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[bookmark: _GoBack]Rehabilitation/Recovery Assistance Application
This application has to be filled out entirely for consideration.  Any missed information or false information will cause immediate denial of assistance. Funds are applied towards admission  fees associated towards Rehabilitation/Recovery service purposes only and are applied as is appropriate or available.  All funds approved are distributed directly to the Rehabilitation/Recovery Agency only. Please be advised that, at their discretion, our review committee may request more information to complete the application review process.  Please email the completed application to application@waynecalm.org . 
Applicant Name: ______________________________________	Date: ____________________________
Address: ___________________________________________     Phone: __________________________
Emergency Contact Name/Phone: _____________________________________________________________________________________
Rehab/Recovery Agency requesting to attend: ______________________________________


Full address of Agency:__________________________________________________________________ 
Phone:_______________________ Has applicant received rehab services previously? ☐Yes      ☐No	
                                                                                                     If yes, Dates: ____________________________
Briefly describe applicant's substance use  history: _________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Describe reason for requesting assistance: __________________________________________________
Total amount requested (not to exceed $1,000): $________________ Funds are awarded only once per applicant.
By signing below, the applicant and the person making the referral are certifying that the applicant is not involved in any other program that would allow funds for such purposes.

Print Name of Person Making Referral: ______________________________Phone: ________________

Signature of Person Making Referral:________________________________  Date:_________________


DISCLAIMER
Upon approval, CALM agrees to release awarded funds in the amount approved, not to exceed $1,000, directly to the Rehabilitation/Recovery Agency.   In other words, the Rehabilitation/Recovery Agency agrees to submit an invoice for admission directly to CALM in order to receive a payment.
 
It is important to CALM that the funds are applied under good stewardship; therefore, CALM asks the Rehabilitation/Recovery Agency to secure a release of information in order to provide CALM with participation updates of the applicant while attending their services.  Rehabilitation/Recovery Agencies that do not comply with this request possibly will affect future consideration. 



(Below is to be completed by the CALM review committee in an expedited manner (as determined by the review committee).
_____________________________________________________________________________________


Date Reviewed: _________________________________ 

Does the Rehabilitation/Recovery Agency meet criteria for application of funds:  _________________

Is applicant a resident of Wayne County:	 ☐Yes	        ☐No 		

Is applicant approved:  ___________________________              

 Amount Approved: $_________________________

If not approved , please document reason:_________________________________________________
 
____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________		

Signature of Review Committee Chair:

________________________________________	________________________________
		Signature						     Date
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