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RECOVERY CENTER STUDENT APPLICATION

Instructions: Please complete all parts of your Student Application Packet, which can be emailed to klineha2@bu.edu or
faxed to (617) 353- 7700. After receiving your packet, you will be contacted before the start of the upcoming semester to
arrange a tour and meeting here at the center.

PART 1: CONTACT INFORMATION

Name:

[Last Name] [First] [Middle Initial]
Address:

[Street] [Apartment/Suite Number]

[City/Town] [State] [Zip Code]
Phone:

[Cell] [Other]
Birthdav: Preferred Pronouns

[Month] / [Day] / [Year] [e.g. she/her/hers]
Email:

* The Recovery Center uses phone, email, and text messaging to communicate with students. These are not secure modes of
communication. By checking this box, you are agreeing to receiving phone calls, emails, and text messages from the Center. You
are accepting and understanding the risk of having your association with the center, possibly compromised by a phone message,

or with the use of unsecure email and text messages. You are also consenting to have your contact information shared with
Recovery Center staff and interns, who may use it to contact you from their personal email addresses and phones.

Initials Date:




PART 2: DEMOGRAPHIC INFORMATION

1. What is your genderidentity?

o Female

o Male

O Femaletomaletransgender (FTM)
O Male to female transgender (MTF)

2. What is your race?

0O Hispanic or Latino

o Black or African American

o White

o Native Americanor AmericanIndian

OAgender
OOther (please specify):

OPrefer not to answer
ol don’tknow the answer

OAsian/Pacific Islander
OOther (please specify):

OPrefernot toanswer
ol don’tknow the answer

3. What is the highest degree or level of school you have completed?

o Some HighSchool /GED

o High School Diploma/GED

o Some Undergraduate Coursework
O 2-Year College Degree (Associates)

4. What is your current marital status?
o Single/NeverMarried

o Married

O Separated

5. What is your current employment/ volunteerstatus?

0 Employed Full-time (40+hours perweek)
O Employed Part-time (1-39hours per week)
o Unemployed

6. What is your current religiousaffiliation?
o Christianity

O Judaism

O Buddhism

O Islam

O Hinduism

7. Military Status:
o No, MilitaryService
o National Guard

8. Citizenship Status
o U.SCitizen by Birth (Native)

o Non-resident Visatype Exp. Date:

oUndocumented, in process

9. What is your sexual identity?
0O Heterosexual,orstraight

o Homosexual —gay or lesbian
O Bisexual

o Asexual

O 4-Year College Degree (BA, BS)
oSome Graduate Coursework
OGraduate Degree(e.g. MA, MFA,PhD, MD)

oDivorced
oWidowed
OPrefernot toanswer

oVolunteer Full-time (25+ hoursaweek)
oVolunteer Part-time (1-20 hours a week)

OAgnosticism
oUnaffiliated
OOther (please specify):

OPrefernot toanswer
ol don’tknow the answer

OArmed Forces
OOther (please specify):

OU.SCitizen Naturalized
OPermanentResident

OFluid(ity)
OOther( please specify):
oldon’tknow the answer

OPrefer nottoanswer



PART 3: EMERGENCY CONTACT INFORMATION

Name:

Relationship:

Address:

Phone (Primary):

Phone (Secondary):

Email:

Name:

Relationship:

Address:

Phone (Primary):

Phone (Secondary):

Email:

PART 4: PROFESSIONAL SUPPORTS

Primary Care Physician

Name:

Medical Facility/Clinic/Program:

Address:

Phone (Primary):

Phone (Secondary):

Email:

Psychiatrist

Name:

Medical Facility/Clinic/Program:

Address:

Phone (Primary):

Phone (Secondary):

Email:




Therapist or Counselor or Case worker

Name (Primary contact):

Counseling Service:

Address:

Phone (Primary):

Phone (Secondary):

Email:

