
Family Care Application Packet  
 

 
Family Care Application  

Return completed application to: 
Family Care Ministry 

PO Box 145 
Galt, MO 64641-0145 

Or email:  familycare@showmekids.org 

Office Use Only:  

Date Recv'd:   CB chk:  I/A Date:   Interview:  

Please answer all questions completely. All information is kept confidential.  

A blank page is provided for additional space & information. Incomplete applications will not be processed.  

APPLICANT'S INFORMATION  

DOB:________________  Age:________  SSN:____________________  

Last Name:_____________________ First Name:_____________________Middle Name:___________________    

Maiden Name:_____________________ Other Names Used:______________________________________________

Address:_________________________________________________________________________________________

Cell Phone:____________________ Work Phone:______________________Other Phone:______________________ 

Cell: Safe to leave message Yes/No   Work: Safe to leave message Yes/No  Other: Safe to leave message Yes/No

E-mail:_______________________________________ Safe to leave message: Yes/No      

Do you have a Driver's License? Yes/No

Is your License suspended? Yes/No DL#/State____________________________________________________

Other Cities, Countries, States lived Drivers License____________________________________________________ 

Are you a U.S. Citizen? Yes/No  Race White/African-American/Hispanic/Other _____________ 

 
Are you eligible to work/go to school in the U.S.? Yes/No  

What languages can you speak? English Spanish French German Other _______________ 

 

Are you able to work/go to school at least 30 hrs/week? Yes/No  

Do you attend Church? Yes/No  If so, Church Name, City, & State: _____________________________________________ 

What are your special interests/abilities? ____________________________________________________________________ 

_______________________________________________________________________________________________________ 

Have you ever received assistance from a shelter or transitional living program? Yes/No  

If yes, name and address of facility:______________________________________________________________________ 



 

CURRENT RELATIONSHIP STATUS  

Current Relationship Status: Single, never married/Married but Separated/Widow/Divorced/other(please explain) 
__________________________________________________________________________________________ 

 
How did you hear about Family Care? _____________________________________________________________________  

Current Spouse/Partner/Child(rens) Father Last Name, First Name, Middle Initial:  

______________________________________________________________________________________________________ 

Spouse/Partner/Child(rens) Father Employer/Source of Income:  

______________________________________________________________________________________________________ 

Length of time in relationship:_____________________________________________________________________________ 

Describe your relationship with your spouse/partner/child(rens) father:  

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________  

LIST PREVIOUS MARRIAGES:_____________________________________________________________________________  

WHO DO YOU FEEL IS PART OF YOUR SUPPORT SYSTEM? ___________________________________________________ 

_______________________________________________________________________________________________________ 

Describe your relationship with your parents: _______________________________________________________________  

Describe your relationship with siblings &/or family members:__________________________________________________ 

BACKGROUND INFORMATION  

What medications are you currently on & for what? ___________________________________________________________ 

What medications have you taken in the past 90 days? ________________________________________________________ 

Will you continue to take any medications? If so, for how long? ________________________________________________ 

Have you ever received counseling? Yes/No  Comments:__________________________________________________  

Have you ever had a psychological evaluation? Yes/No   If so, outcome?____________________________ 

Have you ever attempted suicide or had suicidal thoughts? Yes/No  

If yes, when? __________________________________ 

What were the circumstances? _______________________________________________________________  

Did you seek to receive treatment related to the suicidal attempts or thoughts? Yes/No  



 

Have you consumed alcohol in the past? Yes/ No  Most recent date?_____________  

Amount consumed?_____________________ 

 

Do you think that you could benefit from counseling? Yes/No  Comments: _________________________________  

Have you ever been diagnosed with a mental illness? Yes/No  

If yes, when and what was the diagnosis? ____________________________________________________________ 

Have you ever been hospitalized for a mental or physical illness? Yes/No 

If yes, explain ____________________________________________________________________________________ 

Have you used drugs in the past? Yes/No  

If yes, what substances? ___________________________________________________________________________ 

