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For Office Use Only  

Date Received                Date Reviewed_______________        

Date Waitlisted           Date Accepted_______________         

Date Denied          _________________________        Date Referred _______________        

          

  

Applicant Information  

 

 
  

Referral Information  

Phone Number:

 
        

 

 

 

Applicants Full Legal Name (First, Middle, Last):               

Age:    Any Alias’s             Date of Birth: ________          

Provincial Health Number:                                             

  First Nation Status        First Nation Non - Status        Metis   

Band Name if Applicable:               

Treaty Number if Applicable:               

Home Address:                 

Mailing Address (if Different than Home Address):                 

Applicants Email Address:                 

Name of Person Completing this Form:               

Agency if Applicable:               

Relationship to Applicant (parent/legal guardian/worker/applicant):             

Email Address: ___________________________________               

Expiry Date______________     
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If you are in the care of someone other than your legal guardian, please provide the following 

information:  

Type of Placement: Kinship, Temporary, Permanent, Group Home, Correctional, etc?         

 

Agency Name:_________________________________________________________________________ 

        

  

Background Information  
 

Please attach the following documents to this application form if applicable: Social History, 

Placement History, Formal Diagnostic Assessments (Psycho-Educational, ADHD, FASD), 

Legal/Court Documents, etc.  

Education  

Are you Currently in School:   Yes      No     Highest Grade Completed: _______________ 

Please provide us with the name of the school and who we should contact at the school to arrange for 

transcripts for school placement in Prince Albert.  

School Name:         

 
  

Documentation: 

Do you have your original Birth Certificate? Please provide (or a copy if unavailable) _________ 

Do you have a Driver’s or Learners License? Is it Valid? Please provide original______________ 

Do you have your own Treaty Card? Please provide original__________________  

Do you have a Social Insurance Card? Please provide a copy____________  

Do you have your Provincial Health Card? Please provide a copy_________ 

Do you have any Diploma’s or certificates? Family planning, First Aid, CPR, Food Safe?  Please provide 

copies ____________________________________________________________________________ 

Do you or your family have secondary Health Coverage? If yes, Please provide agency and policy number      

agency:__________________________        policy: _________________________________ 

Do you have a bank account/debit or Credit cards? If not, will you allow Transition Home to help manage 

your monies for your safety? ____________________ 

Contact Name (Teacher/Principal):                 Phone Number:               
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Legal:  

Are You currently on probation or a court order, or have legal charges?   Yes      No  

If yes, please attach a copy of the charges, court order, or conditions to this application 

package.  

Probation Officer Name: _________________________     Phone Number:_______________ 

 

Court Dates if applicable: ________________________ 

                                              ________________________ 

                                              ________________________ 

  

Spiritual/Cultural  

Our Transition Home provides Indigenous Culture as a path to wellness which includes, but is not 
limited to sweats, smudging, elder teachings, and land-based camps.  

Are you willing to participate in spiritual/cultural teachings and ceremonies?      ________ 

 Would you like to go to Church?  ____________ 

What types of cultural activities do you like to participate in:        

 

Psychological  

In the past year, have you had thoughts of/or suicide attempts or   Yes      No  

Written or spoken about suicide? __________   

If yes, please explain. Provide date(s), method(s), and what help was received. Is there a Counselor or 

Mental Health Professional involved? 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________      

 

Gang Involvement   

If yes, with which 

gang:  

 

  Yes     No   

            

Has anyone in your family received treatment for substance abuse?____________  
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Consent for Participation  
WBTC Transition Home is required to obtain various permissions for residents who attend our Transition 

program. By giving consent, you are giving WBTC temporary authorization to provide the best care 

possible while with us.  

 

Please read the following CAREFULLY initial all and sign the consent at the bottom of the page; 

 

Resident Consents      

Information access:  I authorize the Transition Home to obtain information about the resident from 3rd 

party professionals including Social Workers, Parole and/or  

Probation Officers, Court Workers, Educators, Medical and/or Psychiatric _____________   

      

Outings: 

I give authorization to participate in activities                             

outside of the Home including cultural activities (camps & ceremonies)________ 

 

Equine assisted learning (If applicable), youth conferences, camping trips, day trips, and out 

of province trips________   

   

Photo Publishing Release:  I authorize Transition Home to use photographs taken  

while residing in the Transition Home, for  Board Report and Annual Report. ________  

  

Medications and Wellbeing Consent       

    

Over-the-counter Medications: I authorize Transition Home to administer over-the- 

counter medications and multivitamins to resident while residing in the Transition Home 
and understand only qualified staff will dispense the medication. ________ 

  

 Medications and Wellbeing Consent       

Well-Being: I authorize Transition Home to arrange to receive routine    

care including medical, dental, and optical exams as required. In serious  

cases I will be informed of any care/procedures as per    
licensing/accreditation body requirements. _________ 

 

Release of Information: I authorize Transition Home to release information for 

the purposes of Information records including the Drug Use Screening  

Inventory (DUSI), Native Wellness Assessment (NWA), Medical,  

Psychological and/or Psychiatric Reports, Court and/or Legal Documents and 
Education Reports. __________ 
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Immunizations and Vaccinations: I give authorization for Resident to    

receive the Influenza Vaccination/Covid Vaccination while in the White  

Buffalo Transition Home. (To be administered by a qualified medical professional.) ________ 

  

Grievance, Behavior Management, and Restriction Consent       

 
Behavior Management: I understand that Transition Home addresses behavioral situations with the use 

of logical/natural consequences. If the resident requires behavioral management, I authorize.   

