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Lighthousesoberliving.org 

P.O. Box 24 
Port Clinton, Ohio 43452 

Phone: 419-967-9550 
Fax: 800-434-1959 

lighthousesoberliving@gmail.com 
 

Residency Application 
 
 
The mission of Light House Sober Living is to provide our community with a safe and 
secure home of hope, healing, and life for persons in recovery.  Spirituality is the 
cornerstone of the corporate values of Light House Sober Living, Inc.  Our other values 
include safety, fellowship, integrity, encouragement, acceptance, courage, and 
community.   
 
The operation of the homes will be guided by the mission to provide our community with 
a safe and secure home of hope, healing, and life to persons in recovery.  Light House is 
the only sober living community in Ottawa County and serves men and women who are 
in recovery, by providing a safe living environment that is free of drugs and alcohol. 
Under the guidelines of the Ohio Mental Health and Addiction Services, Light House is 
permanent housing facility and does not have any time limits for a resident’s stay. Length 
of stay is determined by resident’s needs, progress, and willingness to engage in services 
provided. The homes are classified as Level 2 Recovery Residences, rather than treatment 
facilities.  Light House is able to accommodate up to 15 residents at the Men’s Home and 
6 residents at the Women’s Home.   
 
Light House Sober Living will have and encourage a holistic approach to life and 
recovery.  Services provided to residents using community resources will include 
assistance in gaining access to local resources, such as employment, physical and mental 
health needs, transportation, parenting, education, and ongoing recovery services.  Staff 
and volunteers will provide ongoing support and guidance in these areas.  They will also 
teach residents skills related to daily living, such as cooking, exercising, cleaning, and 
budgeting. The residents will not receive treatment services in the home but will work 
with existing community partners to engage in any ongoing treatment and counseling 
needed, as well as utilizing group recovery meetings in the community.   
 
Light House Sober Living aspires to create a sense of fellowship within the homes, to be 
good neighbors, and to positively contribute to the community.  Light House Sober 
Living will create productive and engaged individuals to return back to the community 
and live as upstanding citizens.   
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Light House Sober Living 
Resident Eligibility 

 
 

1. Applicants must be residents of Ottawa County. 
2. Applicants must be age 18 or older. 
3. Family members and/or children are not permitted to reside in the home with the 

applicant. 
4. Applicants must pursue admission to Light House Sober Living of their own 

accord without court order.  
5.  Applicants must agree to comply with all rules and regulations of Light House 

Sober Living and agree to participate in a recovery plan while residing in the 
home with the understanding that failure to do so will result in termination from 
the home.   

6. Applicants cannot be convicted of a violent offense that poses a risk to the safety 
and security of the community, residents, or staff of Light House Sober Living.  
All applicants’ criminal histories will be reviewed in detail prior to admission to 
Light House Sober Living.  

7. Applicants must acknowledge that they have an addiction to drugs and/or alcohol 
and must have begun the recovery process. 

8. Applicants must have a proven and sustained period of sobriety prior to 
admittance to Light House Sober Living.  

9. Applicants cannot possess any item that can be considered a weapon while on the 
premises of Light House Sober Living, including guns, knives, pepper spray or 
mace, brass knuckles, Tasers, or any other item that can cause bodily harm.   

10. Applicants must be willing to submit to random alcohol and drug testing while 
residing at Light House Sober Living. Failure to comply with these tests will 
result in termination.  

11. Applicants are not permitted to take any narcotics, controlled substances, alcohol, 
or any other mood-altering substances while residing at Light House Sober 
Living.  

12. Applicants must be in need of a safe and sober living environment to qualify for 
Light House Sober Living. 

13. Applicants cannot have any medical or mental condition that would hamper their 
ability to reside in a sober living home and participate in activities offered by 
Light House Sober Living.   

14. Applicants must have, or be actively seeking, employment while residing at Light 
House Sober Living.  Applicants must be willing to contribute a portion of their 
income toward the household of Light House Sober Living.  

15. Applicants are only permitted to smoke in designated smoking areas while 
residing at Light House Sober Living. 

16. With the exception of service animals, applicants are not permitted to keep any 
pets or animals in the home.   
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Light House Sober Living 
Housing Application Form 

 
 

 
Applicant Information: 
  
MALE:    FEMALE:  
 
Full Name:         Date:     
 
SSN:        DOB:       
 
Address:             
 
Telephone Numbers:             (h)                         (c)          
 
How long have you been sober? _____________________________________________ 
 
Valid Driver’s License:  Yes  No   State Id/License Number:      
   
Emergency Contact:         Relationship:  ____________ 
 
Address:         Telephone:      
 
Are you a registered sex offender?   Yes    No    
 
Have you ever been charged with a sex offense?   Yes    No    
 
 
Please Check any/all of the following that apply to you: 

 Pending Court Case: _______________________________________ 
   On Probation 

 On Post Release Control (Parole) 
 Have a Criminal History.  If checked, please list all offenses and 

dispositions: _________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 
 
Are there drugs and/or alcohol in your current living situation?   Yes    No 
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Please describe your current living situations and describe all other alternative options: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
Do you have any alcohol/drug-free friends?   Yes    No 
 
