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Second Chance Ministries
House of Hope
Return Application To:

706 Longmont
Gillette, WY 82716
307-682-3148
Jeannie Miller, Second Chance Ministries, Director
Jeannie@secondchancegillette.org


House of Hope
Dear Applicant,
Thank you for choosing to apply to the House of Hope in Gillette, WY.  The House of Hope is operated by Second Chance Ministries, a “Christ Centered” reentry organization whose mission is to walk alongside men and women returning from incarceration into our community. The sole focus of the House of Hope is to provide re-entry housing assistance and services to help our clients rebuild their lives on the foundation of God’s Word.

The Houses of Hope Core Values;
· We possess a passionate Love for God.
· We value honesty, perseverance, courage, spiritual growth, and forgiveness based on biblical principles.
· We display courage in adversity.
· We are committed to integrity and accountability at all times.
· We will work to protect and enhance the dignity and self-respect of every person we serve.
· We will be part of the solution, not the problem.

Before you complete this application packet please read through the House of Hope Resident’s Handbook to learn more about the House of Hope. The following checklist will assist you in the application process. Please note that attached to the back of the application are four “Release of Information” forms that must be completed, signed and witnessed by someone who saw you sign the document. Each one is labeled at the top as to whom it applies to. (Disregard if the release does not apply to you).

Each of the following must be completed:

· Fill out completely, and submit to the Director of the house, a House of Hope Resident Application. Please have the referring agency complete their portion of the application to be submitted with your application.
· Submit a copy of your current PSI to Director of the House of Hope.
· Conduct a phone interview with the Director of the house if possible. 
              ** your case worker should be able to assist with this step.

Our focus is to help mentor each resident as they continue their transformation of their spiritual, emotional and physical selves.

Our housing Guidelines and Expectations are built on the assumption that you desire a healthy relationship with your family, people in general, as well as wanting to be a productive member of the community. If this is your desire, we encourage you to begin by writing your personal story. The reason for that is so we can
get to know you.

Please include the following items in your letter:
	*Where were you raised, and what was your family life like at that time?
	*What choices resulted in your incarceration or present situation?
	*What goals for the future? (Example: Job, School, Community Service and Spiritually)
	*Employment Skills?
	*What have you done during your time of incarceration to grow in the areas of spiritual, emotional and physical self?
	*What makes you a good candidate as a resident at the House of Hope?

Also to inform you that if at this time our beds are full, upon acceptance you may be placed on a waiting list. Additionally, we operate on private donations and grants awarded to Second Chance Ministries. If those were to cease, our program could potentially be ended.  Acceptance to our program is not a guarantee of a bed.

House Fees
No deposit will be required to move into the house. Upon employment, house fees to live at the House of Hope will be 25% of your take home pay, plus $50 a month for food. There is a $550 cap for house fees, meaning you will never pay more than that per month to live there. In kind assistance will be provided in the form of transportation, basic clothing needs, hygiene supplies, documentation assistance and work attire until employment is obtained.

Release of information
Due to HIPAA regulations regarding privacy, the House of Hope cannot request a PSI or an ASI from a case manager.  Therefore, each applicant is responsible to sign a release and have their PSI sent to the House of Hope admissions committee as part of the application process.  This applies to the ASI as well, if one has been completed. 

The application committee will not review an application, until the PSI is received.  (This also applies to the ASI if one has been completed).  It is your responsibility to get the PSI and/or ASI from your case manager, counseling professional, or from the court.


Please keep this letter and the Resident’s Handbook for your reference.  