When was the last time you used? ___________________________________________________________________ 

Have you ever received treatment (inpatient or outpatient) for substance abuse? Yes/No  

 

If yes, within the last 90 days? Yes/No    If yes, when was the most recent date?_________________________________ 

 

If yes, what substances and how often? __________________________________________________________________ 

 

Have you ever been physically abused? Yes/No  Comments__________________________________________________ 

 

Have you ever been sexually abused? Yes/No  Comments ___________________________________________________

Have you ever been arrested? Yes/No  If yes, explain _________________________________ 

Have you ever been convicted of a crime? Yes/No  If yes, was it a felony or misdemeanor? ______________________ 

Are you on probation? Yes/No  If yes, when does your probation end? ________________________________________              

If yes, who do you report to?  Officer name:___________________________ Contact Number:_______________________ 

Are there any outstanding warrants, tickets, or pending criminal charges against you? Yes/No  

If yes, explain _________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

CHILDREN'S INFORMATION  

Name, gender & DOB of all children (put a * by each one who will live with you in Family Care): 

_____________________________________   ____________________________________ 

_____________________________________  ____________________________________ 

_____________________________________  ____________________________________ 

 



 

PARENT AND CHILD STATUS  

Are you pregnant? Yes/No  If yes, Due Date ___________________ 

Does CPS have custody of any of your children? Yes/No  

If yes, explain 
___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

Do you have any children not listed? Yes/No   If yes, explain _______________________________________________________ 

Are you or have you been involved with CPS? Yes/No  If yes, explain ________________________________________________ 

 

Describe your relationship with your children: ___________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

Other comments about your children: _________________________________________________________________________ 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Describe how your child(ren) get along with friends/teachers at school: 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

How do/does your child(ren) feel about the idea of coming into the Family Care Program? 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

LIST PREVIOUS ADDRESSES  

(Beginning with the most recent) ______________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

 

 

 

 

 

 



 

LIST 6 CHARACTER REFERENCES  

(Only use one family member and one friend. Please include probation officers, CPS workers, case managers, and/or 

counselors who you have current contact with. Others may include coworkers, landlords, etc.)  

   

Name: _______________________________  Relationship:_____________________  Phone/Address:______________________ 

Name: _______________________________  Relationship:_____________________  Phone/Address:______________________ 

Name: _______________________________  Relationship:_____________________  Phone/Address:______________________ 

Name: _______________________________  Relationship:_____________________  Phone/Address:______________________ 

Name: _______________________________  Relationship:_____________________  Phone/Address:______________________ 

Name: _______________________________  Relationship:_____________________  Phone/Address:______________________ 

EDUCATION 

Highest Grade Completed: __________  Do you have a H.S. diploma or GED? Yes/No  

Describe any job training or education you have completed: ______________________________________________________ 

Are you currently enrolled in an education program? Yes/No  

If yes, where? _____________________________________________________________________________________________ 

 

Have you ever received a loan for educational purposes? Yes/No   Oustanding balance(s) ________________________ 

Are you in default on any of these loans listed? Yes/No  

If yes, please explain:__________________________________________________________________________________ 

 

 

WORK HISTORY (List employment beginning with the most recent.)  

 

Employer:________________________________________________  

Supervisor Name/Contact Number:____________________________________________________ 

 

Employer:________________________________________________  

Supervisor Name/Contact Number:____________________________________________________ 

 

Employer:________________________________________________  

Supervisor Name/Contact Number:____________________________________________________ 

 

TRANSPORTATION

 

Do you have a car?  Yes/No  

Year__________ Make___________ _____Model_________________ Color _______________  

License Plate # ________________Insurance Co. ________________________ Value____________ 

Running Condition  Yes/No Car payments current? Yes/No  

If you do not have a car, what are your plans for transportation?   

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

 

 

 

 



 

FINANCIAL INFORMATION  

What is your monthly car payment? $___________

What is your credit score? _____________  

Do you have any broken leases or evictions? Yes/No  

Amount of overall debt: $____________ 

 

EMERGENCY CONTACTS  

Name_________________________ Relationship_____________________ Phone_____________________  

Name _________________________Relationship_____________________ Phone_____________________  

 

 

ADDITIONAL INFORMATION  

Explain your family's current circumstances and your needs.  