PART 5: CURRENT MEDICAL & MENTAL HEALTH CONDITIONS

Current Medical Conditions

O AIDS/HIV

O Cognitive

O Anaphylaxis

O Anemia

O Angina

O Arthritis/Gout

O Artificial Heart Valve

[J Asthma

[ Blood Disease

[ Breathing Problem

O Cancer

O Chest Pain

[ Clinical Obesity

O Convulsions

[J Diabetes

[ Dizziness or Fainting Spells
[J Ear Problems/Hearing Loss
O Emphysema

[ Epilepsy or Seizures

[ Eye Problems

O Heart Attack/Failure

0 Hemophilia

O Hepatitis (A,BorC)
O High Blood Pressure

[ High Cholesterol

O Irregular Heartbeat

[ Kidney Problems

[ Liver Disease

O Low Blood Pressure

[ Lung Disease

[ Osteoporosis

O Stomach/Intestinal Disease
[ Stroke

O Tuberculosis

O Ulcers

O oOther:

O Other:

O Other:

O Other:

O Other:




Part 5: CURRENT MEDICAL & MENTAL HEALTH CONDITIONS

Current Mental Health Conditions
O Alcohol/Substance Abuse O Panic Disorder
[0 Anxiety Disorder [ Personality Disorder (Borderline, Antisocial, etc.)
[ Autism Spectrum Disorder (ASD)/ Asperger’s O Post-Traumatic Stress Disorder (PTSD)
syndrome [ Schizophrenia/Schizoaffective disorder
[ Attention Deficit/Hyperactivity Disorder [0 Seasonal Affective Disorder (SAD)
(ADHD/ADD) [ Sexual & Paraphilic Disorder
O Bipolar Disorder [ Sleep & Wake Disorder (Insomnia, Narcolepsy, etc.)
[J Depression O Other:
[ Dissociative Disorder O Other:
0 Hoarding Disorder [ Other:
[ Illiness Anxiety Disorder (IAD) O Other:
[J Obsessive-Compulsive Disorder (OCD) O Other:

PART 6: ALLERGIES & MEDICATIONS

Allergies & Reactions

Current Medications




PART 7: INTEREST & GOALS

Please explain your interest(s) in Recovery Services at the Center:

Please explain your recovery goals and discuss what kind of help and support you think you will
need to accomplish those goals:




