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319 W Oklahoma Ave  
P.O. Box 1574  
Guthrie, Oklahoma 73044  

 

Telephone:  405-466-7400  
Fax:  405-466-7466  

Email: info@newhorizons.org  

WORKER APPLICATION  

 

DATE OF APPLICATION: ____________________                  HIRE DATE: ______________ 

SOCIAL SECURITY NO: _____________________                   BIRTH DATE: _____________ 

PLACE OF BIRTH: _____________________________________ 

 
PERSONAL INFORMATION  

 
NAME: ________________________________________________________________________ 

              First                                                MIDDLE                                           LAST  

ADDRESS: _______________________________________________________________________________________ 

CITY:___________________ STATE:__________________ ZIP:__________      

PHONE NUMBER:____________________________   HOW LONG AT THIS ADDRESS_______________     

AGE:_____SEX: M OR F (CIRCLE ONE)   MARITAL STATUS:__________    

U.S. CITIZEN: Y OR N (CIRCLE ONE)             

IS APPLICANT OWN LEGAL GUARDIAN? Y OR N (CIRCLE ONE)        

IF NO: GUARDIAN NAME(S)            

ADDRESS:_______________________________________________________________     

CITY:___________________      STATE:___________________     ZIP:__________      

PHONE NUMBER:   ________________________________          CELL NUMBER:____________________________   
  

 *ATTACH COPY OF GUARDIANSHIP PAPERS*         

PRIMARY DISABILITY:             

CAUSE (CONTGENTIAL, TRAUMA, GENETIC):_________________________________________________________________   

SECONDARY DISABILITY:            

SEIZURE DISORDER PRESENT: Y OR N (CIRCLE ONE)          

IS APPLICANT AMBULATORY:  Y OR N (CIRCLE ONE)          

IF NO, PLEASE DESCRIBE LIMITATIONS:______________________________________________________________________ 

______________________________________________________________________________________________________  

HEARING PROBLEMS? Y OR N (CIRCLE ONE)              IF YES, PLEASE DESCRIBE: _______________________________________ 

______________________________________________________________________________________________________  

VISION PROBLEMS?  Y OR N (CIRCLE ONE) IF YES, PLEASE DESCRIBE: _____________________________________________ 

______________________________________________________________________________________________________  
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SCHOOL(S) ATTENED        DATES 
 

 

 
 

 
 

 
RESIDENTIAL PLACEMENT (HOME, INSTITUTION, GROUP HOME, ICFMR, ICF, SEMI-INDEPENDENT, INDEPENDENT, ETC.) 
 

 

  

 

PROGRAMS APPLICANT IS CURRENTLY INVOLVED IN: 

STATE-FUNDED WORKSHOP SERVICES: _____ IN-HOME SUPPORTS WAIVER: ____ 

WAIVER SERVICES-RESIDENTIAL: ______ WAIVER SERVICES-VOCATIONAL: ______ 

OTHER SERVISCES (PLEASELIST): ________________________________________________________________________ 

NONE: ______ 

FAMILY INFORMATION 

FATHER: ____________________________________________________________________________________________ 

ADDRESS: ___________________________________________________________________________________________ 

                                                   NUMBER                                                       STREET                                                                                     APT. NO. 

CITY: ______________________       STATE: ____________________          ZIP: ___________________ 

HOME PHONE: _______________________           CELL PHONE: __________________________ 

EMPLOYER: _______________________________________    WORK PHONE: ________________________ 

ADDRESS: ___________________________________________________________________________________________ 

                                                   NUMBER                                                       STREET                                                                                     APT. NO. 

PHYSICAL LIMITATIONS? Y OR N (CIRCLE ONE) IF YES, PLEASE DESCRIBE: ________________________________________ 

________________________________________________________________________________________________________  

SPECIAL NEEDS? Y OR N (CIRCLE ONE)   IF YES, PLEASE DESCRIBE: ________________________________________ 

________________________________________________________________________________________________________  

 

NAME(S) OF ANY MEDICATIONS APPLICANT IS TAKING: 

 1}      4) 

 2)      5) 

 3)      6) 
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CITY: _____________________________STATE: __________________________ ZIP: __________________ 

HOW LONG AT THIS EMPLOYER? _____ 

MOTHER: ______________________________________________ 

ADDRESS: _____________________________________________________________________________________ 

CITY: _____________________ STATE: ________________________ ZIP: _________________ 

 HOME PHONE: _________________________ CELL PHONE: ________________________ 

EMPOLYER: _______________________________ WORK PHONE: ____________________________ 

ADDRESS: _____________________________________________________________________________________ 

CITY: _________________________   STATE: ________________________ ZIP: ________________ 

HOW LONG AT THIS EMPOLYER? _________________ 

 SIBLINGS: 

NAME         AGE   LIVING WITH PARENT(S) 

_______________________________ _______ _________         ________________________________________ 

_______________________________ _______ _________         ________________________________________ 

_______________________________ _______ _________         ________________________________________ 

_______________________________ _______ _________         ________________________________________ 

_______________________________ _______ _________         ________________________________________ 

PRE-EMPLOYMENT INFORMATION 

SOCIAL SECURITY INCOME: _______________________________________________________________________ 

MEDICARE: Y OR N (CIRCLE ONE)  MEDICAID: Y OR N (CIRCLE ONE) 

LIFE INSURANCE POLICY: Y OR N (CIRCLE ONE) 

IF YES, INSURANCE COMPANY NAME: _______________________________________________________________ 

ADDRESS:  _____________________________________________________________________________________ 

                             NUMBER    STREET     APY. NO. 

CITY: _____________________________ STATE: _____________________________ ZIP: ___________ 

PHONE NUMBER: _____________________________ FAX NUMBER: ________________________________ 

COMMENTS/MISCELLANEOUS INFORMATION ABOUT INDIVIDUAL: ________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

____________________________________________________________________________________________ ______ 

FOR NEW HORIZONS USE ONLY 

PRE-EMPLOYMENT ASSESSMENT REQUIRED FOR CONSIDERATION    DATE RECEIVED 

 

PSYCHOLOGICAL EVALUATION 

(WAIS-R, STANDFORD-BINET, ETC.-WITHIN LAST 24 MONTHS FOR PRIVATE OR STATE-FUNDED)               _______________________ 

 

ANY OTHER ASSESSMENT AS APPLICABLE TO INDIVDUAL (BEHAVIOR PLAN, CURRENT IP, ETC.) 
_________________________________________________________________________             ________________________ 

_________________________________________________________________________             ________________________ 

_________________________________________________________________________              ________________________ 

 

CERTIFICATION/APPROVAL FOR SERVICES                            ___________________ 


