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	APPLICATION FORM                          CONFIDENTIAL

	

	Personal Information

	Family Name:
	First Name:

	Preferred Name:
	Title:
	Date of Birth:

	Address: 
	Phone:

	
	Mobile:

	
	Work:

	
	Email:

	Place of Birth:
	Nationality:

	Occupation:                                             (If a student please explain, i.e. deferred for a year etc.)



	Religion:
	Do you attend church regularly?
	Yes
	
	No
	

	If yes please provide details at the end of the form

	Marital Status:
	Married
	
	Single
	
	Divorced
	
	Widowed
	
	Partner
	

	Place of Birth:
	
	National Insurance Number:
	

	Please give details of any benefits or financial support you are receiving.



	If you have any children please give details below:

	Name:
	Age:
	Briefly describe your relationship with child:

	
	
	


	

	
	

	

	
	

	

	
	

	Please give details of who will look after  your children whilst on the programme:



	Next of Kin

	Name:
	Phone:

	Address:

Postcode:
	Mobile:

	
	Work:

	
	Email:

	

	



	

	Education

	Age education Started:
	
	Age when finished education
	

	Give brief details about whether or not you enjoyed school:





	Were you ever teased or bullied at school? Give brief details:



 

	Briefly list any qualifications you hold including level & grade awarded:






	Personal & Medical History

	Have you ever had counselling, psychotherapy or psychiatry in the past? 
	Yes
	
	No
	

	Please provide  details  (Use a separate sheet if you need to)






	Please complete your therapist's contact details at the end of the application

	Have you ever been hospitalised for emotional /psychological problems? 
	Yes
	
	No
	

	Give details below, including dates and length of hospital stay:




	Have any of your family ever had emotional / psychological problems? 
	Yes
	
	No
	

	Give details below:




	Do you have a history of self-harm? 
	Yes
	
	No
	

	Give details below of how frequently  this occurs or has occurred in the past:





	Have you ever had suicidal tendencies or made an attempt before?
	 Yes
	
	No
	

	Give as much detail as possible of what you planned, including dates:







	Do you smoke? 
	Yes
	
	No
	
	How Many per day?
	

	When did you start smoking?

	Have you ever tried quitting before?
	Yes
	
	No
	

	Please note the programme requires all residents to stop smoking

	Do you drink alcohol regularly?
	Yes
	
	No
	

	What kind of alcohol do you drink, how much & how often? (Please provide as much detail as possible)





	Do you take non-prescribed drugs?
	Yes
	
	No
	

	Please specify what drugs you are taking, their quantity, frequency and how they are administered:





	Have you ever received treatment for drug or alcohol abuse?
	Yes
	
	No
	

	If yes please give details, including dates and length of time 'clean':




	If you have been tested positive for Hepatitis B, Hepatitis C, HIV or Aids , please give details below:



	Please describe your current sleep pattern:



	Please give details of any regular exercise you take:




	Would you describe yourself as a binge eater?
	Yes
	
	No
	

	If yes:
	Please describe your eating habits over one week:





	Do you purge?
	Yes
	
	No
	

	If yes:
	Please describe how often this occurs over one week:





	Would you describe yourself as a non-eater?
	Yes
	
	No
	

	If yes:
	Please describe your eating habits over one week:





	Would you describe yourself as a over eater?
	Yes
	
	No
	

	If yes:
	Please describe your eating habits over one week:





	Have you ever used laxatives please detail below when this started and how frequently you use them:




	If your periods are unusual please give details below:




	Are you currently sexually active? Briefly describe your current sexual behaviour:



	Do you feel comfortable with your sexuality?
	Yes
	
	No
	

	Could you be pregnant?
	Yes
	
	No
	

	Have you been pregnant before?
	Yes
	
	No
	

	Please provide details of any miscarriages, terminations or abortions: Please provide dates (if possible) and details of how far along in your pregnancy this was.






	Family History

	Father’s Name:
	
	Occupation:
	

	Briefly describe your relationship with your father:





	Mother’s Name:
	
	Occupation:
	

	Briefly describe your relationship with your mother:





	Do you have any siblings?
	Yes
	
	No
	

	If yes please provide details: ie. Brother age 13




	Briefly describe your relationship with your siblings:







	If you were not brought up by your biological parents please give details below , including any details of foster carers, step-parents and other relatives: 








	How would you describe your childhood?









	Please circle the following words which describe your feelings or memories of childhood:

	
	
	
	
	

	Happy
	Unhappy
	Lonely
	Caring
	
Strictly disciplined


	
Arguments

	Fears
	Family Death
	Family Break-up
	Single Parent

	
	
	
	
	

	Money Problems
	School Problems
	Ill Health
	Religious
	
Pushed to Achieve


	
	
	
	
	

	
	
	
	
	

	
Over Protected

	Emotional
	Loving
	Legal Problems
	Drugs or Drink

	
	
	
	
	

	
Sexual Abuse

	Sleep Walking
	Physical Abuse
	Nightmares
	Playing Truant

	Present Problems

	Please State in your own words the main issues for which you are seeking help:







	If possible, please indicate the severity of these issues and how they affect your daily life:







	Is  there anything that makes these issues worse?







	Is  there anything that makes these issues better?






	When and how did these issues seem to start?





	Do you have a Social Worker?

	Yes
	
	No
	

	Do you have a Probation Officer?

