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Pre-APPLICATION FOR EAGLE COMMUNITY CARE ESTATES
Applicant’s Name: _____________________________________________________________________

Date of Birth: _____________ Social Security #:____________________________

Present Address: _______________________________________________________________________

City, _________________________________________ State._______ Zip Code___________________

Describe your living situation:

Recovery Program:_____________________________________________________________________

Shelter:______________________________________________________________________________

Transitional:__________________________________________________________________________
Other:_______________________________________________________________________________
Current Phone #_________________________ Other_________________________________________
How long have you been living in this address?______________________________________________
How many people will be living in your household when you obtain permanent housing?

_________________

Are you employed? Yes_______ No_______

If employed, Name of Employer/Company__________________________________________________

Address_____________________________________________________________________________

City: ___________________________________ State: ____________ Zip Code___________________

Phone # (        ) ______________________

Supervisor Name: _____________________________________________________________________

Length of time working________________ Date started________________________

Position: ___________________________ Weekly gross pay_____________________

Other Income Source:

Social Security______________________

SSI _______________________________

Veterans Pension____________________

D.T.A.___________________________

Other____________________________

Person to notify in the event of an emergency:

Name: ________________________________________ Relationship____________________________

Address______________________________________________________________________________

City_____________________________________ State___________ Zip Code____________________

Phone # (          ) __________________________

Applicants who meet the following criteria will receive a preference for Eagle Community Care Estates.   All information will be verified. 

Are you disabled and require the features of a wheelchair accessible unit? 
Yes________ No __________

Are you homeless, or at risk of becoming homeless?  Yes________ No __________

Are you a resident of Fall River?  Yes________ No __________ 
Are you a veteran?  Yes________ No __________ 
Can you benefit from the any of the following services:  Job training workshops; career counseling; family case management and support; parenting skills workshops; individual and family counseling; household management; life skills education; health and mental health service coordination?

Yes________ No __________

I understand that this information will be used to determine my eligibility for housing with Eagle Community Care Estates. Therefore, I grant consent for management to verify information in this application.

_________________________________                  ______________________________

Applicant Signature                   Date                           Interviewer Signature              Date
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