The transition home to apply logical and natural consequences. To receive a 
copy of the Behavior Management policy please contact one of our Transition 

employees. ___________  

 

Restrictive Procedures: I understand that staff at Transition Home employees are trained in how to use 

restrictive procedures and they are only used in emergencies.  

  I authorize WBTC to utilize restrictive procedures if deemed necessary. ___________    

 

I, the Resident/parent/legal guardian agree to the above consents;    

 
 Signature of Parent/Legal Guardian/Resident    Date 

 
                      Applicant Signature                                                          Date 

 

 

 

 

 

 

 

 

 

 Client Grievance: I understand that if I have any concerns 

while residing at the Transition Home they may initiate 

the client grievance process by speaking to any staff 

member. To receive a copy of the client grievance policy 

please contact one of  our Transition Employees ________   
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Goals and Interests: 

What are my goals after treatment: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________ 

 

What were your main interests in treatment: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

What did you dislike about treatment: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

What makes you a good candidate for transition living? 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

If accepted, are you prepared to commit to all policies and procedures such as:  

o Cleaning Schedules _____ 

 

o Meal Planning, Preparation, and Cooking ______ 
  

o Attending school or work ______ 
 

o Attending all Programming-group and individual ______ 

 

o Cultural activities _______ 

 

o Attending daily, weekly, monthly meetings ________ 

 

Comments:___________________________________________________________________________

____________________________________________________________________________________
____________________________________________________________________________________

____________________________________________________________________________________  
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Absent Without Leave (AWOL)/Emergency Exit Procedures. 

The Transition Home shall maintain, in every Resident file, an AWOL Procedure form detailing pertinent 

information about the client that can be useful in the event of unauthorized leaves. These records will 
be kept current and shall include:  

• The full name of the Resident 

• The full names and contact information of those people to be contacted in the event of 

unauthorized leave.  

• Resident alias(s) if any  

• Resident date of birth  

• Resident home community – address of parent/guardian if applicable 

• Physical description of the Resident including hair color, eye color, height, weight, scars/tattoos, 

and any other distinguishing features.  

• Status under which the client is placed in our program (i.e., voluntary placement) if applicable 

• Any court orders currently in effect, including the type of order, date order was issued, date the 

order expires, charges for which the resident was convicted, listed conditions on the probation 

order, and the location of the sentencing court.   

The authorities will be notified of the absence of the resident if they have not returned by 8 A.M. the 
following day. 

If the resident does not return within 72 hours, they will have been considered to have self-discharged 

from the program.  

Notification Procedures  

Referral worker phone number:    

  

 Referring worker is to be 

notified:   

  

  

 Parent/Guardian phone number: 

      

Parent/Guardian is to be notified:   

  

 

 If the Parent/Guardian is not available, the following people may be notified:  

Name:      Phone Number:    

 

    
Name:   Phone Number:   

  

          
  Immediately       After 4 hours       After 8 hours   

          
  Othe r:     

        
  Immediately       After 4 hours       After 8 hours   

          
  Other:     
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After reviewing the Transition Home AWOL Policy and Procedures, is there anything else that you would 

like WBTC to do in the case of AWOL’S? 

  Yes, please attach a document outlining what you would like WBTC to do in addition to current 

policy and procedures.  

  

  No, please follow established policy and procedures.  

  

Emergency Exit Plan 

This plan provides clear steps for an unexpected and/or early discharge of the youth. The Emergency Exit 

Plan will assist us in ensuring the safety and well-being of the youth and will provide a guide to making 

efficient travel plans. This plan will be used in partnership with the RCMP and Child & Family Services if 

applicable. 

Youth Name:        Date of Birth:       

Legal Guardian:        Phone Number:       

Referral Worker:        Phone Number:       

 

When developing this plan, please consider who will make travel arrangements and who will provide 

transportation. If the need arises these people will be contacted by WBTC to arrange for the youth’s 

travel. 

For travel arrangements contact:       Phone Number:       

For transportation contact:       Phone Number:       

After hours contact:       Phone Number:       

Escort Name:       Phone Number       

 

Youth will travel by:  Private Vehicle    Taxi    Airplane    Other:       

 

Additional Information:       
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Phone Call List (If under 18)  

WBTC encourages healthy and consistent communication between our residents and their family and 
support team. Please list the people the Resident can talk to during their stay with us. 