 

 

What do you want to accomplish by moving to Family Care? 

 

THE INFORMATION CONTAINED IN THIS APPLICATION IS CORRECT TO THE BEST OF MY KNOWLEDGE. I 

UNDERSTAND THAT MAKING FALSE STATEMENTS OR BEING UNTRUTHFUL AT ANY TIME WILL RESULT IN 

TERMINATION OF AGENCY SERVICES. 

 Client/Applicant Signature _________________________________________________ 

Print Name __________________________________________ 

 

Once this application is submitted, the Family Care Program Manager will be contacting you and working through the admission 

process. Through that process, it will be determined if residence is appropriate for you and your family. 

  

 
  



 
Family Care Expectations    

The Family Care program serves mothers and their children who are in transition. The mother must be at least 18 years old and have 

custody of her children. The goal of the program is for families to gain self-sufficiency and have the emotional, relational, and practical 

skills to retain it. This is accomplished most successfully by setting and reaching goals with the support of Family Life Coach (FLC). 

Families will be expected to participate in case management and therapeutic services. Each family's length of stay is different and 

determined  

by progress made in the program. There are five main areas in which we will partner with families in the reaching of their goals.  

EMPLOYMENT/EDUCATION  

1. Clients will be expected to work, and/or go to school, and/or volunteer for at least 40 hours a week. Clients are expected to work 

and/or go to school for at least 30 hours of the 40 hours. Volunteering can only be used for up to 10 hours a week.  

• Technical school hours are calculated: number of credit hours multiplied by 1.5. Proof of enrollment will be required.  

• College/University school hours are calculated: number of credit hours multiplied by 3. Proof of enrollment will be required.  

2. Clients will turn in job logs to their Family Life Coach (FLC) on a weekly basis until employment/education is in place. If client is 

involved with the Workforce, they can use the weekly job logs they do for Workforce (make a copy for FLC).  

3. While actively job searching, clients are expected to be out of the cottage between 9:00 a.m. and 2:00 p.m. M-F. Once 30 hours 

or more a week of employment/education is secured, clients need to communicate with their FLC about their weekly schedule.  

COUNSELING  

1. Family Care will help each adult client find counseling services to enroll in while they are in the program. If a client wants 

counseling for their children or family, they will discuss this with the FLC and Program Manager and take responsibility to 

schedule such services for their child. The FLC will help to aid them, if requested.  

2. Each adult client will be expected to attend a minimum of 6 individual counseling sessions while they are in the program. Once 

clients complete this goal, they are welcome and encouraged to continue counseling for the length of their stay at Family Care if they 

can budget it in or have insurance that will provide coverage for these services. 

3. If the client arrives at Family Care and currently has a counselor, they must produce a letter from their outside therapist with the 

dates of the 6 sessions they have attended after being admitted to the Family Care program.  

4. Clients will be required to attend weekly Group sessions. The classes will focus on education and gaining skills on a variety of 

topics. FLC's and/or screened/background-checked volunteers will provide childcare during the group night.  

SAVINGS/SPENDING PLAN  

1. A program fee of $50.00 is due at the first of the month. The $50 will be pro-rated upon move in, based on the date you move 

in. The program fee is payable up to the 5th of the month. Cash or money order only.  

2. A copy of the client's pay stub for each pay period will be given to their FLC or to the Program Supervisor within three (3) days. 

3. A minimum of 30% of the net of each pay check, child support check, or TANF deposit is to be placed in the client's savings 

account with SMFC within three (3) days. A receipt will be issued for the deposit. Cash or money order only.  

4. An Income & Expenses Budget form which includes copies of pay stubs and all receipts will be turned in monthly to the FLC. 

Budget forms will be reviewed at the monthly life skills evaluation.  