Do you have any alcohol/drug-free family members?   Yes    No 
 
Do you have your own transportation?   Yes     No 
 
If no, do you have another source of reliable transportation?   Yes     No 
 
Please describe this transportation: ___________________________________________ 
 
________________________________________________________________________ 
 
 
Have you ever served in the military?   Yes     No 
 
Do you have a significant other?  Yes     No 
 
Please provide their name and contact information: ______________________________ 
 
________________________________________________________________________ 
 
Please provide the names and ages of any children that you have, and indicate if you have 
custody of those children: 
Name: __________________________ Age: __________ Custody:  Yes     No 
 
Name: __________________________ Age: __________ Custody:  Yes     No 
 
Name: __________________________ Age: __________ Custody:  Yes     No 
 
Name: __________________________ Age: __________ Custody:  Yes     No 
 
Name: __________________________ Age: __________ Custody:  Yes     No 
 
Do you have an addiction to drugs and/or alcohol:  Yes    No 
 
What problems have you experienced due to your substance abuse? 
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________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Substance Use/Abuse/Dependency/Addiction History: 
 

Substance Age 
first 
used 

Age/date 
of last 

use 

Frequency 
(Times/month) 

Daily 
use 

history 
(Yes/No) 

Quantity Method 
of use 

Alcohol       
Marijuana         
Cocaine       
Heroin          
Suboxone       
Methadone       
Methamphetamine       
Ecstasy/MDMA           
Inhalants       
Hallucinogens 
(LSD, PCP, acid, 
psilocybin, peyote, 
etc.) 

      

Prescription 
medication 
(Vicodin, 
OxyContin, 
Ultram, Xanax, 
Adderall, Ritalin, 
Valium, etc.) 
 

      

Over-the-counter 
medication 
(DXM/Robitussin, 
codeine cough 
syrup, diet pills…) 

      

 
 
 
 
 
 
 
Prior to your recovery, please list substances you were using, in order by drug of choice: 
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#1       #2       
 
#3       #4       
 
Please indicate if you previously participated in any of the substance abuse treatment 
programs listed below. 

 Yes      No  Bayshore Counseling  
   Month and year attended:        
   Programs attended: ______________________________________ 
   ______________________________________________________  
   Counselor’s name:         
   Successful completion?    Yes      No 

 Yes      No  Firelands (Formally Giving Tree) Counseling 
   Month and year attended:        
   Programs attended: ______________________________________ 
   ______________________________________________________  
   Counselor’s name:         
   Successful completion?    Yes      No 

 Yes      No  Advanced Coping and Wellness 
   Month and year attended:        
   Programs attended: ______________________________________ 
   ______________________________________________________  
   Counselor’s name:         
   Successful completion?    Yes      No 

 Yes      No         Group Recovery Meetings, such as AA, NA, LifeRing, SMART                                           
                                    Recovery, SOS, or Moderation Management? 
   Month and year attended:        
     How many attended per week: _____________________________ 
   Sponsor’s First Name (if applicable): _______________________ 
   Home Group (if applicable): ______________________________ 

Would your sponsor be willing to speak with Light House  
 Yes      No Other inpatient/residential program:      

   Month and year attended:        
   Programs attended: ______________________________________ 
   ______________________________________________________  
   Counselor’s name:         
   Successful completion?    Yes      No 

 Yes      No Other outpatient program:        
   Month and year attended:        
   Programs attended: ______________________________________ 
   ______________________________________________________  
   Counselor’s name:         
   Successful completion?    Yes      No 
 

 
 
 
Mental Health: 
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Have you ever been diagnosed with a mental illness?   Yes    No 
 
If yes, when, by whom, and what was the diagnosis? _____________________________ 
 
             
 
Has anyone in your family been diagnosed with a mental illness?   Yes   No 
 
If yes, who, and what was the diagnosis?         
 
             
 
Are you on any psychotropic medications (antidepressants, mood stabilizers)?  
  Yes    No 
 
If yes, name of drug and dosage:          
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Have you ever been physically or sexually abused:  Yes    No   If yes, by whom, 
and when: ____________________________________________________________ 
 
             
 
             
 
Are you suicidal or experiencing suicidal ideations?   Yes    No 
 
 
 
 
Have you ever attempted suicide?   Yes     No    If so, please list where and when 
you received any medical and/or psychiatric hospitalization or other treatment, if 
applicable: 
 
             
 
             
 
             
 
             
 
Are you homicidal or experiencing homicidal ideations?   Yes    No 



8 
 

 
How do you deal with anger? _______________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
How do you deal with disagreements?         
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
Physical Health: 
 
Do you have any current health problems?   Yes    No 
 
If yes, please list:            
 
             
 
Are you taking any medications (other than mental health meds)?   Yes    No 
 
If yes, name of drug and dosage:          
 
Do you have any disabilities?   Yes    No 
 
If yes, please list:            
 
Would your disability interfere with your ability to live in a sober living home?  
  Yes    No 
 
If yes, in what way?            
 
