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11400 Irvine Road, Winchester, Kentucky 40391
Phone: 859-806-4297 Email: info@ladyveteransconnect.org

To our Honored Lady Veteran:

Thank you for your interest in Lady Veterans Connect’s transitional housing program. We look
forward to learning more about you and your goals while participating in our programs. This
information will be valuable to Lady Veterans Connect (LVC) in ensuring that your needs are
met.

Enclosed, you will find additional information regarding our program and expectations.
After reviewing the information, please do not hesitate to ask any questions you may have.
Now, let us get you settled into your room and take a tour of Anna’s House.

With gratitude for your service to our country.

Phyllis Abbott

Executive Director
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Date:

Contact and General Information:

First Name: MI: Last Name:
Have you ever been known by another name? Yes: No: , if so, what?
Age: DOB: SSN: Phone:

Race: Asian African-American Caucasian Hispanic Native-American Other

*Circle all that apply
Most Current Address: Street: City: State:  Zip Code:

Marital Status: Single  Never Married __ Divorced: __ Widowed: __ Significant Other:

Emergency Contacts:
Name: Relationship: Phone: Email:

Address: Street: City: State: ZipCode:
Name: Relationship: Phone: Email:

Address: Street: City: State: ZipCode:
Military History:
Branch of Service: Dates: From: To: DD-214:

Additional Information:
Do you smoke? Use any drugs?
Have you had the COVID vaccine? , if so, provide a copy of your card. Had COVID?

Have you tested positive for any form of Hepatitis or HIV:



If s0, are you currently being tested?

Have you been treated, or are you in need of treatment for the following? (Circle all that apply)
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Mental Health Counseling/Treatment Diagnosis: Yes:
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Alcohol abuse
Development Disability
Domestic Violence
Drug Abuse
HIV-AIDS

Mental illness
Physical Disability
Other (please specify)

Are you presently using alcohol?

Any drugs? If using any drugs, please list:

When were you last treated?:

No:

Where were you last treated?:
Prescribed Medications:

Have you ever attempted suicide?:

Have you experienced PTSD: If so, describe:

Have you experienced Military Sexual Trauma (MST): If so, describe:

Are you presently being treated by the VA or a private provider for any medical issues?:

Disclose the following health/personal information:

<+ All health/personal information:




% All health/personal information relating to the following treatment or condition:

% My health/personal information covering the period from

{date)

%+ If you do not have VA healthcare benefits, explain?:

{date) to

Miscellaneous:

Have you been homeless for at least one year? Yes:
If not, how many times have you been homeless in the past (3) years?:
Where did you sleep last night?:

How long have you been sleeping in last night’s residence?:

In the past thirty (30) days what has been your must current living situation (circle one)?
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Deseribe the Circumstances that led to homelessness:

Domestic Violence Sifuation

Emergency Shelter

Hospital

Jail/Prison

Living with relatives or friends

None-housing (bus station, car, park, street, etc.)
Psychiatric Facility

Rental Housing

Substance Abuse Treatment Facility
Transitional Housing for homeless persons
Other (specify):

Children:



e Do you have minor children? Yes: _ No:

o Do you have custody or visitation rights? Yes: ___ No:__
e Children’s names, ages, and gender:
» Name: Age: Gender:
# Name: Age: Gender:
Other:
%+ Do you have z service animal: if so, reason:

<+ Do you have a living will or healthcare directive? If so, please identify contact
person for this information in case of an emergency:

+ Are you currently employed: Yes:  No:

What do you hope to achieve by participating in this program?:

How did you hear about Lady Veterans Connect?:

Understanding:

To the best of my knowledge, T believe that all the information contained in this application is
true and complete. 1 understand that if I knowingly made any false statement this may disqualify
me from being eligible for the program. T agree the staff of LVC can check the accuracy of the
information in this application by doing a background check or check public records if they
choose. | understand that this application is not a guarantee that I will be accepted in the program
provided by LVC.

I further understand that the first thirty (30) days will be a trial period, and that if I fail to follow
the house rules and participate in designated programs and counseling, I will no longer be
eligible to participate in the program and will vacate the premises.

If accepted, I agree to fully participate in the programs and counseling offered by Lady Veterans
Connect.



Financial Disclaimer:

1 understand that the information provided will be used only to determine my responsibility for
financial costs of housing at LVC. I understand that any documents I provide as proof of status
will be returned. 1 understand that the information provided is subject to verification. I certify
that all information is true and accurate to the best of my knowledge.

Signature: Date:

Approved by: Date:

Lady Veterans Connect

Attach the following:

s A copy of your DD-214
s A copy of your driver’s license or other identification



BACKGROUND VERIFICATION RELEASE FORM

I, hereby authorize Lady Veterans Connect to request and receive any and all background
information about or concerning me, including but not limited to my Criminal History, Social
Security Number Trace, including a consumer report under the Fair Credit Reporting Act, 15
U.8.C. 1681, Driving Record, Employment History from any individual, corporation,
partnership, and Law Enforcement Agency.

Signature:

Date:

Witness:

Date:
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