5. The Program Manager or FLC must approve savings withdrawals for emergency needs.  

6. The first $200.00 is to be set aside in the savings account to insure proper clean-up of personal spaces and/or repairs of any 

damages to the living space . The $200 must be paid within the first 60 days after move in. If the client's spaces are cleaned 

according to FC expectations, then the $200.00 will be returned. The deposit will be returned by check and can be mailed or picked 

up by the client after 10 days of move-out. SMFC is not responsible for client's personal belongings and will not store belongings 

after client has moved out.  

 



 

LIVING/LIFE SKILLS  

1. Each Family Care unit has an FLC that lives on-site. Clients will meet with their FLC on a regular basis to assess progress on 

goals and any area of concern. Cooperation and communication with the FLC is key in successful completion of the Family Care 

program.  

2. Clients will live with up to four other families. Though the clients will have some of their own space, there will be shared common 

areas among the families. Family Care is meant to be a safe place, both physically and emotionally. Any interactions that threaten this 

sense of safety are taken seriously and may lead to dismissal of a client from the program.  

3. Chores are a daily part of cottage living. Each client will be responsible for keeping her areas neat and clean. FLCs will assign 

chores within the rest of the cottage on a rotating basis.  

4. Curfew is at 9:00 p.m. for Sunday through Thursday. Curfew is midnight for Friday and Saturday. If there is a need to be out 

past curfew, this must be prearranged with the FLC.  

5. The children have specified bedtimes: 8:00 p.m. - preschool through kindergarten; 8:30 pm. - elementary; 9:30 p.m. - middle 

school, and 10:00 p.m. - high school.  

6. Children need to be supervised at all times. In the Family Care Program, we support the mother as the guide and disciplinarian of 

her own children. When a FLC is concerned by the child's behavior or mother's guidance/discipline, the FLC will discuss the situation 

with the mother as soon as possible in as much privacy as possible.  If there is any suspicion of child abuse, Family Care staff is 

required to report to Child Protective Services.  

7. All personal furniture should be stored offsite. Clients' furniture will not be allowed in the home, with the possible exception of a 

small TV. The FLC may use her discretion to determine appropriate size of TV and when this privilege has been earned. Please do 

not rearrange furniture without staff approval.  SMFC is not responsible for client's personal belongings and will not store belongings 

after client has moved out.  

8. Friday and Saturday nights are the only nights that adult clients may spend off campus. These must be approved in advance and a 

form must be submitted to the FLC. Approval will be denied only if weekend activities interfere with progress. It is up to the mother's 

discretion if their children spend the night away from the home; i.e. visitation with parent/family, friends, etc. Child visitation does 

need to be communicated to the FLC.  

9. For clients who are, or find themselves, without transportation, staff provides limited transportation within a 30 mile area and 

approved areas outside of that radius for a maximum of  three (3) months at any point of the client’s stay. Clients are asked to 

provide a 24-hour notice of their transportation needs.  

 

SPIRITUAL GROWTH 

1. It is a basic expectation that each mother will take every opportunity given to them to grow a stronger relationship with Christ 

during her time in the Family Care program.  Daily devotions will be given and attendance is required, while participation is simply 

encouraged. 

2. The power of prayer will be discussed and demonstrated throughout the client’s stay.  Only Biblical scripture will be displayed 

throughout the home. Christian values and verses will be taught to children during childcare times.  If a client, at any time, attempts 

to bring other religious items, scriptures or practices into any part of the home or campus other than that client’s private room - the 

client will be reminded of their signed agreement. If they choose not to abide by the agreement, they will be given 24 hours to 

move their family from the home. 

 
Clients will receive a more specific list of guidelines at the time of the intake interview. New guidelines may be added and 

implemented at any time. Residents will be informed of new rules.  

 

 

 I have received and read through a copy of the Show-Me Family Care Expectations.  

 
Client Printed Name:  _________________________________________   

Client Signature:  _____________________________________ 

 

Date:  ___________________ 

 

Family Care Representative:  ______________________________________  Date ________________ 

 

 

 


