Incomplete applications will not be processed.
Office Use Only:                                                                      
Date Recv’d:______________    CB chk:______________    I/A Date:_______________    Interview:________

					

	        		
	Baptist Children’s Homes of North Carolina, Inc.  Family Care Ministry
APPLICATION FOR ADMISSION
PO Box 338  Thomasville, NC 27360
Mills Home in Thomasville:  336-474-1200  Fax 336-475-4110 ~  Kennedy Home in Kinston: 252-522-0811  Fax 252-527-4422
Please answer all questions completely.  All information is kept confidential.

	APPLICANT’S  INFORMATION
	[bookmark: Text4]  DOB:     
	[bookmark: Text5]Age:     

	[bookmark: Text2]Last Name:     
	[bookmark: Text1]First Name:     
	[bookmark: Text3]  Middle Name:     

	[bookmark: Text6]Maiden Name:      
	[bookmark: Text7]Other Names Used:     

	[bookmark: Text8]Address (Street/P.O. Box, City, State, Zip):     


	Home Phone:      

	Work Phone:      

	Cell Phone:      


	[bookmark: Check40][bookmark: Check41]Safe to leave message:  |_| Yes  |_| No
	Safe to leave message:  |_| Yes   |_| No
	Safe to leave message:  |_| Yes   |_| No

	E-mail:      

	Other Cities, Counties, States lived:      

	Safe to leave message:  |_| Yes   |_| No
	

	Social Security Number:      
	Driver’s License or ID #/State:      
	Do you have a Driver's License? |_| Yes |_| No

	
	
	Is your License suspended?         |_| Yes |_| No

	Are you a U.S. Citizen?    |_| Yes     |_| No
	[bookmark: Check42][bookmark: Check43]Are you eligible to work/go to school in the U.S.?   |_| Yes     |_| No

	Are you able to work/go to school at least 30 hours a week?   |_| Yes   |_| No       

	Race: |_| White   |_| African-American   |_| Hispanic   |_| Asian/Pacific Islander   |_| American Indian/Alaskan native   |_| Other:     

	[bookmark: Text11]What languages can you speak?     |_| English      |_| Spanish      |_| French       |_| German      |_| Other:     

	Do you attend Church?   |_| Yes   |_| No
	Church Name:      

	What are your special interests and abilities?      

	Have you ever been a past resident in any program at BCH?   |_| Yes   |_| No
	If yes, when?      

	Person/Resource referring you to BCH:      

	CURRENT RELATIONSHIP STATUS

	|_| Widowed   |_| Never Married   |_| Married   |_| Divorced   |_| Separated   |_| Other - please explain:     
|_| Reconciling - please explain:                                        			

	Please list any support persons in your life:     
	First Name:     
	Middle Initial:     

	 BACKGROUND INFORMATION

	[bookmark: Check9][bookmark: Check10]Have you ever received counseling?                              |_| Yes |_| No
	Comments:      

	Do you think that you could benefit from counseling?  |_| Yes |_| No
	Comments:      

	Have you ever had a psychological evaluation?            |_| Yes |_| No
	Outcome:      

	Have you ever been diagnosed with a mental illness?   |_| Yes |_| No
	If yes, when and what was the diagnosis?      

	Have you ever attempted suicide or had suicidal thoughts?  |_| Yes  |_| No
	If yes, when?      
	What were the circumstances?      

	

	Have you ever been hospitalized for a mental or physical illness?  |_| Yes  |_| No
	If yes, explain:      

	Did you seek or receive treatment related to the suicidal attempt or thoughts?  |_| Yes  |_| No      

	Have you used drugs in the past?           |_| Yes |_| No
	If yes, what substances?      

	If yes, within the last 90 days?               |_| Yes |_| No
	If yes, what substances and how often?      

	Have you had any alcohol in the past?   |_| Yes |_| No
	Comments:      

	If yes, within the last 90 day?                 |_| Yes |_| No
	If yes, how often:      

	Have you ever received treatment (inpatient or outpatient) for substance abuse?     |_| Yes |_| No
	If yes, when?      

