LIVING FREE

1401 E |-44 Service Rd iy o el (405) 607-0928
Oklahoma City, OK 73111 A Living Faith Discipleship Ministry www.fdm.org

PROGRAM APPLICATION

PERSONALHISTORY

Date: ODOC #:

Last Name: First Name: Middle Initial:
Date of Birth: Age: Social Security #:

Name of Correctional Facility where you are incarcerated:

Case Manager: Case Manager’s Phone #:

Reason for Incarceration:

History Surrounding the Reason:

Projected Discharge Date:

(Please use your discharge date. If parole is possible, please specify in the “comments” section)

PERSONALRELATIONSHIPS
Current Marital Status: [ Single O Married [ Divorced
Current status of your marriage relationship? [ Excellent [ Good O Fair O Poor

How many times have you been divorced?

In what state & city does your current family live?
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Do you have a girlfriend?

[ Yes

[ No

What if we told you that you cannot date for a year?

Are you willing to abide by this policy?

How many children do you have?

Children’s Names Age Gender
_  Owm OrF
- Om OF
Owm OrF
Cwm [OF
Owm [OF
What are your usual living arrangements? (Check One) [J House [ Apartment
[J Relative ~ [] Homeless
Father’s Name: Father’s Age:
Father’s Occupation:
Father’s Health: [ Excellent [ Good [ Fair [ Poor
Relationship with Father?
Mother’s Name: Mother’s Age:
Mother’s Occupation:
Mother’s Health: 1 Excellent [1Good 1 Fair CIpoor
Relationship with Mother?
Siblings’ Names Age Gender Nature of Relationship
O Excellent O Good Orair
O Excellent [ Good  [OFair
[ Excellent ] Good I Fair
[ Excellent ] Good CJFair
Have you ever been physically, emotionally, or sexually abused by either of your parents? Oy
Have you ever been physically, emotionally, or sexually abused by any of your siblings? Oy
MILITARY EXPERIENCE

Branch of Service:

Type of Discharge:

LFDM 2024

[ Honorable

Length of Service:

[ General

[ Dishonorable

Initial:

[ Parents

OJ Poor
O Poor
[J Poor
[J Poor

CIN
OIN



SPIRITUAL BACKGROUND

Do you consider yourself a Follower of Jesus Christ? Oy ON

If you answered “Yes,” please answer the following questions, on a separate sheet of paper, in paragraph form.

1. When would you say you became a follower of Jesus Christ?

2. Why would you say you became a follower of Jesus Christ?

3. Whatdid you specifically do to become a follower of Jesus Christ?

4. Where were you when you became a follower of Jesus Christ?

5. What is different about your life now that you have become a follower of Jesus Christ?

Do you know your spiritual gifts? Oy N

If yes, what are your spiritual gifts?

PERSONAL INFORMATION

Do you know anyone who has been in our ministry? Oy CIN
If yes, who?

Who recommended you to our ministry?
How did you hear about our ministry?

List your top 3-character strengths?

1.

2.

3.

List your top 3-character weaknesses?

1.

2.

3.

What are 3 specific things you would like to accomplish through this ministry?

1.

2.

3.

What career would you like to pursue when you get out?

What are your favorite snacks?

What is your favorite soft drink?

What is your favorite color?

List your clothes sizes: Pants (Waist x Length) Shirt Shoe

What if we told you that you cannot see your family for one year?
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EDUCATION

What is the highest level of education that you have completed: (Check One)

[0 Elementary ] Middle/Jr. High School 1 High School [JGED

O career Tech Major: # of Credit Hours:
O Associate Degree Major: # of Credit Hours:
O] Bachelor’s Degree Major: # of Credit Hours:
[0 Master’s Degree Major: # of Credit Hours:

List any special career training that you have:

Do you have a learning disability? Oy N If yes, please list

Occupation while incarcerated

Last Employer (Prior to Incarceration)

Length of time you were employed with this employer.

Type of work performed with this employer.

Special Skills or Trade?

MEDICALHISTORY (Check all that apply)

L Headaches Bowel O] Fainting Spells CJ High Blood Pressure
[ Disturbances O Insomnia O Suicidal Thoughts
O Tension O Tremors O High Cholesterol

[ Indecisiveness [ Loss of Pleasure [ Low Blood Pressure
O Epilepsy/Seizures O Feelings of Inferiority 0] Heart Palpitations
[ Loss of Appetite ] Dizziness [J Nightmares

] Alcoholism [J Fatigue ] Depression

[ Drugs [J Panick Attack [ Shy with People

O Loneliness [J can’t Keep a Job [ Stomach Issues

Do you have any chronic medical issues? Oy N If yes, please describe below:

Are you taking any prescription medications? [JY CIN
If yes, please provide the following information:

Medication Name Strength/Dosage How Long Reason Side Effects
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Have you ever been hospitalized? Oy ON If yes, please provide the following information:
Date Hospitalized Hospital (City & State) Reason
Have you ever been diagnosed or treated with a sexually transmitted disease? Oy O N
Have you ever been tested for HIV/AIDS? Oy CIN
If yes, what were the results? [ Positive [ Negative
Do you practice or have you ever practiced a homosexual lifestyle? [ON
MENTAL HEALTHHISTORY
Have you ever been treated for an emotional/mental health disorder? ON
If yes, then:  When? Where?