Sincerely,
Jeannie Miller, Executive Director
706 Longmont, Gillette, WY 82716
Phone:  307-682-3148   
Email: Jeannie@secondchancegillette.org 



House of Hope Application

PERSONAL INFORMATION:	Date: ________________      DOC #___________________

Full name: (First) ____________________ (middle) _____________ (last) ____________________

Current Address: (street) ____________________ (town) _______________ (State) _____ (Zip) ________

Date of Birth: __________________ Age: _____ Social Security Number______________________

Please circle one:    Male        Female

Marital Status:___Single ___Married ___Divorced ___ Separated ___Engaged ___Widowed

Phone #________________ other phone #_________________	Are you a Veteran?  Yes/No


Emergency Contact Person (friend or family member)  Name:___________________________
Address: (Street, PO Box)_______________City:_____________________ State:___ Zip:______
Day time phone#_____________  Evening phone #______________ Cell #_________________
Relationship to you__________________ Email address________________________________

Second Contact Person  (friend or family member)  Name:______________________________
Address: (Street, PO Box)_______________City:_____________________ State:___ Zip:______
Day time phone#_____________  Evening phone #______________ Cell #_________________
Relationship to you__________________ Email address________________________________

Family Information:
Mother’s information:
Name:___________________________	City:_________________________State:_______  Zip _________
Phone:____________________
Father’s Information
Name:___________________________City:_________________________	State:_______  Zip _________ Phone:____________________
Spouse’s Information
Name:___________________________City:_________________________	State:_______  Zip _________ Phone:____________________     # of Children______
Period of Incarceration: ______________________________Release date: __________________
Original charge you are currently incarcerated for: ______________________________________
If you are serving on a violation of your original charge, what and when was that violation? _______________________________________________________________________________

Legal Situation:
Current Legal Status:	If yes list State and County
Are you or will you be on probation?	___Yes  ___No    	____________________
Are you or will you be on parole?	___Yes  ___No    	____________________
Are you currently under investigation for anything?	___Yes  ___No    	____________________
Are you currently involved in any type of lawsuit?	___Yes  ___No    	____________________
Are you currently ordered to do community service?  ___Yes  ___No    	____________________
Have you ever been convicted of a sex offense?           ___Yes  ___No    _____________________
Do you currently have any court cases pending? 	___Yes  ___No    	____________________
Pending court dates___________ If yes, when ________________________________________
Probation Officer:  ___________  If yes, Name of Officer________________________________
What county_______________________   Phone number_______________________________

Institution:______________________________	Case Manager/Corrections Agent: 
Name: _______________________________________  Phone # _________________________

Attorney/Public Defender Information (if applicable)
Name:_________________________________________Phone# _________________________

Next Court Date (if applicable) ____________________Where___________________________

ASI will be completed on ____________  or was completed on: _________________________

Physical Health Information:
Medical Needs: Present medical concerns:
__________________________________________________________________________________________
List all physical, mental or emotional health issues?
__________________________________________________________________________________________

Are you currently taking medications? ____Yes____No If yes List medications and dosage
_________________________	_________________________	
_________________________	_________________________
_________________________	_________________________

Do you use tobacco or chew? ____Yes____NO

Special Needs:				      Yes	     No	                          Type
Do you have any type of disability?		____	____	___________________________
Do you require a special diet?			____	____	___________________________
Do you have any medical restrictions?		____	____	___________________________
Do you have any allergies?			____	____	___________________________
Do you have any chronic conditions?		____	____	___________________________
Do you need any other type of special needs?	____	____	___________________________
Explain other type of special need: _________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Chemical Dependency:
Previous or completed treatment program(s): ____Yes____No
If Yes, Name of Treatment Facility: _____________________________________________________________
Graduation  Date:________________________

Educational Background:  Highest level of school completed: ______ 
List all schools, certificates
+  and diplomas: ________________________________________________________

Religious Affiliation: ____________________________________________________________

Financial Responsibilities:
Are you currently required to pay child support?	___Yes  ___No    	____________________
Are you currently behind in child support payments?  ___Yes  ___No    	_____________________
Are you currently required to pay any restitution?	___Yes  ___No    	______________________
Do you currently have any unpaid fines:	___Yes  ___No    	______________________

Income:
Social Security     ____Yes____No	Disability	____Yes____No ____
Retirement          ____ Yes____                                         Other____Yes____No____

                                                                              







HOUSE OF HOPE
Brief Biography

Name: _____________________________________________________________
Write a brief biography of your life, where you were born, how you were raised, criminal history and periods of incarceration, your plans for the future and also include your spiritual experiences. 
Please include why you would be a good candidate for the House of Hope.





























