
1803 N Park Ave               Cell (405) 833-1432     
Shawnee, OK 74804            Office (405) 478-9900 

APPLICATION 

Date: ___________  

Last Name: __________________   First Name: __________________   Middle Initial: _______ 

PERSONAL HISTORY 

How did you hear about us? _____________________________________________________ 

Date of Birth: ___________ Age: ____________ Social Security #:_______________________ 

Do you have any of the following? (Check all that apply) 

Birth Certificate Social Security Card State ID 

Driver's License CDL       
CDIB Card  

  Veteran ID Card 

Current marital status:  Single Married Divorced 

Do you have any children?   Yes No 

If yes, what are their names and ages? 

Name  Age  Gender 
______________________________________________   __________    _____________ 
______________________________________________   __________    _____________ 
______________________________________________   __________    _____________ 
______________________________________________   __________    _____________ 

Do you pay child support? Yes No     If yes, how much? ___________________  

What are your usual living arrangements?  _____________________________________________________ 

Father’s Name: ___________________________________________________    Age: ________ 
Mother’s Name: ___________________________________________________    Age: ________   
Sibling’s Names: __________________________________________________     Age: ________ 

 __________________________________________________   Age: ________ 
 __________________________________________________     Age: ________ 
  __________________________________________________   Age: ________ 
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Religious Affiliation: ________________________________________________________________ 

Personal Testimony, if applicable: _____________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________ 

EDUCATIONAL / VOCATIONAL EXPERIENCE 

What is the highest level of education you have received? __________________________________ 

Do you have any special training or trade?  Yes No   

If yes, list below: __________________________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________
________________________________________________________________________________ 

Current/Most Recent Employers and Positions 
  Employer   Position   Date 

____________________________    ______________________________   __________ 
____________________________    ______________________________   __________ 
____________________________    ______________________________   __________ 
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Medical History (Check all that apply) 
Headaches Nightmares Depression 

Indecisive Loneliness 

Suicidal 

Fainting Dizziness 
Fatigue

Insecurity  

Stomach Issues 

Overly Ambitious 

Insomnia 

Anxiety 

  

No Appetite 

Tremors 

Heart Issues ADHD 
Diabetes 

Epilepsy 

Explain Below if Needed: ________________________________________________________________________ 
____________________________________________________________________________________________
____________________________________________________________________________________________
____________________________________________________________________________________________ 

Are you currently taking any prescribed medication? Yes No 

If yes, please list below: 

  Medication    Dosage   Reason 
____________________________   _____________    ______________________________ 
____________________________   _____________    ______________________________ 
____________________________   _____________    ______________________________ 
____________________________   _____________    ______________________________ 
____________________________   _____________    ______________________________ 

CRIMINAL HISTORY 
Have you ever been charged with a felony or misdemeanor? Yes No 

If yes, Please list ALL charges: 
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_____________________________________________________________________ 

Name and Phone number of Judge or DA if known: 
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________ 
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Is residency at Living Faith Living Sober a condition of any probation, court order or as a requirement to maintain or 
secure a professional license?  Yes  No 
 
If yes, list the entity requiring this of you and their contact information: ________________________________  
 

 

Have you registered or do you have to register as: (Check all that apply) 

Violent Offense Registry  Sexual Offense Registry   Meth Registry 

 

If any, what county(s) do you owe court costs, fines, and restitutions to? 

                                  County                                                                           Amount 
___________________________________________                ____________________________ 

___________________________________________                ____________________________ 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 

1803 N Park Ave                         Cell (405) 833-1432      
Shawnee, OK 74804                     Office (405) 478-9900 
 

SUBSTANCE ABUSE HISTORY 
                  Age     Date 
Substance           First Used         First Used        Frequency            Method Used 
Alcohol         _________      _________      _________                IV         Snort          Smoke         Oral 

Heroin          _________      _________      _________            IV        Snort          Smoke         Oral 

Methadone         _________      _________      _________                IV        Snort          Smoke         Oral 

Suboxone         _________      _________      _________                IV        Snort          Smoke         Oral 

Opioids/Fentanyl        _________      _________      _________                IV        Snort          Smoke         Oral 

Sleeping Pills         _________      _________      _________                IV        Snort          Smoke         Oral 

Valium, Librium, Xanax     _________      _________      _________                IV        Snort          Smoke         Oral 

Cocaine/Crack        _________      _________      _________       IV        Snort          Smoke         Oral 

Crank/Meth                    _________      _________      _________                IV        Snort          Smoke         Oral 

Marijuana                    _________      _________      _________               IV        Snort          Smoke         Oral 

K2                                      _________      _________      _________               IV        Snort          Smoke         Oral 

Kratom          _________      _________      _________       IV        Snort          Smoke         Oral 

Hallucinogens         _________      _________      _________               IV        Snort          Smoke         Oral 

Inhalants         _________      _________      _________               IV        Snort          Smoke         Oral 

PCP          _________      _________      _________               IV        Snort          Smoke         Oral 

Multiple at a Time        _________      _________      _________             IV        Snort          Smoke         Oral 

Other Substances: 
_______________        _________      _________      _________      IV        Snort          Smoke         Oral 

_______________                                                                   IV        Snort          Smoke         Oral 

Drug of choice: ______________________ 
 
Have you ever experienced DT’s?  Yes      No             Drug Overdose? Yes      No  

Where do you usually drink or use drugs? ____________________________________________ 

Do you ever drink or use drugs alone? Yes      No 

Have you ever drunk or used drugs more than you intended?  Yes      No 
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No 

ALCOHOL/DRUG TREATMENT HISTORY 
Have you ever been treated for alcohol/drug abuse? 

If yes, please answer the following questions. 

When? ___________________________________ 

Where? ___________________________________ 

Did you complete the program?  Yes  

Length of Treatment: ________________________ 

Would you be willing to participate in substance abuse counseling, classes, or programs if suggested? 

Yes  No 

I certify that the information provided in this application is complete and accurate to the best of my 
knowledge. 

_____________________________________________        ________________________ 
Signature             Date 
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