

HAS A FRIEND, A DOCTOR, OR ANYONE ELSE EVER SAID THAT YOU USE DRUGS TO MUCH? YES NO

HAVE YOU EVER SHARED NEEDLES? YES NO

WERE YOU EVER ARRESTED OR BUSTED FOR SELLING DRUGS? YES NO

HAVE DRUGS EVER CAUSED PROBLEMS FOR YOU? YES NO

  IF "YES" WHAT KIND OF PROBLEMS? YES NO

WHY DO YOU USE DRUGS?

WHAT IS THE LONGEST PERIOD THAT YOU HAVE BEEN DRUG FREE

    SINCE YOU FIRST BEGAN USING?



PRIOR CHEMICAL DEPENDENCE TREATMENT
HAVE YOU BEEN IN TREATMENT BEFORE YES OR NO   IF YES FILL OUT BELOW:

PROGRAM DATE REASON FOR BEING THERE AND LEAVING:

HOW LONG WERE YOU CLEAN AFTER TREATMENT?

           MENTAL HEALTH HISTORY
DO YOU HAVE ANY MENTAL HEALTH PROBLEMS? YES NO

   IF YES EXPLAIN:

HAVE YOU EVER TRIED TO COMMIT SUICIDE? YES NO

   IF YES EXPLAIN:

      MENTAL HEALTH-MISCELLANEOUS
MENTAL RETARDATION:

HAVE YOU EVER BEEN ABUSED:

TELL ME ABOUT YOUR FAMILY:



DO YOU TAKE MEDICATIONS FOR MENTAL HEALTH? YES NO

IF YES WHAT?

HAVE YOU EVER HAD MENTAL HEALTH TREATMENT BEFORE? YES NO

IF YES FILL OUT BELOW:

TREATMENT FACILITIES/INSTITUTIONS: DATE: REASON FOR BEING THERE AND LEAVING:

MEDICAL ISSUES
DO YOU HAVE ANY MEDICAL PROBLEMS? YES NO

IF YES EXPLAIN:

HAVE YOU EVER HAD A HEAD INJURY? YES NO

IF YES EXPLAIN:

DO YOU TAKE ANY MEDICATION: YES NO

IF YES WHAT?

LAST  HEPATITIS (C.) TEST DATE: YES NO

LAST TUBERCULOSIS (T.B.) TEST DATE: YES NO

HAVE YOU BEEN TESTED FOR HIV/AID TEST DATE: YES NO



CRIMINAL HISTORY
HAVE YOU BEEN TO PRISON BEFORE? YES NO

IF YES EXPLAIN:  

HOW MANY TIMES HAVE THE POLICE ARRESTED YOU?

PRIOR FELONIES:

PRIOR MISDEMEANORS: 

PENDING WARRANTS:

PENDING CHARGES:

HAVE YOU EVER BEEN CHARGED WITH A DUI: YES NO

IF YES EXPLAIN:

HAVE YOU EVER COMMITTED A DOMESTIC VIOLENCE CRIME: YES NO

IF YES EXPLAIN:

HAVE YOU EVER COMMITTED A SEX CRIME: YES NO

IF YES EXPLAIN:

HAVE YOU EVER  COMMITTED A VIOLENT CRIME: YES NO

IF YES EXPLAIN:

HAS THE COURT ORDERED A PRE-SENTENCE REPORT

  TO BE DO NE ON YOU? YES NO



PERSONAL HISTORY

WRITE OUT A BRIEF HISTORY OF YOUR LIFE (KEEP IT SIMPLE):

PROGRAM FUNDING: 

  DO YOU HAVE THE FIRST (1ST) MONTHS RENT OR DO YOU HAVE SOMEONE TO HELP YOU WITH IT?

EXPLAIN:

DO NOT WRITE BELOW NOTES:

TREATMENT RECOMMENDATIONS:

1.

2.

3.

4.

5.

6.

7.


