The Hannah Center, Inc.
212 E. Third Street   .    Marshfield, WI  54449   .    715.387.6300   .     info@hannahcenter.com   .   www.hannahcenter.com
Potential Resident Questionnaire
Last Name___________________________First Name________________________________Middle initial_________                
Date of Birth ____/____/____ City/State of Birth_______                                           __ SS#: __ __ __ - __ __ - __ __ __ __ 

Driver’s License #________________________________Height____________________Current Weight____________
Eye Color________ 




             Natural Hair Color_____
__
_



Current Address  _____________________________ City __________________ State _   __ Zip Code _____________ County_______________  Telephone_____________________How long have you been at this address?___________ 
EDUCATION

	
	Name & Address
	Years Attended
	Major/

Course Concentration
	Degree 

Earned

	High School
	
	
	
	

	College
	
	
	
	

	Post College
	
	
	
	

	Other Education/ Training
	
	
	
	

	
	
	
	
	


EMPLOYMENT

Are you currently employed?     Yes

No
 Dates of Employment







Employer









Phone





Street





City




State/Zip





If not currently employed, please provide your most recent employer’s information below.

Employer









Phone





Street





City




State/Zip





What is your dream job?





























MEDICAL HISTORY
Are you currently pregnant?
Yes
No
If yes, what is your due date? _____/_____/______

Are you currently on ANY medications?
Yes
No


If yes, please complete the following.
Medication








Dosage







Reason taken








Frequency taken




Medication








Dosage







Reason taken








Frequency taken




Medication








Dosage







Reason taken








Frequency taken





Are you currently on any form of birth control?
Yes
No
If yes, what? _______________________________

How long have you been using birth control? ___________________________________________________________

________________________________________________________________________________________________

Please indicate whether you currently or in the past have experienced or complained of the symptoms listed below.  Please be sure to indicate (by circling) whether it is CURRENT or RESOLVED.  You may use the “Comments” section to further explain if needed.

Psychological Symptoms
Mood swings


Current
Resolved
Irritability


Current
Resolved

Anger



Current
Resolved

Aggression


Current
Resolved

Low frustration tolerance
Current
Resolved

Social withdrawal/problems
Current
Resolved

Can’t be in crowds

Current
Resolved
Comments
































Psychological – Social History
ADD/ADHD

Age at Onset______________   Year of Onset ____________   Date diagnosed _____________
Medications prescribed






    Are you still on them?   Yes

No

DEPRESSION/BIPOLAR/MAJOR DEPRESSIVE DISORDER

Age at Onset____________   Year of Onset __________   Date diagnosed ___________
Medications prescribed






    Are you still on them?   Yes

No

Was hospitalization needed?
            Yes        No



EATING DISORDERS
Age at Onset______________   Year of Onset ____________   Date diagnosed _____________


Anorexia_________
Bulimia _________
Medications prescribed






   Are you still on them?   Yes
No

Was hospitalization needed?

Yes
No




ALCOHOL ADDICTION/ABUSE
Age at Onset______________   Year of Onset ____________   

TYPE (please circle):
Childhood
    Adolescence
Adult

Medications prescribed






   Are you still on them?   Yes

No

Was hospitalization needed?

Yes
No




SUBSTANCE ADDICTION/ABUSE
Age at Onset______________   Year of Onset ____________   

TYPE (please circle):
Childhood
    Adolescence
Adult

Medications prescribed






   Are you still on them?   Yes

No

Was hospitalization needed?

Yes
No


EMOTIONAL & BEHAVIORAL HEALTH INFORMATION
Have you ever been sexually abused?
Yes

No

Unsure
Have you ever been physically abused?
Yes

No

Unsure
Have you ever been emotionally abused?
Yes

No

Unsure
Have you ever been neglected?

Yes

No

Unsure
Have you ever had counseling?

