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SUPPORT &

Housing -
HAaLTON





Office Locations

Oakville Office

Acton Office

Burlington Office

T.E.A.C.H.
599 Chartwell Rd.
42 Mill St. E.

#302-2349 Fairview St.
#12-348 Bronte St.   
Oakville, ON

Acton, ON

Burlington, ON


Milton, ON

L6J 4A9


L7J 1H2

L7R 2E3

            L9T 5B6
Application Form
Applying for:   □   Supportive Housing      □   Support Only      □   Ready4Life
Preferred Location for Housing:   □  Oakville      □  Burlington      □  Milton      □  Acton      □  Georgetown  
Health Card #: ___________________________ 
Applicant’s Last Name: ____________________________​_ First Name: ____________________________
Telephone #: __________________ Street Address: _______________________________ Apt. #: ______
City: ___________________________ Province: ___________________ Postal Code: _________________
Date of Birth: ______________ __    Gender:    □  Male   □  Female   Marital Status: ___________________

                            (MM/DD/YYYY)  
Source(s) of Income: ______________________, ______________________, _______________________
Total Monthly Amount: $____________________
Referral Agency: __________________________
Referral Contact: __________________________
Referral Telephone: ________________________ Fax: __________________________
Client Contacts
	Contact Person(s)
	Telephone

	Emergency Contact 

Name:
Relationship to Client: 
	

	Family Doctor:


	

	Psychiatrist:


	

	Case Manager/CST:


	

	Other:
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Support Required

Please indicate the level of support required using the scale below:
1 – None               2 – Some               3 – A lot               4 - Unknown
	Type of Support
	Rating
	Type of Support
	Rating

	Hygiene
	
	Money Management
	

	Shopping
	
	Public Transportation
	

	Menu Planning
	
	Social/Recreational
	

	Cooking
	
	Employment/Volunteering
	

	Laundry
	
	Completing Forms
	

	Cleaning
	
	Phone Calls
	

	Supportive Counselling
	
	Support with medication regime 
	

	Crisis Management
	


Other: _________________________________________________________________________________   
_______________________________________________________________________________________    

How often would the applicant like to see a Support Coordinator: □   Weekly  □   bi-weekly  □   Monthly  
                                                                                              □   Unknown  
Please list any long / short term goals the applicant would like support with while in program:

_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
What type of housing would you prefer?

□   Chartwell – Collaborative shared housing with daily support.      

□   Townhouse – Shared townhouse living with support tailored to need.       

□   Single Apartment Unit – Independent living with negotiated levels of Support. 

Medication Reference

	Medication
	Dosage

	
	

	
	

	
	

	
	

	
	


Does the applicant have any Medical Concerns or special needs?:  □   YES    □   NO
(e.g., allergies, asthma, seizures, diabetes, arthritis, physical limitations, Hep. C, HIV, AIDS etc.?)      
Details: ________________________________________________________________________________
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Client History
Status in Canada:  □   Canadian Citizen   □   Landed Immigrant   □   Refugee Claimant

Does applicant have a history of violence that we should be aware of?    □   YES    □   NO
If yes, does this history include incarceration, criminal charges, assault, angry outbursts, etc?
Details: ________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
(Individuals who have had a criminal assault conviction within the past five years cannot be recommended for shared accommodation)
Highest Level of Education: ____________________________
Housing History
What is the applicant’s current living arrangement? 
□  Self                       □  Parents                       □  Children                       
□  Other Family          □  Spouse/ Partner           □  Spouse/ Partner and Others         
□  Non-Family Persons                                                                
Has the applicant ever lived in a rental unit?    □    YES    □    NO
If applicant has never lived in a rental unit please proceed to the next page. 
Has the applicant ever lived in a shared rental housing unit?    □    YES    □    NO
Details: ________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Has the applicant ever been evicted?    □    YES    □    NO
Details: ________________________________________________________________________________
_______________________________________________________________________________________ 

_______________________________________________________________________________________

Clinical Information

Primary Diagnosis: __________________________ Secondary Diagnosis: __________________________
Age at Onset of Mental Illness: __________          Age at First Psychiatric Hospitalization: __________                   

Does applicant have a history of suicidal behaviour/threats?  □    YES    □    NO
Details: ________________________________________________________________________________
_______________________________________________________________________________________
______________________________________________________Last Occurrence: ___________________
Is applicant medication compliant?  □    YES    □    NO                        On a CTO:  □    YES    □    NO
Does applicant have an alcohol dependency?  □    YES    □    NO          Drug dependency?  □    YES    □    NO          
Hospitalization(s) in the past 2 years due to mental health challenges: 

Please provide one of the following reasons: Voluntary, Involuntary, Substance Abuse Related, or Illness Related
Date: _____________________   Length of Stay (days): _________ Reason: ________________________
Date: _____________________   Length of Stay (days): _________ Reason: ________________________
Date: _____________________   Length of Stay (days): _________ Reason: ________________________
	This portion must be signed by a Psychiatrist or Medical Doctor to finalize the application.


· Please note that by signing this application form you are confirming that this applicant has an on-going mental illness as defined in the most recent Diagnostic and Statistical Manual of Mental Disorders.
_____________________________________________________________________________
Name



Title



Telephone Number

_______________________________________________________________________________________

Signature






Date
Forward complete application to:

599 Chartwell Road

Oakville, ON, L6J 4A9

Or by Fax: 905-844-4961
A criminal reference check will be required. 

Applicant Signature: __________________________ Date: ____________________

	Internal Office Use

	Application Received
	Date:
	Initial:



AUTHORIZATION FOR RELEASE OF INFORMATION
Name of Applicant: ____________________________________________________________

Date of Birth: ______________________________________________________________

Address: __________________________________________________________________

Name/ Address of Substitute Decision Maker (if applicable):

___________________________________________________________________________

___________________________________________________________________________

I, __________________________________________________, herby consent to:

a) Information and/or reports being obtained    
(   )

b) Information and/or reports being sent
    
(   )

c)  On-going information being exchanged         
(   )

Between Support & Housing Halton and the following professionals: 

□ Psychiatrist

□ Family Doctor

□ Halton Health Care Services (CST)
□ PACT for Halton

□ North Halton Mental Health Clinic

□ STRIDE
□ Canadian Mental Health Association
□ Grace House

□ Summit Housing & Outreach Programs

□ Community Care Access Centre
□ Bethany Residence 

□ Ontario Works / Ontario Disability Support Program

□ COAST

□ Probation / Parole Officer 
Other(s): ___________________________________________________________________

All information obtained will be kept CONFIDENTIAL between Support & Housing – Halton and the parties specified above. This release will be effective for one year from the date it is signed.

___________________________________    Date: ______________

Signature of Applicant

___________________________________    Date: ______________

Signature of Substitute Decision Maker 

___________________________________    Date: ______________

Signature of Witness

* A copy of this form is available to the person(s) signing this form



( mm / dd / yyyy ) 











599 Chartwell Road, Oakville, ON L6J 4A9      Tel: 905-845-9212     Fax: 905-844-4961     E-Mail: info.shh@haltonhealthworks.ca                                   Website: www.shhalton.org
IN02-11SE09

