Application
Alternative Living Centers
206 First Street
Pittsfield, MA  01201



First Name  			     Last Name ____________________ Date _______
Age: ___________   Date of Birth 			 

Marital Status         Single: ___Married: ___Widowed:___ Divorced: ___ Separated: ___
Children: Yes__ No__ Names and ages: _____________________________________________
______________________________________________________________________________
Current Address ________________________ City____________ State____ Zip______
Emergency contact: ________________ Phone ______________relationship: _______________
How did you find out about ALC? __________________________________________________
Who referred you? 					  Phone 			

Background
Are you an alcoholic? Yes: ___ No: ___   Are you an addict? Yes ___ No ___ 
How long has your alcoholism or addiction been a struggle for you? ______________________
Have you been able to achieve any clean & sober time? Yes ___ No ___   How long? _______ 
How did you do it?  ______________________________________________________________
Who and/or what has been the biggest support for your recovery? ______________________________________________________________________________
What goals would you like to achieve while here? ______________________________________________________________________________
Are you participating in a 12 Step Recovery program? Yes ___ No ___
If not, are you willing to learn and participate in a 12 Step Recovery program? 
Yes ___ No ___ “I’m not sure”_____
______________________________________________________________________________

[bookmark: _GoBack]Vocational/Financial 
Are you able to work? Yes ___ No ___
What kind of work do you do or skills do you have? ______________________________________________________________________________
Are you willing to accept any type of employment? Yes ___ No ___ Unsure ____
If you are unable to work, do you have a disability? Yes ___ No ___
Do you receive any of the following?
Food stamps: Y ____ N ____     Amount _______
SS ______ SSI ______ SSDI ______ Amount ______ 
Do you receive financial support from your family? Y ____ N ____    Amount __________
Do you have any other sources of income? Y ____ N ____ Amount________


Medical/Mental Health
Health Insurance Provider__________________________________________________
Do you have any known Allergies?					
Do you have any medical or mental health issues that you want us to know about? Yes ___ No__ ______________________________________________________________________________
Do you have a Physician? Yes ___ No__ 
Name & Location___________________________________________ Phone _______________
Do you have a counselor or mental health provider? Yes ___ No__
Name & Location___________________________________________ Phone _______________
What medications do you take? ____________________________________________________
Legal 
Do you have any current legal issues or pending court dates?  If yes explain: ______________________________________________________________________________
Are you currently on Parole or Probation? Y ___ N ___ if yes, please explain: ______________________________________________________________________________
Is there anything else you would like us to know about you?
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Thank you for taking the time to fill out this application!
Paul Supranowicz-Founder: (413)446-6311                              Lloyd Johnston-Residential Coordinator: (413) 822-9588

