
Application for Project Home

Phone #:

DOB: SSN#:

Ethnicity: Gender:

Phone #:

Name:

Address:

Name:

Address:

Yes No

Phone #

Name: Phone #

Name: Phone #

Name: Phone #

Name: Phone #

Name: Phone #

Reason for Referral:

Name Title/Relationship

Agency:

Address:

Yes No

Name of Spouse or Significant Other:

Marital Status:

Current Address:

STATE OF MARYLAND
Department of Human Resources

PROJECT HOME Application

Applicant's Name:

Today's Date:

III.  REFERRAL INFORMATION:

Primary Phone #: Secondary Phone #:

I.  IDENTIFYING INFORMATION:

Legal Guardian:

Primary Phone #: Secondary Phone #:

With Others

Supervised Apt/Group Home

Hospital:

Emergency Contact Information:

Name:

II.  Current Living Situation

Alone

Homeless/Shelter

Referral Source:

Correctional Facility:

Other:

Name Phone #

Fax #
Is the applicant aware of the referral?
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Application for Project Home

SSI TCA
SSDI VA
SS Pension
TDAP Salary

Assets and Expenses:

Checking Account #:

Phone #: Fax #: Policy #:

Yes No

Yes No

Yes No

MA #: MA MCO:

Medicare# Medicare MCO:

Private Health Insurance:

ID#: Phone #:

Primary Care Provider:

Medical Hospitalizations (Facilities, dates of admission and discharge, diagnoses):

Date of last specialty appointment:

List additional specialists on the back of the application

Phone Fax Email

Name Specialty

Address:

Phone Fax Email

Medical Specialist:

Address:

Name

Unemployment:

IV. FINANCIAL INFORMATION:

Sources and Amounts per Month (Please note if pending)

Food Stamps

Bank Name:

Rail Road
Other:

Savings Account #:
Bank Name:

Is the applicant able to manage his/her own funds?:

Life Insurance (Name of Company)
Address:

V.  MEDICAL INFORMATION

Does the applicant have a Representative Payee?:

Does the applicant have a Power of Attorney?:

Current Medical Diagnoses:

Burial Account/Trust (Name of Institutuion)

Date of last medical appointment:
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Application for Project Home

Phone:

Phone:

How often:

Medication Dosage Frequency Purpose

Current ability to take medication:

Comments or other information:

Takes OTC's 
Uses Inappropritately

With Reminders and Supervision
Non-Compliant
Unable to Self Medicate

Self Medicates Independently:
With Physical Assistance

VII. MEDICATION INFORMATION

History of Suicide: Date of last attempt:

Date of last psychiatric appointment:

Date of last therapy appoinment:

Fax Email

Psychiatric Hospitalizations (facilites, dates of admission and discharge, diagnoses):

Phone Fax Email

Address:

VI.  PSYCHIATRIC INFORMATION:
Current Psychiatric Diagnoses:

Psychiatric Provider:

Therapist

Address:

Phone
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Application for Project Home

Address: Phone:

FAX:

Address: Phone:

FAX:

Address: Phone:

FAX:

WORK:

Address: Phone:

FAX:

OTHER:

Address: Phone:

FAX:

Has the applicant ever been convicted?

Is the applicant currently on Parole or Probation?

Is or will the applicant be on condictional release?

Please send or fax this application to:

Address:
City: State: Zip:

Phone: FAX:

Date Received:

Please include all records, documents, etc. that will assist with timely assessment/placement.

The                            County Department of Social Services

Phone FAX

Name

Address

Yes No

Parole or Probation Officer:

Yes No

NoYes

IX.  FORENSIC INVOLVEMENT

Has the applicant ever been arrested?

Case Manager:

Case Manager:

Case Manager:

Case Manager:

SCHOOL:

VIII.  DAY TIME ACTIVITIES

Case Manager:

PRP:

ADULT DAY CENTER:

For Internal Use Only

Comments:

Yes No
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Application for Project Home
Addendum A

STATE OF MARYLAND
Department of Human Resources

Detailed Medical History                                                                                              

Applicant's Name:________________________________

Yes No Condition Medication
Orthopedic Dysfunction
Heart Trouble
Arthritis
Stomach Problems
Incontinence - Urine/Bowel
Diabetes
Skin Problems
Seizure Disorder
Multiple Sclerosis/Parkinsons's
Lung Problems
Allergies
Stroke
Bladder/Kidney Problems
High Blood Pressure
Dementia
Apahsia
Paralysis
Schizophrenia
Bi-polar Disorder
Depression
Anxiety
Affective Disorder
Tardive Dyskinesia
Excessive Weight Loss/Gain
Obesity
Eating Disorders
Dental Problems
Hearing Impaired
Visions Impaired
Organic Brain Syndrome
Sleeping Problems
Suicidal Ideation
Other

For HIV Applicants:
CDC4 Count:

Viral Load

Current Medications



Application for Project Home
Addendum B

_

STATE OF MARYLAND
Department of Human Resources

Chemical Dependency Information                                                                                  

Applicant's Name: ___________________________________________________________________

Substance Date of Last Use Frequency How Used
Alcohol
Amphetamines
Barbituates/Tranquilizers
Codein
Cocaine
Heroin
Inhalants
LSD
Marijuana
Mescaline
Methadone
Morphine
Opium
PCP
Quaaludes
Tobacco
Other
Other

Please give a brief summary of the applicant's history of chemical dependency treatment (type of treatment - AA, 
NA, detox, intensive outpatient, long term inpatient, name of facilities).  Please include dates of admission and 
discharge.



Application for Project Home
Addendum C

STATE OF MARYLAND
Department of Human Resources

Applicant Characteristics                                                                                 

Applicant's Name:

The following questions are useful in identifying the most appropriate housing available for the applicant.

Does the applicant smoke?  How much?  
Does the applicant chew tobacco?  How much?  
Is dangerous smoking behavior present? Explain:
Is the applicant on a special diet? Describe

Does the applicant have allergies?  (Please list)

Does the client have a history of the following (please indicate frequency):

  Never
Last 60 

days
Past 12 
months

Past 2+ 
years Comments

Aggressive/Violent Behavior
Self Abusive Behavior
Suicidal Ideation 
Suicidal Attempts
Fire Setting
Wandering 

Does the applicant prefer:  Private Room Semi Private Room

Activities of Daily Living

Specify needs (0-none needed, 1-reminders, 2-prompting, 3-physical assistance)

None 
Needed Reminders Prompting

Physical 
Assistance Comments

Bathing
Feeding
Dressing
Walking
Transportation 
Budgeting

List any adaptive equipment needed:

Comments: (any issues – pets, children, access to public transportation etc.) 






















