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                                                          Resource Center / Program:  

 FORMCHECKBOX 
 Dearborn North, 2941 S. Gulley, Dearborn, MI 48124 
                (313) 278-3040   

 FORMCHECKBOX 
 Dearborn South, 15200 Mercantile Dr., Dearborn, MI 48120  
(313) 827-0764  

 FORMCHECKBOX 
 WWCRC, 450 S. Venoy, Westland, MI  48185 

    
(734) 261-7530 
 FORMCHECKBOX 
 Detroit, 4700 Beaufait, Detroit, MI  48207                            

(313) 267-9777  
 FORMCHECKBOX 
 Downriver DREAM, 15431 Dix Toledo Rd., Southgate, MI  48195      (734) 552-6860
APPLICATION FOR SERVICES

	Personal Information -

	Name:     
	Date of Birth:     
	Social Security #      

	Gender:   FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female  FORMCHECKBOX 
 Other           
	Cultural Needs:       

	Address:                                          City:                                           Zip Code:       

	Primary Telephone Number:                   FORMCHECKBOX 
 Landline   FORMCHECKBOX 
 Cell
	E-mail:      

	Does the applicant have a legally-appointed Guardian:    FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No                                    Name of Legal Guardian:      
	Phone:      
Fax Number:      

	Email Address of Guardian:      
	

	Address of Legal Guardian:      
	

	Applicant’s current living arrangement:   FORMCHECKBOX 
 Own or Family Home   FORMCHECKBOX 
 SIP Home   FORMCHECKBOX 
 Group Home  FORMCHECKBOX 
 Other

	Name of Caregiver (home):                                                            
	Phone:

	Primary Language spoken/understood by applicant:     
	Veteran status:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Marital status:      

	Insurance Information- what type of medical insurance does the applicant have:

	Medicaid:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Medicare:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
	MiHealth Link (dual)  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	Medicaid Deductible (spenddown):  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No     Amount:      
	Other (specify):      

	Income type (check all that apply)

	 FORMCHECKBOX 
 Supplemental Security Income (SSI)   FORMCHECKBOX 
 SS-DAC (Disabled Adult Child)   FORMCHECKBOX 
 SSDI (Disability Income)

 FORMCHECKBOX 
 Other (specify):      

	Community Mental Health Services Information – services applicant is currently receiving

	Supports Coordination/Case Management Agency:      

	Name of Supports Coordinator/Case Manager:      

	Supports Coordinator/Case Manager Contact:  Phone No:                         Fax Number:          

	email:      
	Referral Source Contact Info:      

	Services you would like to receive from STEP:  FORMCHECKBOX 
 Supports Coordination   FORMCHECKBOX 
 Employment   FORMCHECKBOX 
 Skills Building

	Assessments/IPOS Available for Download from (check all that apply):     FORMCHECKBOX 
 MH-WIN   FORMCHECKBOX 
 ICARE   FORMCHECKBOX 
DASH

STEP Services identified in IPOS:   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No but will be added and authorized prior to start of services

*Note:  STEP does not have access to ARROW, so CLS IPOS must be included with application


	Medical / Psychiatric Information –

	Is proof of diagnosis available:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
	Current DSM diagnosis (list all):      

	Does applicant have any physical, emotional or cognitive restrictions?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No (specify):      

	     

	Are there any chronic health conditions?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   List:      

	Medication Information – Does applicant take any medication during program hours?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Additional Accommodations needed (specify):      


Applicant’s Signature: __________________________________________________ Date:___________
Signature of Person assisting w/application: ________________________________  Date:___________
State ID or Driver’s License will be required to be submitted with this application for proof of identity, and originals of the State ID and Social Security Card must be seen and copied prior to an intake meeting.  Note:  Application must be completed in full.
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