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CLIENT / VOLUNTEER APPLICATION 

Page 1 and 2 return to our office 
YOUR NAME: (PLEASE PRINT) ____________________________________________________   
YOUR ADDRESS CITY, STATE, ZIP CODE
____________________________________________________________________________

YOUR CELL NO._________________________________________ Must have a phone number 

EMAIL ADDRESS ______________________________________________________________

FRIENDS OR PARENTS PHONE NO: ________________________________________

DRIVERS LICENSE NO. _________________________________   STATE? _______________

POLICE REPORT YES/NO_______ CASE FILE #_________________DATE:____________________________

BIRTHDATE; ____________________________________

NUMBER OF CHILDREN: ____________AGES_____________________________________________

I HAVE BEEN ABUSED AT LEAST ONCE IN MY LIFE??  YES________NO____________________ 

BEEN IN PRISON _____YES/NO___________________ EMPLOYED –YES/NO__________________
WHERE ____________________________________________________________________________

FOOD STAMPS? _________________ SECTION 8 HOUSING ________________________________

TANF $__________________________DISABILITY/SSI _________________________/MONTH
HOW MUCH IS YOUR RENT: __________LANDLORDS NAME AND ADDRESS:_______________________

DO YOU HAVE A CAR YES ________ NO_____
ARE YOU IN COUNSELING? ______________WHERE? _____________________________________

ARE YOU GETTING HELP FROM OTHER AGENCIES? IF SO WHO AND HOW LONG

____________________________________________________________________________________    

ARE YOU ON ANY MEDICATION? YES_________NO__________ USED DRUGS OR ALCOHOL? WHEN?__________________WHAT DID YOU USE? ______________________________________

DO YOU TAKE MEDS IAND IF SO WHAT? _______________________________________________________, 

PHYSICIANS NAME # PHONE NO?_________________________________________________________, 

Please sign and date this application.  By signing this you agree to guidelines, Release of Liability.  We are allowed to take photos of you and your children.  
ICSSP - Release Form

I, ___________________________ (print your name) completely wholly release, indemnify and hold harmless the ICSSP their staff, their agents, employees, counselors, churches, officers, agents, independent contractors, volunteers, employees, churches, affiliates, successors, businesses hosts, other partner agencies food bank or any other or partner from all claims.  Also release ICSSP from all damages all personal injuries, of any and every kind to both person and property, lawsuits, lost or stolen items, judgments including court costs, expenses, reasonable attorney’s fees; and any and all other expenses resulting from any services provided by ICSSP.   I will not smoke, or drink or do drugs at ICSSP events or facility at any time.   It is that this commitment is made complete understanding of both parties.

I give ICSSP or their agent permission:

1. To take photos use them and publish them on the web site or newsletters
2. Kids 4-18 are allowed at monthly events, kids 6-18 are older allowed at the Art Classes, no exceptions.   We reserve the right to change our rules and guidelines at any time.  Kids under 4 are not allowed at any events due to lack of trained personnel and nursery space to safely care for smaller children.  If your children are less than 4 years old, please do not bring them to any I Can Still Shine event, or you will be asked to leave.  Older children and adults who do not comply with safe rules or staff member instructions will be asked to leave.
3. I agree with the client rules and guidelines.

4. I state that my signature below is duly authorized to execute this agreement.

5. In the event of an emergency, I give permission for myself and my children to receive any medical care deemed.

6. I understand that ICSSP Program has no liability insurance.
                         

7. Furthermore, this release shall be binding upon the undersigned and their respective heirs, executors, administrations, personal representative’s successors and assigns.  This release shall be subject to and governed by the laws of the State of Texas.

8. This release has been read and fully understood by the undersigned.  I am signing for myself and my children.   

9. I will allow you to release information on my case to my family member or doctor below.                        Please release information on Name? ____________________________________________  (son, daughter, or myself)  to: _____________________________________________Client).  Only physicians, counselors or immediate family will get personal information at your request.

_________________________________



________________________________

VOLUNTEER OR CLIENT SIGN 




DATE SIGNED

CLIENT OR VOLUNTEERS NAME __________________________________________________ 

ADDRESS ___________________________________________________________________

CITY, STATE ZIP ______________________________________________________________

PHONE AND CELL  ____________________________________________________________

EMAIL _____________________________________________________________________ 

If we have your email we will send monthly blasts on events.  
PAGE  
________________________________________________________________________________________________________________________

ICSSP PROGRAM - P O Box 54888, Hurst, Texas 76054 
817-427-1111 – Web Site: www.Icanstillshine.org --   Email:  brendajackson11@aol.com 


