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PATHWAYS
HOMELESS YOUTH APPLICATION

Date:  _______________
Name:  _____________________________  Phone #:  ___________________________
Age:  ____  Date of Birth:  _____________  Social Security Number:  _______________
Gender:  Male ___ Female___ Transgender _____
Race:  _______________________  Language of choice: _________________________

Current Address:  _________________________________________________________
How long have you lived at the present address?  ________________________________
Name of Facility (if applicable):  _____________________________________________
Who referred you to the Pathways program?  ___________________________________
Please list prior placements:  ________________________________________________

Custody:  Mother___  Father___  Agency  (please describe)  _______________________  Other  (please describe) ___________________  N/A___  (over the age of 18)
Date custody granted:  ______________    
Have you ever been in state custody, if so, when and where?  ______________________  ________________________________________________________________________

Have you had any involvement with law enforcement?  Yes___ No___
If yes, please explain charges, and include dates: ________________________________ ________________________________________________________________________________________________________________________________________________
Are you on probation?  Yes___ No___

School you are presently attending:  __________________________________________
Last grade complete:  ___  
Do you have your GED?  Yes___ No___  Diploma?  Yes___ No___  
If you are not currently enrolled in school or a GED program, would you be willing to enroll and complete a program?  Yes___ No___
What career do you wish to pursue after completing an educational program?  _________
________________________________________________________________________
Name of employer:  ____________________  Address:  __________________________
Phone number of employer:  _______________  Supervisor name:  _________________
How long have you been employed here?  ____________  What is the salary?  ________
Do you have medical Insurance?  Yes___ No___  
Do you receive food stamps?  Yes___  No___
Do you have a valid Drivers License?  Yes___ No___
Do you have a valid State ID?  Yes___ No___
Do you have your original Birth Certificate?  Yes___ No___
Do you have your original Social Security Card?  Yes___ No___
Allergies to food/medication/materials:  _______________________________________
Current medical problems:  _________________________________________________
Current medications?  _____________________________________________________

Please list your family members:
Biological mother:  _________________  Address:  _____________________________
Biological father:  __________________  Address:  _____________________________
Stepfather:  _______________________  Address:  ______________________________
Stepmother:  ______________________  Address:  ______________________________
Maternal Grandparents:  ___________________________________________________
Paternal Grandparents:  ____________________________________________________
Starting with the oldest, please list names and ages of all siblings:
Name:  ______________________________  Age:  __________
Name:  ______________________________  Age:  __________
Name:  ______________________________  Age:  __________
Name:  ______________________________  Age:  __________
Name:  ______________________________  Age:  __________
Name:  ______________________________  Age:  __________

Special adults or other supports in your life – please include their relationship to you:  ________________________________________________________________________________________________________________________________________________
Emergency contact - Name:  ______________________  Relationship:  _____________  Emergency contact phone numbers:  __________________________

What are some of your favorite things to do?  ___________________________________  ________________________________________________________________________________________________________________________________________________What are some of your strengths?  ____________________________________________
________________________________________________________________________________________________________________________________________________What are some of the things you need help with?  _______________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What goals have you set for yourself?  ________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________Tell us about how you plan to utilize this program to move toward future goals?  _______  
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What do you think the most difficult part of independent living would be for you?  _____  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
In your own words, tell us about how you ended up in need of transitional living?  _____  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________
What alternatives do you have if not accepted into the Pathways program?  ___________  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________
Please write a brief history of yourself.   _______________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________

Please list three personal references – NO RELATIVES PLEASE
Name:  __________________  Relationship:  ______________  Phone #  ____________
Name:  __________________  Relationship:  ______________  Phone #  ____________
Name:  __________________  Relationship:  ______________  Phone #  ____________

[bookmark: _GoBack]Please  the referral email address of Pathways@cornerstonesofcare.org.

Destiny Jackson, MSP
Director of Transitional Living Programs KCK/MO/Wichita, KS

COC Pathways
300 E. 36th St
Kansas City, M O 64111
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