Diagnosis? Name of Physician
Have you experienced any of the following? (Check all that apply)
Depression [J Past30 Days O Always [J often [J Sometimes
Anxiety [J Past 30 Days [ Always [ Often [J Sometimes
Hallucinations (w/out drugs) [ Past 30 Days O Always [ Often [ Sometimes
Trouble Understanding [J Past 30 Days O Always [ Often [J Sometimes
Memory Problems [ Past30 Days [ Always [ often [J sometimes
Trouble Concentrating [ Past30 Days O Always O often O sometimes
Anger Problems [ Past30 Days O Always O often [ Sometimes
Violent Behavior [J Past 30 Days O Always [ often 0 sometimes
Thoughts of Suicide [] Past 30 Days [ Always [] Often [J Sometimes
Please explain each yes answer below:
Have you ever attempted suicide? Ly LIN If yes, number of attempts?

Have you ever been prescribed medication for any psychological/emotional problem?
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DOMESTIC VIOLENCE/SEXUAL ASSAULT

Have you ever had feelings of uncontrollable rage? Oy ON
Have you ever had thoughts of harming others? OOY [ON
Have you ever had a problem with impulse control? Oy ON
As an adult, have you been involved in fighting? Ovy ON
Have you ever been arrested for violent behavior? OY ON

If you answered "yes" to any of the above, please answer the following questions:

1. Where did the altercation(s) occur?

2. When did the altercation(s) occur?

3. List all the people involved.

4. Didthe altercation(s) involve the use of drugs or alcohol? [ Y N

5. Were you arrested? Oy ON

6. Wereyouincarcerated? [] Y ON How much time did you serve?
Have you ever been accused or convicted of rape or a sexual crime? Oy O N
Have you ever been accused or convicted of domestic violence? Ovy O N
Have you ever had a Victim’s Protective Order against you? Oy O N

If you answered yes to any of the above questions, please explain:

LFDM 2024 6 Initial:



LEGALCRIMINAL RECORD

At what age were you first arrested?

Reason:

Have you been incarcerated in another state? Oy CIN

If yes, where and with what were you charged?

How many times in your life have you been arrested and charged with the following offenses?

Charge Number of Arrests Dates

Public Drunkenness

DUI

DWI

APC

DUS

Shoplifting/Theft

Vandalism

Parole/Probation Violation

Drug Charges

Forgery

Weapons Offense

Larceny

Burglary

Breaking & Entering

Robbery

Assault

Arson

Rape/Sex Related Crimes

Homicide/Manslaughter

Prostitution

Contempt of Court

Disorderly Conduct/Vagrancy

Major Driving Violations

Other:

Have you ever engaged in illegal activities for profit? Oy CIN

If yes, what illegal activities & how long?

On a separate sheet of paper, in 500 words or less, write a full explanation of your legal problems.
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GANG HISTORY

Gang Affiliation: Current Gang Affiliation Status:
Age when you joined: Age when you left:

Reason for joining:
Reason for leaving:
Type of violence with the gang:

SUBSTANCE ABUSE HISTORY
Age Date
Substance First Used First Used Frequency Method Used
Alcohol [ Snort [J Smoke aw [ Oral
Heroin [ snort [J smoke Ow O oral
Methadone [ Ssnort [J Smoke O w [ Oral
Opioids/Fentanyl O snort J smoke O w O oral
Sleeping Pills [ Snort [J smoke Ow [ Oral
Valium, Librium, Xanax O Snort O Smoke O \Y, O Oral
Cocaine/Crack [ snort [J Smoke O w [ oral
Crank/Meth [ snort ] Smoke O w [ oral
Marijuana 3 snort [ smoke Ow O oral
K2 [ snort [J smoke O w [ oral
Kratom [ snort [J smoke O w [ oral
Hallucinogens O snort O smoke O wv O oral
Inhalants [ snort [ Smoke aw [ Oral
PCP [ snort [J smoke Ow [ oral
Have you ever experienced DTs? Oy OnN
Have you ever overdosed on drugs? [JY ON

Where do you usually drink and/or use drugs?

When you weren’t incarcerated, did you usually drink or use drugs alone?
Have you ever drunk or used more drugs than you intended?
Have you ever been treated for alcohol/drug abuse?

When: Where:

How long was the treatment program?

Did you complete the program? Oy ON

Are you willing to participate in substance abuse counseling/classes/program if suggested? Oy ON
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PERSONAL IDENTIFICATION

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

[ Birth Certificate [ Social Security Card [ state ID [ Driver’s License
[ cbL [ cDIB Card [ Veteran Identification Card
[] Real ID

POSTINCARCERATIONREQUIREMENTS

Upon release, will you have supervised probation? Oy ON If yes, how long?
Have you registered as, or do you have to register as any of the following:

[ violent Offender [ sex Offender [ Meth Offender

In what county do you owe court costs, fines, and restitution?

When was your last write up?

What was it for?

What was the reason behind getting the write up?

PROGRAM PARTICIPATION

What programs have you completed while incarcerated?

REFERENCES

Please provide a minimum of 2 Character References explaining your character & why you should be accepted

into Living Free Ministries. The references must come from 2 of the 3 categories below:

1. DOC Chaplain
2. DOC Case Manager
3. DOC Volunteer

*Please have referrers provide their first & last names, title, phone, & email information

*Referrers can mail your reference to Derek Dennis, Living Free Ministries, 1401 E |1-44 Service Rd, OKC, OK 73111

or by email to ddennis@Ilfdm.org
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SIGNATURE

| certify that the information provided in this application

is true and correct to the best of my knowledge.

Signature Date

See last page of application for salvation testimony

(Office Use Only Below This Line)

Date Received Date Reviewed

Interview Date

Accepted: Y N
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Personal Testimony of Salvation
(Must Write this Out for Your Application to be Considered)
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