Applicant’s Signature__________________________________Date ___________

Why are you interested in being a part of this Recovery Accountability Home?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

Who has encouraged you to become a part of House of Hope?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

I agree that all information is true and accurate to the best of my knowledge and agree that any inaccuracy found is terms for immediate dismissal. In addition to completing this application, you may need to have a health physical, a urinalysis, and a criminal background check (at your expense).  When the required documents have been completed and returned to House of Hope, the Program Manager and Director will review your application and you will be contacted regarding your acceptance/non-acceptance into House of Hope.  Thank you for your interest in house of Hope and a positive lifestyle choice.  

I authorize House of Hope staff to contact any individuals named in this application.  Also, I authorize House of Hope staff to exchange information with the Board and Acceptance Committee Members regarding application and acceptance.

Signature______________________________________      Date_________________________

Submitted to ___________________________________      Date_________________________
______________________________________________________________________________
______________________________________________________________________________

Do Not Write Below This Line_________________________________________________________________

Committee Decision: ____Accepted____Denied 
I have read and agree to abide by the House of Hope, Guidelines and Expectations Manual and have had the opportunity to ask questions. I understand that any violation of the House of Hope, Guidelines and Expectations, attached hereto, could result in my immediate dismissal from the House of Hope without a financial refund.
Signature: __________________________________	Date:_______________
Program Manager: _____________________________	Date:_______________


Referral Agency – Please have staff complete this section

Name of Referring Agency/Organization ___________________________________________________________
Referral Name and Title_________________________________________________________________________
Phone_______________________________________________________________________________________
Email________________________________________________________________________________________

This section must be completed by referring staff
Does this applicant appear to understand the expectation of House of Hope and the organizations rules?                                  Do they appear to be motivated to follow the rules?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What motivated the applicant to apply for House of Hope?                                                                                                                    __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Does the applicant have behaviors or disciplinary histories that indicate they struggle with group living?                                     Will this applicant have issues getting along with others in shared living situation?                                                                         __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Is there anything about the applicant (positive or negative) that you believe the Board needs to be aware of when considering this applicant for admission to House of Hope?                                                                                                                 ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is the applicant currently eligible for transition (parole, probation, discharge etc.) and if so when is their earliest project date of transition?                                                                                                                                                                                          __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 















RELEASE FORM FOR YOUR PUBLIC DEFENDER/ATTORNEY

Name: (Last)________________________(First)________________________(MI)___________
Phone :(       )________________________ Date of Birth_________________________________

I hereby do give consent and authorize:
Second Chance Ministries/House of Hope		  X_To release information to:  
706 Longmont 
Gillette, WY 82716	  X_To obtain information from:

___________________________________________________________________________
___________________________________________________________________________
Phone: __________________________________   Email:_______________________________
Information can be communicated __x__verbally     __x__written and/or __x__Email

I understand the purpose of this is to facilitate the assessment, treatment planning, and discharge planning regarding the client who has accessed House of Hope for treatment services.  I understand the specific information to be disclosed includes information on the items X below.

__x__Discharge Summary	__x__Chemical Dependency Evaluation
__x__Progress in Treatment/Progress Notes	__x__History
__x__Doctor’s Consult Results and Physical	__x__Treatment Plan/Recommendations
__x__Assessment/Admission Intake	__x__Lab:  Urine Drug Screens
__x__Acknowledgement of Client’s access of service	__x__Other________________________
__x__Psychological/Psychiatric Consults Communication

Effective Date______________    Expiration Date___________unless revoked by me.
NOTE: this authorization, except for action already taken, can be revoked at any time.
*I understand that information in confidential records cannot be released without my written consent unless otherwise provided for in legal statues and judicial orders.  My signature below indicates that I understand the condition of this release and that I give my authorization voluntarily

