Harbor of Hope Consulting
Resident Intake Form
Please complete all sections below. This information is used to determine eligibility, support needs, and placement suitability within the Harbor of Hope Structured Independent Living Program.
1. Applicant Information
Full Name: ____________________________________________
Date of Birth: ________________________________________
Phone Number: ________________________________________
Email Address: ________________________________________
Current Address: ______________________________________
Emergency Contact Name & Phone: ________________________
Veteran Status: □ Yes  □ No
Driver’s License/ID Number: _____________________________
2. Referral Information
Referral Source/Agency: _________________________________
Case Manager Name: ____________________________________
Case Manager Phone/Email: ______________________________
Funding Source (if applicable): _________________________
3. Housing & Program Needs
Reason for Seeking Placement: ___________________________
Current Living Situation: _______________________________
Desired Move-In Date: __________________________________
Length of Stay Requested: _______________________________
Do you have income? □ Yes  □ No
Monthly Income Amount: _________________________________
Are you employed? □ Yes  □ No
Do you require transportation assistance? □ Yes  □ No
4. Medical & Support Information
Primary Physician: _____________________________________
Current Medications: ___________________________________
Any Mental Health Diagnoses or Support Needs: ___________
Substance Abuse History/Treatment: ______________________
Any Physical Limitations: _______________________________
Allergies: _____________________________________________
5. Program Expectations
I understand Harbor of Hope is a structured independent living program and not a licensed medical facility.
I agree to follow all house rules and maintain respectful behavior toward staff and residents.
I understand the following Harbor of Hope Consulting program fees:
• Standard Program Fee: $800.00 per month ($26.00 per day).
• Emergency Placement Fee: $45.00 per day with a 7-day minimum stay.
I understand program fees, residency terms, and payment responsibilities will be discussed prior to move-in.

Applicant Signature: ____________________________________
Date: _________________________________________________

Staff Use Only
Intake Completed By: ___________________________________
Date of Intake: ________________________________________
Placement Approved: □ Yes  □ No
Move-In Date: _________________________________________