Yes

No

If yes, please complete the following.
Start date: _____/_____/_____   End date: _____/_____/_____  Did you discuss any of the above issues?   Yes
  No

Why did you discontinue counseling? _________________________________________________________________
CRIMINAL BACKGROUND

Do you currently have any charges or cases pending against you?
Yes
No
If yes, please explain.
________________________________________________________________________________________________________________________________________________________________________________________________

Are you currently on probation or parole?
Yes
No
  If yes, please explain.
________________________________________________________________________________________________________________________________________________________________________________________________

FAMILY HISTORY AND BACKGROUND
Father’s Name








Phone






Street







City



State/Zip



Mother’s Name







Phone







Street







City



State/Zip



Are these your biological parents? 
Yes
No
 
Do you have a legal guardian? 
Yes
No

Legal Guardian Name







Phone







Street







City



State/Zip



How do they feel about your situation? _______________________________________________________________ 
Have you ever been married?
     Yes
       No
    Are you married?      Yes
    No
          If yes, complete section below.    
Husband’s Name







Phone







Street







City



State/Zip



Are you living separately from your husband?
Yes
No  
Are you legally separated?
Yes
No

Comments___________













Do you have other children?
     
Yes
     No

If so, please list their names and ages:












If not your husband, are the father/fathers of your children involved in your life?     Yes
     No
   

Do you want him/them to be?    Yes       No 

Comments ___________













Who are these children living with if not yourself? ____




     _____________________
If accepted to live at The Hannah Center, do you plan on bringing your child(ren) with you?
Yes
No
If currently pregnant:   Is the father involved in your life?
  Yes
  No
   Do you want him to be?
Yes        No
FAMILY HEALTH HISTORY  Please indicate (by circling) if there is a family history of any of the following:
MEDICAL PROBLEMS

Mental Retardation




Learning Disabilities




Hyperactivity/Attention problems


Speech/Language problems



Seizures










Genetic Disorders




Multiple Sclerosis




Thyroid problems




PSYCHIATRIC PROBLEMS
Depression






Bipolar (Manic Depression)



Anxiety Disorder





Panic Attacks






Suicide







Obsessive Compulsive Disorder


Phobias/Fears






Schizophrenia






Hallucinations






“Nervous Breakdowns”


 

Dissociative Identity Disorder



FUTURE PLANS   
	
	IN ONE YEAR
	IN FIVE YEARS

	Education


	
	

	Employment


	
	

	Living 

Arrangements
	
	

	Marriage


	
	


Do you have any other living arrangement options?

Yes
No
If yes, what? ________________________________________________________________________________________________ 

Are there any other programs available to you?
Yes
No

If yes, what?
________________________________________________________________________________________________
Why do you want to stay at The Hannah Center?

























 

How long do you think you will stay at The Hannah Center? _______________________________________________
What would you like to see happen in your life during and after your stay at The Hannah Center?

________________________________________________________________________________________________
While at The Hannah Center please indicate from the list below, what you are willing to do.

If not working, do at least 5 job searches each week.


_____Willing
_____ Unwilling

Volunteer every week at charity of your choice.



_____Willing
_____ Unwilling  

Do the assigned house chores.





_____ Wiling
_____ Unwilling

Keep your room clean, neat and free of clutter.



_____ Willing
_____ Unwilling

Cook a meal for the house at least once per week.



_____ Willing
_____ Unwilling

If a smoker, take a program on quitting.




_____ Willing
_____ Unwilling  _____ N/A

Sign up for and complete a Prenatal/Birth Class.



_____ Willing
_____ Unwilling  _____ N/A

Attend all doctors’ appointments.





_____ Willing
_____ Unwilling  _____ N/A

Attend all classes the Program Coordinator feels necessary.

_____ Willing
_____ Unwilling

Follow all of The Hannah Center Policies, Rules & Standards.

_____ Willing
_____ Unwilling

Meet with the Program Coordinator as often as she feels necessary.
_____ Willing
_____ Unwilling

Treat all employees, volunteers and other residents with respect.

_____ Willing
_____ Unwilling

I certify that the above information is accurate and complete to the best of my knowledge. I understand that all information is confidential. I also understand that admission or rejection to The Hannah Center is determined by The Hannah Center intake team, and that in special circumstances members of The Hannah Center Board of Directors will be consulted.  Each person is considered on an individual basis, and major consideration is given to how that individual will intermesh with other residents.  I understand that the Program Coordinator and/or The Hannah Center Board of Directors may ask me to leave at anytime they deem necessary.

Signature of potential resident______________________________________________Date_____________________

Inability to handle stress	Current	Resolved


Anxiety			Current	Resolved


Panic attacks			Current	Resolved


Paranoia			Current	Resolved


Hallucinations			Current	Resolved


Personality change		Current	Resolved


Difficulty with change		Current	Resolved








Other Family Medical Problems/Comments:


__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Other Family Psychiatric Problems/Comments:


__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








