THE REVEREND TOMMY BEARDY MEMORIAL
WEE CHE HE WAYO-GAMIK FAMILY TREATMENT CENTRE
Musiorat Dam, Ontario POV 3B0  Ph. {807) 471-2554 - Fax (807) 471-2510

“To strengthen Native Communitics within the Sioux Loolout area by
providing a residentiol program thot will provide support and guidance to
substance abusers and thelr fomilics fo undersiand and overcome their
problems throuph the development of a strong spiriiual base, the
understanding of traditional values and beliefs and the development of
attitudes and skills that will kelp them deal with changes within the

cornuniy. "

PRETREATMENT POLICY
« Application will become invalid 60 days upon receipt and can be

updated within 60 days. If not updated, the application will be null
and vold. _ '

+ Applicant must be substance free for 30 days,

# Failure to be honest or comply with admission policy mey/wili result
in refusal of admission to the Treatment Program,

+ All questions need to be answered by the applicant or with their
referral worker otherwise the application will not be accepted and will
be sent back to the sender. .

® Please do net cross out any of the guestions, if the question does not
apply to you, please write “nil” on the first Hne.

*Note — Referral Workers it is a requirement that you please fill out
application in the presence of the applieants.

APPLICATION FOR ADMISSION

DATE OF APPLICATION:

APPLICANT’S FULL NAME:
CO-APPLICANT'S F'ULL NAME:
REFERRAL’S NAME:
ORGANIZATION:
ADDRESS:
POSTAL CODE:
TELEPHONE NUMBER.:
FAX NUMBER:




REQUEST FOR FATHER’S ADMISSION INFORMATION:

Name of Father

. Date of Birth: :
Health Card #: Band And Treaty #:

S.LN#: Occupation:

Age:

Source of Income:
Present Address:

MEDICAL INFORMATION:

Name of Doctor/Nurse:
Address:

Phone Number:

Fax Number:

CONTACT INFORMATION: IN CASE OF EMERGENCY

Next of Kin: Relationship:

Address:
Phonef:

PERSONAL HISTORY:

1. This section is fo be completed by applicant, please print or write
clearly.
Highest Grade Compieted in School:
Language(s) Spoken:
Language(s) Written:
Language(s) Understood:
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a) I would like to attend treatment for my alcohol & dmg -
substance abuse because...

b} What would I like to learn from this program?

¢) Afier I complete treatment, my plans are (describe). ..

3. Substance Abuse History

Please check the one or all if it applies to your situation,

ALCOHOL DRUGS
Beer/Malt Liguor Magic mushrooms
Vodka Crack/Cocaine
Whiskey Acid/Hallucinogens
Homebrew Marijuana
Rye Cigarettes

| Wine/Coolers | Other

THE REVLIREND TOMMY BEARDY MIMORIAL FAMILY TREATMENT CENTRE
APPLICATION IWOR ADNISSIN
Page 3 0f 12



b) Please list the Tvpes of prescription drugs that you are currently
dependent on.

¢} Please list the type of substance(s) that you have commonly sniffed, if
any. (i.c. gas, plue, markers, hairspray, eic.)

dy When did you first abuse a substance?
Date: Age!
When was the last time:

e) Are vou a: Daily Weekly Monthly user? (Please circle one)

f) How has the abuse of substance(s) affected yoﬁr life?

Spiritually: |

Physically: }

Emotionally: [

Socially:
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g) Give Details of any previous treatment.

Family Memboer

lApprnx. Bate

Insgtitniion

Type of
Deperdency

4. LEGAL HISTORY _
a) Are you on probation? YES

b) Length of Probation:
¢) Ofience Committed:
d) Name of Probation Officer:

1) Upeoming court dates (if applicable).

NO

Court Date

Offence Committed

¥
1

i1) Do you have g history of assaults or acts of violenece in the last 5
vears? ( i.e. family, friends, spouse, children.)

11} Were you orderad by eourt or any other agency 1o seck treatment?
YES / NO (Please circle one) If yes, please explain why. Give details.
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