	Student Last Name: 
	Student Address: 
	Student CityTown: 
	Student State: 
	Student Zip Code: 
	Student Email: 
	Student Initials: 
	Current Date: 
	Student Cell: 
	Student Other Phone: 
	Student Birthday: 
	Student Pronouns: 
	Student First Name: 
	Student Middle Initial: 
	Female: Off
	Male: Off
	FemaletomaletransgenderFTM: Off
	Male to female transgenderMTF: Off
	Gender Identity Other: 
	Hispanic orLatino: Off
	BlackorAfricanAmerican: Off
	White: Off
	NativeAmericanorAmericanIndian: Off
	Agender: Off
	Gender Other please specify: Off
	Gender Prefer not to answer: Off
	Gender I dont know the answer: Off
	AsianPacific Islander: Off
	Race Other please specify: Off
	Race Prefer not to answer: Off
	Race I dont know the answer: Off
	Race Other: 
	4YearCollegeDegreeBABS: Off
	Some Graduate Coursework: Off
	GraduateDegreeegMAMFAPhDMD: Off
	Divorced: Off
	Widowed: Off
	Marital Prefer not to answer: Off
	VolunteerFulltime25hoursaweek: Off
	VolunteerParttime120hoursaweek: Off
	Agnosticism: Off
	Unaffiliated: Off
	Religion Other please specify: Off
	ReligionPrefer not to answer: Off
	Religion I dont know the answer: Off
	ArmedForces: Off
	Other please specify Military: Off
	USCitizenNaturalized: Off
	PermanentResident: Off
	Fluidity: Off
	Other please specify Sexuality: Off
	I dont know the answer Sexuality: Off
	Prefer not to answer Sexuality: Off
	Some HighSchoolGED: Off
	High School DiplomaGED: Off
	Some Undergraduate Coursework: Off
	2YearCollegeDegreeAssociates: Off
	SingleNeverMarried: Off
	Married: Off
	Separated: Off
	EmployedFulltime40hoursperweek: Off
	EmployedParttime139hoursperweek: Off
	Unemployed: Off
	Christianity: Off
	Judaism: Off
	Buddhism: Off
	Islam: Off
	Hinduism: Off
	NoMilitaryService: Off
	NationalGuard: Off
	USCitizen byBirth Native: Off
	Nonresident Visatype: Off
	Undocumented in process: Off
	Citizenship Other: 
	Citizenship Exp Date: 
	Heterosexualorstraight: Off
	Homosexual gay orlesbian: Off
	Bisexual: Off
	Asexual: Off
	Religion Other: 
	Military Status Other: 
	Sexuality Other: 
	Name EC1: 
	Relationship EC1: 
	Address EC1: 
	Phone Secondary EC1: 
	Email EC1: 
	Name EC2: 
	Relationship EC2: 
	Address  EC2: 
	Phone Secondary EC2: 
	Email  EC2: 
	Name PCP: 
	Medical FacilityClinicProgram PCP: 
	Address PCP: 
	Phone Primary PCP: 
	Phone Secondary PCP: 
	Email PCP: 
	Name Pyschiatrist: 
	Medical FacilityClinicProgram Pyschiatrist: 
	Address Pyschiatrist: 
	Phone Primary Pyschiatrist: 
	Phone Secondary Pyschiatrist: 
	Email Pyschiatrist: 
	Phone Primary EC1: 
	Phone Primary EC2: 
	Name Primary contact ToCoEW: 
	Counseling Service ToCoEW: 
	Address ToCoEW: 
	Phone Primary ToCoEW: 
	Phone Secondary ToCoEW: 
	Email ToCoEW: 
	Hepatitis Type: 
	Other CMC: 
	Other_2 CMC: 
	Other_3 CMC: 
	Other_4 CMC: 
	Other_5 CMC: 
	AIDS/HIV: Off
	Cognitive: 
	Anaphylaxis: Off
	Anemia: Off
	Angina: Off
	Arthritis/Gout: Off
	Artificial Heart Valve: Off
	Asthma: Off
	Blood Disease: Off
	Breathing Problem: Off
	Cancer: Off
	Check Box38: Off
	Clinical Obesity: Off
	Convulsions: Off
	Diabetes: Off
	Dizziness or Fainting Spells: Off
	Ear Problems/Hearing Loss: Off
	Emphysema: Off
	Epilepsy or Seizures: Off
	Eye Problems: Off
	Heart Attack/Failure: Off
	Hemophilia: Off
	Hepatitis: Off
	High Blood Pressure: Off
	High Cholestrol: Off
	Irregular Heartbeat: Off
	Kidney Problems: Off
	Liver Disease: Off
	Low Blood Pressure: Off
	Lung Disease: Off
	Osteoporosis: Off
	Stomach/Instestinal Disease: Off
	Stroke: Off
	TB: Off
	Ulcers: Off
	Check Box Other 1 CMC: Off
	Check Box Other 2 CMC: Off
	Check Box Other 3 CMC: Off
	Check Box Other 4 CMC: Off
	Check Box Other 5 CMC: 
	Other 6 CMHC: 
	Other_7 CMHC: 
	Other_8 CMHC: 
	Other_9 CMHC: 
	Other_10 CMHC: 
	Allergies  ReactionsRow1: 
	Allergies  ReactionsRow2: 
	Allergies  ReactionsRow3: 
	Allergies  ReactionsRow4: 
	Allergies  ReactionsRow5: 
	Current MedicationsRow1: 
	Current MedicationsRow2: 
	Current MedicationsRow3: 
	Current MedicationsRow4: 
	Current MedicationsRow5: 
	Check Box Other 10 CMHC: Off
	Check Box Other 9 CMHC: Off
	Check Box Other 8 CMHC: Off
	Check Box Other 7 CMHC: Off
	Check Box Other 6 CMHC: Off
	Sleep & Wake Disorder: Off
	Sexual & Paraphilic Disorder: Off
	SAD: Off
	Schizophrenia/Schizoaffective Disorder: Off
	PTSD: Off
	Personality Disorder: Off
	Panic Disorder: Off
	OCD: Off
	IAD: Off
	Hoarding: Off
	Dissociative: Off
	Depression: Off
	Bipolar: Off
	ADHD: Off
	Autism: Off
	Anxiety: Off
	Alcohol/Substance Abuse: Off
	Please explain your interests in Recovery Services at the Center: 
	Goals: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Student Apartment: 


