Application for Center Club
Referral Date


31 Bowker Street, Boston, MA  02114   617-788-1000     617-788-1080 (fax)

Last Name
First Name

Street


City
State
Zip

Home Phone (______) ________________Cell Phone (______)

Email Address
Date of Birth 

Gender (please circle):   F    M
Marital Status (please circle): S    M    W    D   Sep

Number of Children (under 18):
Are they living with you?

If your children do not live with you, do you have scheduled visitations with them?   Yes   No

Ethnicity (please circle):  Afr-Am/Black, Asian, Latino, Nat-Am, White (non-Latino),  
Haitian, Other
Primary Language


Income Source (please circle): Employment (FT, PT), SSI, SSDI, Trans. Assist., VA, Savings, Family, Other

Living Situation (please circle): SRO, Group Home, Supported Housing, with Family, Nursing Home, own Apt., Own House,  
Homeless (Name of Shelter): 


Education (please circle highest level): 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12,  GED, Some College,  Associates  Degree,  Bachelor’s Degree,  Some Graduate School,  Graduate Degree (indicate degree)

Are you working now?   Yes   No  
If yes, where are you working?


Are you in school now?   Yes   No
If yes, what school?


Are you a DMH client?  Yes   No

If you are, please circle the DMH site where you get services:
Cambridge/Somerville Site
Erich Lindemann Site
Massachusetts Mental Health Center
Fuller/ Baycove Site
DMH eligibility pending, 
Other, Out of Area, 
Don’t Know
Name 
Social Security # 

Referred by

Telephone 

Title
=
Agency 

Address 

Reasons for Referral to Center Club:
Education




Employment




Health and Wellness




Housing




Peer Support




Socialization




Other (specify)



Mental Health Providers:

Name/Title
Telephone

Agency/Address

Name/Title
Telephone

Agency/Address

Name/Title
Telephone

Agency/Address

CBFS Provider
Name/Title
Telephone


Agency/Address


Other Service Providers (e.g., MRC, Housing, Probation, etc.):
Name/Title
Telephone


Agency/Address


Name/Title
Telephone


Agency/Address


Name/Title
Telephone


Agency/Address


Name 

Psychiatric:

Diagnosis 

Name of Medication(s)


Dose


Frequency
Most Recent Psychiatric Hospitalization (if any):

Place
Date

Medical:

Non-psychiatric Medical Problems

Name of Medication(s)


Dose


Frequency
(Attach extra sheet if more space is necessary)
Primary Care Physician _______________________________ Telephone 

Provider 

In Case of Emergency:

Name ____________________________________________ Relationship 

Address ___________________________________________ Telephone 

Risk Assessment

This page should be filled out by the applicant together with the referring person.  

Applicant’s Name

Assessment completed by

Situations of Risk (please check all that apply):

Center Club is a rehabilitation program.  We strive to promote peer support and independence.  
This is the reason why Center Club is not a staff intensive program.  We want to be a welcoming program for all adults experiencing a psychiatric disability.  We believe that a person should have the chance to move on towards rehabilitation even if they have had very difficult experiences in the past.  At the same time it is important that the whole clubhouse community feel safe at the club.  We depend on each member being able to interact with others in a way that fosters a feeling of safety for all.

Past problem (date)

Current problem

____Aggressive/assaultive behavior
________________

________________
____Homicidal behavior
________________

________________
____Problematic sexual behavior
________________

________________
____Involvement with the criminal
________________

________________

justice system.
If the applicant has had a past or a current problem with any of the behaviors listed above, or if the applicant has a current or past involvement with the criminal justice system, please attach a written account of the problematic behaviors or involvement with the criminal justice system (include contact information for probation or parole officers).
Center Club is a rehabilitation program and not a clinical program.  And yet occasions arise when it is helpful for us to know some things about a person’s experiences that may put them at risk.
Other Situations of Risk 
Past problem (date)
Current problem
____Auditory/visual hallucinations
________________

________________
____Suicidal ideation/attempt
________________

________________

____Substance abuse (specify)
________________

________________
Medical Issues (specify)


Comments:

Applicant’s Signature
Service Provider’s Signature
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