 

Name  Relationship to Youth  Phone Number  

                     

                     

                     

                     

                     

                     

                     

                     

                     

                     

                     

                     

  

Please list the people the Resident should not have contact with during their stay with us and their 

phone number if known.  

Name  Phone Number  

              

              

              

              

              

              

 If there are people that the Resident should not have contact with during their stay, we will ask those 

who call for a pass code prior to the individual having contact with the resident. Please indicate which 

pass code you would like to use and share it with those on the youth’s approved phone call list. Callers 

who do not have the correct pass code will not be permitted to speak with the youth.  
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A medical Assessment May need to be completed prior to admission to Transition Home 

Medical Examination Report 

Note to Physician:   The patient has been referred to the White Buffalo Treatment Centre transition 

Home for post alcohol and drug treatment. Please complete the following medical form and forward to 

the center or return to the Parent/Guardian to forward.  

Patient name: ________________________________  Date of Birth: _______/_______/_______ 

Medical Number: _____________________________ 

How long have you been this patient’s physician? _________________________________________ 

Patient’s height: ___________________________ Patient’s weight: ______________________ 

FAMILY HISTORY 

1. Is there, to your knowledge any history of the following:  

 

Heart disease  Yes  /  No  Diabetes Yes  /  No 

Chemical dependency Yes  /  No  Epilepsy Yes  /  No 

High Blood Pressure Yes  /  No  HIV  Yes  /  No 

Cancer   Yes  /  No  T.B.   Yes  /  No 

 

 

2. Currently, are there any existing medical conditions? Will a physician be required to do follow 

up?  

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

3. Any known allergies? 

______________________________________________________________________________

______________________________________________________________________________ 

 

4. When was the last recorded chest X-ray on Tuberculosis screening? 

______________________________________________________________________________ 
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MEDICAL EXAMINATION REPORT 

 

5. Physical Examination – Are there any existing conditions related to:  

Ear, Nose, Throat:   Yes  /  No  What? ________________________________ 

Hair, Skin, Nails:   Yes  /  No  What? ________________________________ 

Blood Lymphatic System:  Yes  /  No  What? ________________________________ 

Cardio Vascular System:  Yes  /  No  What? ________________________________ 

  
Abdomen:     Yes  /  No What? ________________________________ 

Central Nervous System:  Yes  /  No What? ________________________________ 

Vision:    Yes  /  No  What? ________________________________ 

Hearing:    Yes  /  No  What? ________________________________ 

Motor Coordination:  Yes  /  No  What? ________________________________  

Respiratory System:  Yes  /  No  What? ________________________________ 

   Evidence of Sexually 

   Transmitted Diseases?  Yes  /  No        What? _______________________________  

 

Do you have any knowledge of conditions related to this patient’s prenatal condition (i.e. did the 

mother have a healthy pregnancy, any evidence of FASD?) 

____________________________________________________________________________________

____________________________________________________________________________________ 

Has this patient been given a pregnancy test?  Yes/No  Results: ________________________________ 

Any previous pregnancies? ___________________  

If so, how many? ________________________ 

If yes, was the pregnancy: Carried to term? _________ Aborted? ___________ Miscarried? 

__________ 
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Do you have any knowledge of this patient’s inhalant/drug/alcohol misuse/abuse? 

____________________________________________________________________________________

____________________________________________________________________________________ 

Has she ever been treated for inhalant/drug/alcohol misuse or related conditions? 

____________________________________________________________________________________

____________________________________________________________________________________ 

If you have knowledge, what is the frequency of use? 

____________________________________________________________________________________

_ 

Please comment on any of the above conditions and how they may affect the patient’s ability to 

participate in residential treatment: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

 

Is this patient on any medications? (Please List with Date 

Prescribed)___________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

Psychiatric (any known history of suicide ideation/attempts/depressions). If so, has a psychiatric and/or 

psychological evaluation been performed?  ________________________________________________ 
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MEDICAL EXAMINATION REPORT 

 
Examiner’s name: ____________________________________________________________________ 
Please Print Examiner’s name clearly: ____________________________________________________ 
 
In all cases, those attending post-treatment should be physically/mentally healthy enough to attend and benefit 

from group residential treatment.  The group living makes the spread of communicable diseases possible. 

Therefore, treatment for existing conditions should occur as soon as possible prior to admission.  

 

I have examined this patient on _______/_______/_______ and find her in good health and able to 

participate in the Transition Home program. 

Physician’s Signature: ___________________________________ Date: _____/______/_______ 
Please print Physician name clearly: ______________________________________________________ 
 
Address: _____________________________________________  Phone: (        ) 

______________ 

Or 

I do not recommend post treatment at this time due to: 

____________________________________________________________________________________

____________________________________________________________________________________ 

Physician’s Signature: __________________________________   

Date: ______/______/_______ 

 