	Have you ever been physically or sexually abused?     |_| Yes |_| No
	Comments:      

	What medications are you using?           Please list any allergies you may have, including food allergies:           

	Have you ever been convicted of a crime (Felony/Misdemeanor)?   |_| Yes |_| No
	If yes, explain:      

	Are there any outstanding warrants, tickets, or pending criminal charges against you?     |_| Yes |_| No
	If yes, explain:      

	Are you on probation?  |_| Yes |_| No
	If yes, explain:      

	CHILDREN'S INFORMATION
*Please check here if you are currently pregnant:  |_|  Yes

	1. Child’s Name:      
	DOB:      
	AGE:      

	
Medical Conditions:      
	Sex: |_| Male   |_| Female
	Ethnicity:      
	Grade:                                                      

	Father’s Name:      
	Custody: |_| Joint  |_| Sole(Mother)  |_| Sole (Father) 

	What are the child custody/visitation arrangements? (if any):      

	Has this child ever received counseling?                     |_| Yes |_| No
	Comments:      

	Has he/she ever had a psychological evaluation?        |_| Yes |_| No
	Outcome:      

	Has he/she ever been physically or sexually abused?  |_| Yes |_| No
	Comments:      

	What medications is he/she on?          Please list any allergies, including food allergies:           

	What hospitalizations has he/she had?      

	2. Child’s Name:      
	DOB:      
	AGE:      

	Medical Conditions:      
	Sex: |_| Male   |_| Female
	Ethnicity:      
	Grade:                                                      

	Father’s Name:      
	Custody: |_| Joint  |_| Sole(Mother)  |_| Sole (Father)

	What are the child custody/visitation arrangements? (if any):      

	Has this child ever received counseling?                     |_| Yes |_| No
	Comments:      

	Has he/she ever had a psychological evaluation?        |_| Yes |_| No
	Outcome:      

	Has he/she ever been physically or sexually abused?  |_| Yes |_| No
	Comments:      

	What medications is he/she on?           Please list any allergies, including food allergies:           

	What hospitalizations has he/she had?      

	3. Child’s Name:      
	DOB:      
	AGE:      

	Medical Conditions:      
	Sex: |_| Male   |_| Female
	Ethnicity:      
	Grade:                                                      

	Father’s Name:      
	Custody: |_| Joint  |_| Sole(Mother)  |_| Sole (Father)

	What are the child custody/visitation arrangements? (if any):      

	Has this child ever received counseling?                     |_| Yes |_| No
	Comments:      

	Has he/she ever had a psychological evaluation?        |_| Yes |_| No
	Outcome:      

	Has he/she ever been physically or sexually abused?  |_| Yes |_| No
	Comments:      

	What medications is he/she on?           Please list any allergies, including food allergies:           

	What hospitalizations has he/she had?      

	4. Child’s Name:      
	DOB:      
	AGE:      

	Medical Conditions:      
	Sex: |_| Male   |_| Female
	Ethnicity:      
	Grade:                                                      

	Father’s Name:      
	Custody: |_| Joint  |_| Sole(Mother)  |_| Sole (Father)

	What are the child custody/visitation arrangements? (if any):      

	Has this child ever received counseling?                     |_| Yes |_| No
	Comments:      

	Has he/she ever had a psychological evaluation?        |_| Yes |_| No
	Outcome:      

	Has he/she ever been physically or sexually abused?  |_| Yes |_| No
	Comments:      

	What medications is he/she on?           Please list any allergies, including food allergies:           

	What hospitalizations has he/she had?      

	PARENT AND CHILD STATUS

	Are you pregnant? 			          |_| Yes |_| No
	If yes, due date:       

	Do you have any children not listed?                       |_| Yes |_| No   
	If yes, explain:      

	Does CPS have custody of any of your children?    |_| Yes |_| No
	If yes, explain:      

	Are you or have you been involved with CPS?        |_| Yes |_| No
	If yes, explain:      

	Describe your children’s personality and behavior:      

	Describe your relationship with your children:      

	Other comments about your children:      

	LIST Last PREVIOUS ADDRESS  

	Complete Address:
	Dates:
	Reason for moving:

	1.      
	     
