Florida Center for Addictions and Dual Disorders

APPLICATION FOR TREATMENT
Instructions: This form should be completed by the client and the referral representative.  Please provide all information requested.  Please type or print neatly.  Thank you.

Demographic Information
Name:                                                                                               SSN: ________________________ 

    Last                                      First                               Middle

Address:                                                                                            Phone: (      ) ________-____________

                        Street                                                           Apt.
____________________________________________________   DOB: ______-_______-_________                      
City                                  State                               Zip Code
Sex:           Age:           Marital Status:                   Race:                  First Language:

IV user: Y or N

Referral Information

Referring Agency:
Address:                                                                                            Phone: (      ) _________-_____________  

                            Street



apt.


___________________________________________________    County:  




City                                      State                              Zip Code


Agency Contact:                                                                       Title: __________________________________

Applicant’s Statement

This statement should be in the applicant’s own words and handwriting.  The applicant should clearly state their reasons for seeking admission to the Florida Center. (Applicants who cannot write their own statements may dictate their response to the referral representative assisting with the application.)

I certify that all of the information provided in this application is true, accurate, and complete to the best of my knowledge.  I understand that failure to supply all information requested may result in my application to the Florida Center being denied, or in discharge from the program at a later date.  I hereby request admission to the Florida Center for treatment of my substance abuse disorder and mental illness.

_____________________________________



______________________

Applicant’s Signature                                
                          

Date

_____________________________________



______________________

Referral Representative/Credentials                                       

Date
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