SIGNATURE: ____________________________________________________________  Date:_________________
Notice: Further discloser of confidential information without the specific written consent of the person to whom it pertains is prohibited by state and federal statutes.
NOTICE TO WHOMEVER DISCLOSURE IS MADE CONCERNING ADDICTION RECORDS:  This information has been disclosed to you from records protected by Federal Confidentiality Rule 42 CFR PART 2.  The Federal Rule prohibits you from making any further discloser of this information unless further discloser is expressly permitted by written consent of the person to whom it pertain or as otherwise permitted by 42 CFR PART 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 

DO NOT WRITE BELOW THIS LINE UNLESS YOU ARE REVOKING THIS RELEASE
 
Revoke this authorization for Release of Information on __________20____ for the above designated person or persons.

Signature_________________________________________________Witness Initials________________________


RELEASE FORM FOR HOUSE OF HOPE PROGRAM MANAGER/ADMISSIONS COMMITTEE

Name: (Last)________________________(First)________________________(MI)___________
Phone:(      )________________________ Date of Birth_________________________________

I hereby do give consent and authorize:
Second Chance Ministries/House of Hope		  X_To release information to:  
706 Longmont 
Gillette, WY 82716	  X_To obtain information from:

___________________________________________________________________________
___________________________________________________________________________
Phone: ____________________________
Information can be communicated __x__verbally     __x__written  and/or __x__Email

I understand the purpose of this is to facilitate the assessment, treatment planning, and discharge planning regarding the client who has accessed House of Hope for treatment services.  I understand the specific information to be disclosed includes information on the items X below.

__x__Discharge Summary	__x__Chemical Dependency Evaluation
__x__Progress in Treatment/Progress Notes	__x__History
__x__Doctor’s Consult Results and Physical	__x__Treatment Plan/Recommendations
__x__Assessment/Admission Intake	__x__Lab:  Urine Drug Screens
__x__Acknowledgement of Client’s access of service	__x__Other________________________
__x__Psychological/Psychiatric Consults Communication

Effective Date______________    Expiration Date___________unless revoked by me.
NOTE: this authorization, except for action already taken, can be revoked at any time.
*I understand that information in confidential records cannot be released without my written consent unless otherwise provided for in legal statues and judicial orders.  My signature below indicates that I understand the condition of this release and that I give my authorization voluntarily

SIGNATURE: ____________________________________________________________  Date:_________________
Notice: Further discloser of confidential information without the specific written consent of the person to whom it pertains is prohibited by state and federal statutes.
NOTICE TO WHOMEVER DISCLOSURE IS MADE CONCERNING ADDICTION RECORDS:  This information has been disclosed to you from records protected by Federal Confidentiality Rule 42 CFR PART 2.  The Federal Rule prohibits you from making any further discloser of this information unless further discloser is expressly permitted by written consent of the person to whom it pertain or as otherwise permitted by 42 CFR PART 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 

DO NOT WRITE BELOW THIS LINE UNLESS YOU ARE REVOKING THIS RELEASE
 
Revoke this authorization for Release of Information on __________20____ for the above designated person or persons.

Signature_________________________________________________Witness Initials________________________


RELEASE FORM FOR YOUR ASI ASSESSOR

Name: (Last)________________________(First)________________________(MI)___________
Phone:(       )________________________ Date of Birth_________________________________

I hereby do give consent and authorize:
Second Chance Ministries/House of Hope		  X_To release information to:  
706 Longmont 
Gillette, WY 82716	  X_To obtain information from:

___________________________________________________________________________
___________________________________________________________________________
Phone:__________________________________   Email:_______________________________
Information can be communicated __x__verbally     __x__written  and/or __x__Email

I understand the purpose of this is to facilitate the assessment, treatment planning, and discharge planning regarding the client who has accessed House of Hope for treatment services.  I understand the specific information to be disclosed includes information on the items X below.

