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__________________________________________________ 

Skyway House 
 Application Application Application Application    

Please print.  All information is confidential and is used only to determine your eligibility for our program. 

 

Level of care:     Residential                 residential for women with children  

 

                                   Alcohol and drug-free housing   outpatient 

 

     
Name: ________________________________________________________Today’s Date: ________ 
 Last   First   Middle Initial 

 

Address:____________________________________________________Telephone:____________ 
 

 

City/State/Zip:______________________________________________CDC#_______________  

 

Birth date: ______/_______/ ________ Age: __________ Sex: M_______ F_______ 

 

Are You A U.S. Resident? Yes No   Social Security #: _______ - ______ -_______ 

 

Education: (highest grade completed) _________   Literate? Yes No 

 

Occupation: _________________________________ Income: _____________ Per: ___________ 

 

Employer: ____________________________________Work Phone: _______________________ 

 

Marital Status: _______Single _______Married ________ Divorced 

 

Spouse/Significant Other: ___________________________ Occupation: _______________ 

 

Address: __________________________________ Telephone: _____________________ 

 

# of Children: __________ Ages: ______________________ Pregnant? Yes No 

 

Children’s Names: __________________________________________________________________ 

 

Guardianship/Custody Of Children: (Please Explain) _______________________________________ 

 

______________________________________________________________________________________ 

 

CPS Involvement ? Yes  No            CPS Worker: ________________________________ 

 

CPS Worker’s Telephone: _________________________ 

 

Prior Treatment: 

 
Have You Ever Been In An Inpatient, Residential, Or Outpatient Alcohol/Drug Program? Yes No 

 

 

Name of Facility                    Date Entered            Date Completed or Reason for Leaving 

 

________________________________  ________________  ___________________________________ 

 

________________________________  ________________  ___________________________________ 
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Have You Ever Attended 12- Step Meetings? Yes No     If Yes, Please Explain Experience:  

 

___________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________   

 

What Can Skyway House Offer You? 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

Do You Think You Are An:  Alcoholic?   Addict?  Alcoholic/Addict? 

 

 

 

Substance Abuse: (start with most recent) 

 

 

Substance: _________________ How Used: _______________ Frequency: _____________ 

 
Quantity Used At A Time: _______________ Age Of First Use: __________ Date Of Last Use: _____________ 

 

 What Stopped You Using? _____________________________________________________________ 

 

 

Other Substance Used: ____________ How Used: ____________Frequency:__________ 

 
Quantity Used At A Time:  ________________ Age First Use: ___________ Date Last Use:  __________________ 

 

 

Other Substance Used: ____________ How Used: ___________Frequency: __________ 

 
Quantity Used At A Time: ________________ Age First Use: ___________ Date Last Use: ___________________ 

 

 

Legal: 

 
During the last 3 years have you been or are you now convicted of a crime that is alcohol or drug related?  

Yes  No                                                                                                                                                                                                                                                                                                                                                                                                                 

 
During the last 3 years have you been or are you now convicted of a crime that is NOT alcohol or drug related?   

Yes No 

 

Do you currently have charges pending in a court of law?   Yes No 

If yes, please list what the charges are and whether they are misdemeanor or felony charges 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

Criminal History: (Please List any and all felony convictions, date, and charges)  

 

_____________________________________________________________________________________ 

 

Attorney Name and Phone Number: _______________________________________________ 

 

Probation/Parole Officer: ______________________________________________________  

 

Are you a participant of Drug Court?  Yes No  

Are you a participant of Prop36? Yes No  

  

Counselor’s name and phone # ____________________________________________________ 
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Upcoming Court Appearances And Stage Of Legal Process: _____________________ 

 

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 

 

If Incarcerated, What Is Your Expected Release Date? ___________________________ 

 

 

 

Emergency Contact: 

 

Name: ___________________________________________ Phone: ____________________________ 

 

Address: __________________________________________ City/Zip: _______________________ 

 

Relationship To You: _______________________________________________________________ 

 

 

Medical: 

 

Do you know or have you ever had a mental health diagnosis? Yes No 

 

If yes, please give diagnosis, details, and/or treatment plan: ________________________________ 

 

 _____________________________________________________________________________________ 

 

Primary Physician: ________________________ Phone: ________________________ 

 

Please list any prescribed and/or over-the-counter medications taken  

presently: 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

Do you have any medical conditions that would affect your stay in Skyway House? 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

History of suicidal/ Homicidal Behavior: _________________________________________ 

 

Suicidal Ideation: (please explain)  ____________________________________________________ 

 

______________________________________________________________________________________ 

 

Are you currently on Medi-cal? _____Yes _____No   

 

Do you have health insurance? _____yes _____ No 

 

TB Test Completed On: _________________ Results: ___________ 

 

Head Lice Check Completed On: ________________ Results: __________________  

 

 

Funding: 

 

Referring Agency: _________________________________________________________________ 

 

Funding Source/ Agency: _________________________________________________________ 
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Funding Contact Name: ___________________________________________________________ 

 

Address: ______________________________________City/ST/ Zip: _______________________ 

 

Phone: ________________________________________ 

 

 

Client Statements: 

 

 

How do you feel about your use of alcohol and drugs? _________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

What was your last experience with alcohol and drugs like? ____________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

 

I understand that any omissions, deletions or false information provided in this application 

may be cause of dismissal from the Skyway House program and /or denial of this 

application. 

 

 

Applicant Signature: ______________________________________ Date: __________________ 

 

 

 

 

Staff Use Only: 

 

In custody?  yes   No     What county? __________________ 

 

 Accepted   Arrival Date: ____________________ Arrival Time: _____________________ 

 

 Placed on waiting list Reason: ________________________________________________ 

 

 Application Denied            Reason: ________________________________________________ 

 

 

Additional Comments: ______________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

______________________________________________________________________________________ 

 

Staff Member: ______________________________________   Date: ______________________ 

 

 

 

 