	Yes
	
	No
	

	Please provide contact details at the end of the application

	Please provide details of why you are in their care, including dates:






	Do you have a criminal record?

	Yes
	
	No
	

	Please provide details including & of criminal convictions received

	Date
	Offence

	
	

	
	

	
	

	
	

	
	

	Do you have any outstanding warrants?

	Yes
	
	No
	

	Do you have any outstanding court appearances?

	Yes
	
	No
	

	Have you been prosecuted for a violent offense?

	Yes
	
	No
	

	If yes to any of the above questions please provide details including dates:







	Please circle any  of the following  which describe your feelings towards yourself:

	
Stupid

	Anxious
	Lonely
	Sad
	Panicky

	
Worthless

	Agitated
	Unconfident
	Incompetent
	Guilty

	
Unattractive

	Confident
	Hostile
	Angry
	Useless

	
Inadequate

	Unassertive
	Obsessive
	Careful
	Tired

	
Depressed

	Worried
	Worn Out
	Humorous
	Attractive

	
Phobic

	
	
	
	

	Current Behaviours

	Please circle any of the following which you feel apply to your current behaviours at the moment:

	
Binging

	Crying
	Out of control
	Anger
	Washing / Cleaning

	
Sleeplessness

	Phobic Reactions
	Self isolating
	Attention seeking
	Promiscuous

	
Worrying

	Not Eating
	Taking drugs
	Under assertive
	Anxiety

	
Can’t talk

	Hygienic
	Drinking
	Self harming
	Work  too hard

	Over Eating
	Tired
	Not bothered
	Depression
	Paranoia

	Is there anything you do too much of?





	Is there anything you do too little of?





	What do you see as your current strengths, gifts and talents?






	What do you see as your weaknesses and areas to work on?





	Feelings

	Briefly list below the feelings you experience most frequently:





	Briefly list below the fears you experience most frequently:





	What are the most Positive feelings you have experienced recently?





	When are you most likely to lose control over the way you feel?





	Describe any situation which makes you calm or relaxed:






	Describe any situation which makes you feel tense:






	Physical Sensations

	Please circle any of the following which occur on a regular basis:

	
	
	
	
	

	
Dizziness

	Bowel Problems
	Blackouts
	Headaches
	Palpitations

	
Flushes

	Breathlessness
	Tingling feelings
	Nausea
	Hearing things

	
Excess sweating

	Fatigue
	Back Pain
	Fainting
	Chest Pain

	
Dry mouth

	Muscle Tension
	Hallucinations
	Numbness
	Twitches

	
Skin Problems

	Tension
	Sleepless
	Dislikes touch
	Trembling

	
Blood Clots

	Epilepsy
	
	
	

	
	
	
	
	

	Thoughts

	Please circle any of the following words that you feel best describe you:

	
	
	
	
	

	
Intelligent

	A nobody
	Inadequate
	Lazy
	Untrustworthy

	
Forgetful

	Confident
	Useless
	Confused
	Worthwhile

	
Evil

	Ugly
	Naïve
	Attractive
	Dishonest

	
Ambitious

	Crazy
	Stupid
	Indecisive
	Sensitive

	Immoral

	Suicidal
	Loyal
	Considerate
	Honest

	
Persevering

	Trustworthy
	Deviant
	Incompetent
	Unattractive

	Worthless
	Undesirable
	Diligent
	Full of Regrets
	Unlovable

	
	
	
	
	

	Are you currently suffering from nightmares or flashbacks?
	Yes
	
	No
	

	If yes, briefly describe how they occur and what effect they have on your day-to-day life:









	Interpersonal Relationships

	Do you make friends easily?
	Yes
	
	No
	

	Do you have anyone you could call yourself accountable to?
	Yes
	
	No
	

	Do you feel relaxed in large social situations?
	Yes
	
	No
	

	Please briefly describe the relationship you have with your current partner:







	Briefly describe your relationship with your children’s father (if different):







	Your Application

	Please put in your own words, why you would like to  come to City Hearts Women’s House:















	If you were not accepted onto the programme what would you do?



















	If your application is successful, where would you like to see yourself going once you have graduated from the programme?  Give as much detail as possible about your hopes, dreams and ideas for the future:























	Referees

	You must give details of two referees we can contact with regards to your application: 
 

	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	


	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	Important Contact Details

	Church Contact Details

	Name of Church Pastoral Leader:

	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	


	Therapist Contact Details

	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	

	

	Social Worker Contact Details

	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	


	Probation Officer Contact Details

	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	


	GP Contact Details

	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	GP Contact Details

	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	Details of other relevant medical professionals

	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:

	

	Name:
	Phone:

	Address:


Postcode:
	Mobile:

	
	Work:

	
	Email:




City Hearts Information Gathering/Sharing Consent Form

	Declaration

	
I give City Hearts Women’s House permission to act on my behalf regarding my benefits, and to acquire any information concerning my medical history from my doctor and information about treatment from other professionals throughout the duration of the programme.

I have completed this application form truthfully, and to the best of my knowledge. I understand that any misleading information could jeopardise my entrance onto the programme or my remaining on it
 

	Signed:
	Print Name:

	Date:
	











Please return your completed form to APPLICATIONS, City Hearts, PO Box 4285, Sheffield, S2 9BE.
15	www.city-hearts.co.uk	
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