	     

	LIST 3 or 4 CHARACTER REFERENCES   (Only use one family member and one friend.  Please include probation officers, CPS workers, case managers, and/or counselors who you have current contact with.  Others may include coworkers, landlords, etc.)

	Name:
	Relationship:
	Phone:
	Name:
	Relationship:
	Phone:

	1.      
	     
	     
	2.      
	     
	     

	3.      
	     
	     
	4.      
	     
	     

	EDUCATION

	Grade in School Completed:      
	Do you have a H.S. Diploma or GED?  |_| Yes  |_| No       

	Describe any  job training or education you have completed:      

	Are you currently enrolled in an education program?           |_| Yes  |_| No
	If yes, where:      

	[bookmark: Check24][bookmark: Check25]Have you ever received a loan for educational purposes?     |_| Yes  |_| No
	If yes, please list:      

	[bookmark: Check26][bookmark: Check27]Are you in default on any of these loans listed?                    |_| Yes  |_| No
	If yes, please explain:      





Rev. 7.25	1                                     	FCM 1B

	WORK HISTORY    (List employment beginning with most recent.) 

	1. Business Name: 
	Address:
	Phone:
	Supervisor:
	Dates Employed:

	     
	     
	     
	     
	     

	Position(s) Held:
	Hourly Wage:
	Monthly Pay:
	Reason for Leaving:

	     
	     
	     
	     

	2. Business Name:
	Address:
	Phone:
	Supervisor:
	Dates Employed:

	     
	     
	     
	     
	     

	Position(s) Held:
	Hourly Wage:
	Monthly Pay:
	Reason for Leaving:

	     
	     
	     
	     

	TRANSPORTATION

	[bookmark: Check28][bookmark: Check29]Do you have a car?   |_| Yes  |_| No
	Year Model:      
	Make:      
	Model:      
	Color:      

	License Plate #:     
	Insurance Co.:      
	Value:$     
	Running Condition:     

	If you do not have a car, what are your plans for transportation?      

	Explain your family’s current circumstances and your needs.      

	

	

	

	



	What do you want to accomplish by moving to Family Care?      	

	

	

	

	


THE INFORMATION CONTAINED IN THIS APPLICATION IS CORRECT TO THE BEST OF MY KNOWLEDGE.  I UNDERSTAND THAT MAKING FALSE STATEMENTS OR BEING UNTRUTHFUL AT ANY TIME WILL RESULT IN TERMINATION OF BCH SERVICES.
	     
	
[bookmark: Text36]               



Client/Applicant Signature									Date    

 Once this application is submitted, the Family Care Ministry Intake Coordinator will be contacting you and working through the intake process.  Through that process, it will be determined if residence at BCH is appropriate for you and your family.        




FAMILY CARE MINISTRY RESIDENTIAL PROGRAM
Admissions Checklist for Applicant

Copies of the following documentation are required prior to admission to the Family Care Ministry.  An appointment is set after receipt of a completed application.  Bringing the following with you to your intake appointment will speed up the process should you be accepted into our Program:

__________	Birth Certificates for each family member
__________	Social Security Card for each family member
__________	Immunization Records for each child
__________	GED Certificate/High School Diploma/College Transcript or Diploma*
__________	Current Driver’s License or State Picture ID
__________	Automobile Insurance Certificate
__________	Automobile Registration Number
__________	Divorce Decree *
__________	Restraining Order *
__________	Documentation of negative TB test within last 60 days for each adult
Following completed before or at placement in the Family Care Ministry at BCH:
__________	Criminal Background Check for family members age 14 years and up
__________	Application 
__________	Admission Profile
__________	Drug Screen Results
__________	Plan of Service
__________	Residential Agreement
__________	Grievance Policy
__________	Money Management Agreement
__________	Transportation/Medical Emergency Consent
__________	Consent for Pictures
__________	Counseling Agreement
__________	Adolescent Agreement*
* If applicable






