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House of Job, Inc 

The House of Job 
P.o. Box 305 


Roanoke Rapids, NC 27870 

800-609-1896 


Residential Program ELIGIBILITY ASSESSMENT FORM 

NAMEi nate; 

Current 
ADDRESSi PHONEj 

SSNj DOB: 

AGE; SEX: RAcE; HAIR COLOR: 

HEIGHT; WEIGHT: EYE COLOR; 

Marital Status: Single Separated Married Divorced (circle one) 

Number of Children (under 18):___ Are you currently pregnant? Yes I No 

Spouse's Name: ______________Address: ___________ 

Home Telephone #: _________ Work Telephone #: _________ 

Emergency Contact: ___________ Telephone #: _________ 

Education: Last Grade Completed___ G.E.D. YeslNo College Degree YeslNo 

Employment History: Currently Employed YeslNo I Last Date ofEmployment:___ 

Current Employer's Name:._________ Length of Employment _____ 

Employer's Address: ________________________ 

Employer's Telephone #: ________ Supervisor's Name: ________ 

Income: Bi-weekly $______ Monthly $______ Annually $_____ 

Current Offense(s):___________ Current Sentence:________ 

Sentencing Judge's Name:_______________________ 

Pending Court Date(s):________________________ 



------------------
---------------------------------------

----------

Attorney's Name: _______________ Telephone #:___________ 

Currently on ProbationlParole: YeslNo Officer's Name: 

ProbationlParole District: 

What is your drug of choice? Please circle aU that apply. 
Alcohol Heroin Non-prescription Methadone 
Other Amphetamines Barbiturates Inhalants 
Other Hallucinogens Benzodiazepine Marijuana / Hashish 
Other Opiates/Synthetics Cocaine 1Crack Methamphetamine 
Other Stimulates Other Tranquilizers Over-the-Counter Drugs 
PCP 
Age of first use: _______ 

Usage: Please circle only one 

Daily 3-6 times per week 1-2 times per week 1-3 times per month 

Route of administration: Please circle all that apply 

Oral Injection Smoking Inhalation 

Date of last use: 


Health Information 
Have you ever been hospitalized for a mental health reason? Yes INo 

Have you ever been prescribed any medications? Yes/No 

Are you currently taking any medications? Yes/No 

Ifyes,what_______________________________________ 

Have you received any substance abuse treatment? Yes/No 

Jfyes, when / where? _______________1_____________ 

Has your substance abuse led to your being incarcerated? Yes/No 

Do you suffer from depression? Yes /No 

Have you ever considered suicide Yes/No 

(ifyes, when?) _____________________________ 

Do you believe you are ready for treatment? Yes INo 

Have you ever received psychological counseling? Yes /No 

Have you been violent as a result of your substance abuse? Yes /No 

Areyou a victim of domestic abuse? Yes INo 



---------------

Do you believe people can change? Yes I No 

Are you tired of being incarcerated? Yes I No 

Do you want to live a different lifestyle? Yes I No 

Do you suffer from a negative self image? Yes INo 

Do you want to participate in the House of Job Recovery program? Yes I No 

Ifyes, why? 

*HOUSE OF JOB STAFF USE ONLY 

Date: House of Job: 

Recommendation: 

Approved:,____________ Disapproved:,_----,___________ 
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