             
 
Do you have insurance?   Yes   No   
             Medicare?  Yes   No   
                       Medicaid?  Yes   No 
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Insurance Provider:            
 
Are you on any type of medically assisted treatment?  Yes   No 
 
If yes, please describe: _____________________________________________________ 
 
________________________________________________________________________ 
 
Financial: 
 
Are you employed?   Yes    No   Attending school?   Yes    No 
 
If yes, please list the name, address, and phone number of your employer or school: 
 
             
 
             
 

 Full-time  Part-time Position:       Rate of Pay:    
 
Supervisor’s Name and Phone Number: _______________________________________ 
 
________________________________________________________________________ 
 
Would your Supervisor be willing to speak with Light House Admissions Committee? 
 

 Yes    No  
 
Highest level of education: ________________________________________________ 
 
If you and/or your household are receiving any of the benefits listed below, please check 
all that apply, and list the monthly amount received: 
 

Disability:    Yes   No   Amount: $    
Food Stamps:    Yes   No   Amount: $    
ADC:      Yes   No  Amount: $    
Unemployment:  Yes   No Amount: $ ____________ 

 
 
 
Are you willing to contribute a portion of your income to Light House Sober Living for 
rent/lodging?   Yes   No 
 
Are you willing to be in a long-term recover home for 24 months?  Yes     No 
 
Do you agree to attend daily group recovery meetings?             Yes     No 
 
Do you agree to participate in activities that take place in the home (such as exercise 
programs and recreational and learning groups)?   Yes     No 
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Do you agree to treat neighbors, staff, and other residents of the home with respect at all 
times?   Yes     No 
 
Do you agree to contribute to the care of the household (such as doing chores, taking care 
of the lawn, cooking, and cleaning up after yourself)?   Yes     No 
 
Outside of incarceration, what is your longest period of sobriety: ___________________ 
 
What goals would you like to achieve in the next 2 years?  
 
             
 
             
 
             
 
             
 
             
 
             
 
What do you do to get sober and how do you stay sober? 
 
             
 
             
 
             
 
             
 
             
 
             
 
How do you feel about sharing living space and bedrooms with other individuals? 
 
             
 
             
 
             
 
             
 
 
What do you think that you can contribute to Light House Sober Living? 
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What are your expectations of Light House? 
 
             
 
             
 
             
 
             
 
             
 
Please provide any other information you believe is important to your current application: 
 
             
 
             
 
             
 
             
 
             
 
             
 
             
 
_______________________________________________________________________ 
 
________________________________________________________________________ 
 
 
Applicant’s signature:       Date: _____________ 

Revised  11/2015.  Light House Sober Living reserves the right to revise, modify, or eliminate this policy 
at any time.   Residents will be notified, in writing, of any changes. 
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Release to Share Information 

Light House Sober Living 

 

Name: ____________________________________________ SSN: ______________________  

 

Date of Birth: _______________   Phone Number: ____________________________________ 

 

Address: ______________________________________________________________________ 

 

I, the undersigned, authorize permission for Light House Sober Living to obtain any and all information contained in 

my record, for the purposes of continuity of services, admittance into Light House Sober Living, and recovery 

planning on my behalf.  Information to be shared includes, but is not limited to: 

 

 Any medical/dental/mental health/substance abuse diagnosis, assessment, evaluation, prescriptions, 

treatment, counseling, notes, charts, or prognosis. 

 Any employment records, dates or hire, rates of pay, dates of termination, type of    termination, 

evaluations, and disciplinary actions. 

 Any school transcript, grades, attendance records, evaluation, assessment, I.E.P., disciplinary action report, 

suspension, or expulsion. 

 Any adult or juvenile criminal report, indictment, charges, pre-sentence report, probation/parole report, 

urinalysis/intoxilyzer result, violation proceeding, or supervision notes. 

 

I, the undersigned, also authorize permission for Light House Sober Living to provide information to and/or receive 

information from the following, for the purposes of my application. 

  Bayshore Counseling Services 

Firelands Counseling and Recovery Services 

Advanced Coping and Wellness 

Ottawa County Common Pleas Court Adult Probation 

Ottawa County Municipal Court Adult Probation 

Contact for my involvement in group recovery meetings, such as AA, NA, LifeRing, SMART Recovery,    

      SOS, and/or Moderation Management: ____________________________________________ 

Employment and Supervisor: ___________________________________________________ 

Other: _____________________________________________________________________ 

Other: _____________________________________________________________________ 
 

Photographic reproductions of this form are to be given the same legal consideration as the original. 

Federal law, 42 C.R.F. Part 2, prohibits this office from making further disclosure of any information which has been disclosed from 

records which confidentiality is protected by federal law without the specific written consent. 

This release shall terminate 180 days past the signing date. 

The grantor may revoke this authorization at any time, and should do so in writing to the Ottawa County Adult Probation Department. 

 

 

Signature: ___________________________________________ Date: ____________________ 

 

 

Witness:   ___________________________________________ Position: __________________ 

 


	SSN: 							DOB: 					

	Supervisor’s Name and Phone Number: _______________________________________

	Highest level of education: ________________________________________________





