BERGEN COUNTY COMMUNITY ACTION PARTNERSHIP, INC.

Education and Training Center

BRIDGES TO SUCCESS PROGRAM

 APPLICATION
Date: __________     Case Number:___________   Mentoring ____&/or Financial Ed____ 

1. Name: _____________________________________________

2. Address: ___________________________________________

2a.  Mailing Address:  (if different from above)



____________________________________________

3. Phone Number:

Home   (     ) ________________

Work   (    )  ________________


Cell   (    )  __________________

Alternate  (    )  ________________


Name of contact at alternate number: ______________

4. Date of Birth: ___________________   Place of Birth:  _________________

5. Soc. Sec. No.:  _____/_____/_____

6.  Male: ____
Female: _____

Marital Status: __________

7. Ethnicity/Race: _____ White (non-Hispanic)  _____Black (non-Hispanic)

_____ Asian/Pacific Islander
_____ Hispanic _____ Multiple Ethnicity

8. How did you hear about the Program:

_______________________________________________________________________________

_______________________________________________________________________________

Who referred you? _______________
Agency? _______________






9. Have you ever received assistance from the BCCAP Agency?  ____Yes 
___ No

If yes what type: ____________________________________________________
                                                                                                                                

__________________________________________________________________
EMPLOYMENT HISTORY

10.  Present Employer’s Name: _________________________________________

Address: _________________________________________________________

Supervisor: ______________________
Job Title: _____________________

Salary: __________________________
Benefits: ___ yes
___no

Start date: ________________________
End date: _____________________

Most current Pay stubs Attached? 
____ Yes
___ No 

Past Employer’s Name: ____________________________________________

Address: _________________________________________________________

Supervisor: ______________________
Job Title: _____________________

Salary: __________________________
Benefits: ___ yes
___no

Start date: ________________________
End date: _____________________

Reason for leaving: _________________________________________________

11. How many people live in your household?  ______  ( exclude yourself)

Names and ages:  ____________________ Relationship: __________




     ___________________Relationship: __________




     ___________________ Relationship: _________




     ___________________ Relationship: _________




     ___________________ Relationship: _________

12. Please list all household income and the source/ must provide proof: 

	Source


	Amount (please specify if

Weekly, bi-weekly, or monthly)
	Family Member who contributes to this income

	Employer


	
	

	Disability


	
	

	Alimony


	
	

	Child Support


	
	

	SSI


	
	

	Other 


	
	



12a.  List monthly expenses.



Expenses

             

Amount



Rent_______________________________________

Loans or Credit Cards_________________________


Misc.______________________________________





Telephone__________________________________





Childcare___________________________________




Food_______________________________________





Insurance____________________________________




Utilities_____________________________________




13. Do you have a Valid NJ Drivers License?   ______ Yes
     _____ No

   Drivers License attached?

________yes
     _____no

   If no why: ______________________________________________

    Does any other person in your household, age 17 or older,  have a Drivers License? 



______ yes

______  no

14. Do you have points on your Drivers License?  _____  yes     _____  no

15. Does anyone in household presently own a car?   _____ yes   _____  no

16. Are you still presently receiving any form of Public Assistance?  ___ yes    ___  no

17. What form of assistance did you receive? Please state date when case was closed.


______ TANF

_____ EEI

__________ Date Case Closed

18. Do you presently have a checking account?

____ yes 
____ no


Verification attached:



____ yes
____ no


Do you have any type of savings?

____ yes
____ no

19. In addition to car ownership what are your goals if you’re accepted into the program and 

       participate in the grant/ loan of program?


__________________________________________________________


_______________________________________



_______________________________________

20. What kind of Mentoring or support are you expecting from the program?  

      Are you willing to make a commitment to the program? 


____________________________________________________________________


____________________________________________________________________

             ____________________________________________________________________

20a. What would you consider to be  your strength? What keeps you motivated?


____________________________________________________________________


____________________________________________________________________


____________________________________________________________________

Education History


21. Highest Grade Completed: ____________ Name of School: _______________________


      Year: ______
Graduated:  ___ yes
___ no


21a.  Have you had any other training: 
___ yes      ____ no


         School: ___________________

Graduated:   ___________ yes/year   ___no


22. Do you possess any other Certificates or Licenses?  __  yes    __  no


       If so please list: _______________________________________________


School: _________________________ Graduated: ___________________yes/year       __no

Substance Abuse
23. Do you have a substance abuse problem?

___yes

___no  

24. Have you had a substance abuse problem in the past?
___yes
   ___no

     If yes to either of the above, what kind?  (Check all that apply)

___ Narcotics
 
___ Alcohol

___ Inhalants

___ Hallucinogens

___ Nicotine

___ Cannabis

___Crack/Cocaine
 ___ Sedatives/Tranquilizers

Comments: History, frequency of usage and treatments:  ______________________________

____________________________________________________________________________

Criminal/ Driving History


25. Have you ever been convicted of a crime?

____ yes
____no


     If yes, when and why:________________________________________________________


26. Are you on probation?


____yes

____no


27. Are you on Parole?



____yes

____no


28. Do you have any DWI/DUI?


____yes

____no


29. Do you have Fines or Traffic Violations?
____yes

____no


30. Do you have a careless/reckless driving record?  ____yes
             ____no


31.  Do you have any pending charges?

____yes

____no


Comments: ______________________________________________________________

Medical/Mental History


32. Have you had any medical problems in the past six months?
  ____yes
___no


 33. Do you have any diagnosed medical problems?
___yes

___no


 34.  Do you suffer from:____Headaches   
___Dizziness 
    ___TB
___Diabetes


___Heart disease ____ Back Problems
___Asthma
___Emphysema

___Hypertension



  35. Are you presently under physicians care?

____yes
___no


     If yes, give name and explain: ______________________________________________


Describe any emotional problem(s) you are having or had.   (ex/fears, phobias, anxieties, etc)
    


______________________________________________________________________________


______________________________________________________________________________


36. Have you ever been hospitalized for Mental Illness?
____yes
___no

37.Do you often feel sad?



_____yes
___no


Describe: _____________________________________________________________


______________________________________________________________________


38.Have you ever thought of hurting or killing yourself?

___yes

___no


     If yes, explain: _______________________________________________________


     ____________________________________________________________________


39. Have you ever attempted suicide? 
___yes

___no


If yes, how many times?
 ___________________________________________________

Other

Describe any other issues/problems that were not covered in the questions asked.

________________________________________________________________________________________

Client Signature: ______________________

Date:_______________

Case Manager:________________________

Date:________________

Is further evaluation recommended?
___yes

___no 