__x__Discharge Summary	__x__Chemical Dependency Evaluation
__x__Progress in Treatment/Progress Notes	__x__History
__x__Doctor’s Consult Results and Physical	__x__Treatment Plan/Recommendations
__x__Assessment/Admission Intake	__x__Lab:  Urine Drug Screens
__x__Acknowledgement of Client’s access of service	__x__Other________________________
__x__Psychological/Psychiatric Consults Communication

Effective Date______________    Expiration Date___________unless revoked by me.
NOTE: this authorization, except for action already taken, can be revoked at any time.
*I understand that information in confidential records cannot be released without my written consent unless otherwise provided for in legal statues and judicial orders.  My signature below indicates that I understand the condition of this release and that I give my authorization voluntarily

SIGNATURE: ____________________________________________________________  Date:_________________
Notice: Further discloser of confidential information without the specific written consent of the person to whom it pertains is prohibited by state and federal statutes.
NOTICE TO WHOMEVER DISCLOSURE IS MADE CONCERNING ADDICTION RECORDS:  This information has been disclosed to you from records protected by Federal Confidentiality Rule 42 CFR PART 2.  The Federal Rule prohibits you from making any further discloser of this information unless further discloser is expressly permitted by written consent of the person to whom it pertain or as otherwise permitted by 42 CFR PART 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 

DO NOT WRITE BELOW THIS LINE UNLESS YOU ARE REVOKING THIS RELEASE
 
Revoke this authorization for Release of Information on __________20____ for the above designated person or persons.

Signature_________________________________________________Witness Initials________________________


RELEASE FORM FOR YOUR SUPERVISING AGENT or CORRECTIONS OFFICER

Name: (Last)________________________(First)________________________(MI)___________
Phone:(      )________________________ Date of Birth_________________________________

I hereby do give consent and authorize:
Second Chance Ministries/House of Hope		  X_To release information to:  
706 Longmont 
Gillette, WY 82716	  X_To obtain information from:

___________________________________________________________________________
___________________________________________________________________________
Phone: __________________________________   Email:_______________________________
Information can be communicated __x__verbally     __x__written and/or __x__Email

I understand the purpose of this is to facilitate the assessment, treatment planning, and discharge planning regarding the client who has accessed House of Hope for treatment services.  I understand the specific information to be disclosed includes information on the items X below.

__x__Discharge Summary	__x__Chemical Dependency Evaluation
__x__Progress in Treatment/Progress Notes	__x__History
__x__Doctor’s Consult Results and Physical	__x__Treatment Plan/Recommendations
__x__Assessment/Admission Intake	__x__Lab:  Urine Drug Screens
__x__Acknowledgement of Client’s access of service	__x__Other________________________
__x__Psychological/Psychiatric Consults Communication

Effective Date______________    Expiration Date___________unless revoked by me.
NOTE: this authorization, except for action already taken, can be revoked at any time.
*I understand that information in confidential records cannot be released without my written consent unless otherwise provided for in legal statues and judicial orders.  My signature below indicates that I understand the condition of this release and that I give my authorization voluntarily

SIGNATURE: ____________________________________________________________  Date:_________________
Notice: Further discloser of confidential information without the specific written consent of the person to whom it pertains is prohibited by state and federal statutes.
NOTICE TO WHOMEVER DISCLOSURE IS MADE CONCERNING ADDICTION RECORDS:  This information has been disclosed to you from records protected by Federal Confidentiality Rule 42 CFR PART 2.  The Federal Rule prohibits you from making any further discloser of this information unless further discloser is expressly permitted by written consent of the person to whom it pertain or as otherwise permitted by 42 CFR PART 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 

DO NOT WRITE BELOW THIS LINE UNLESS YOU ARE REVOKING THIS RELEASE
 
Revoke this authorization for Release of Information on __________20____ for the above designated person or persons.

Signature_________________________________________________Witness Initials________________________
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