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Enclosed you will find an entry application for The Foundry. Please complete it and 
return to me as soon as possible.  All questions on the application must be answered, if 
the question does not apply, please write N/A for non-applicable.  Applications that are 
not completely filled out will be subject to rejection.  Please thoroughly read all 
sections on the Entry Application.  The best way to ensure the earliest possible entry 
date is to stay in touch with me weekly. You can write, phone or fax (205) 428-6999.

Please take care of any pressing legal issues before you enter the program.  You will 
have to be in the 1st Phase of the program (approximately 4 weeks) before we will be 
able to assist you in any type of legal matter.  Since we do not staff legal experts the 
only assistance we can offer is to contact legal officials to inform them that you are 
in the program. Residents will not be allowed to leave The Foundry for any reason 
during their first 30 days in the program.
  
There will be a $495.00 processing fee due upon entry. This fee is non-refundable.

If you need any further information please contact the Program Department at (205) 428-8449.

Sincerely;

The Foundry Rescue Mission and Recovery Center
Program Department
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ENTRY APPLICATION
The individual applying to the waiting list has to fill out and sign this form.

THANK YOU FOR INQUIRING ABOUT THE FOUNDRY (FORMERLY CITY OF HOPE).  THE 
FOUNDRY IS A CHRIST-CENTERED RESCUE MISSION AND A RESIDENTIAL, 12-18 MONTH 
DRUG AND ALCOHOL RECOVERY PROGRAM.  WE ARE AIDING INDIVIDUALS TO REDIRECT 
THEIR LIVES BY SHARING GODÕS VALUES AND PRINCIPLES.  OUR CLASSES TEACH MEN 
AND WOMEN WITH ADDICTIONS TO TAKE RESPONSIBILITY FOR THEMSELVES AND 
OTHERS WHILE ALLOWING GOD TO RESHAPE THEIR LIVES.  2 CORINTHIANS 5:17É. 
ÒTHEREFORE IF ANYONE IS IN CHRIST HE IS A NEW CREATION; THE OLD HAS GONE, THE 
NEW HAS COME.Ó

WE ARE A WORKING REHAB.  IN ADDITION TO CLASSES, SEMINARS, AND CHAPEL, YOU 
WILL BE REQUIRED TO WORK IN ONE OF OUR BUSINESSES FOR 40 HOURS EACH WEEK 
TO PAY FOR YOUR RECOVERY.  IF YOU DO NOT HAVE THE ABILITY OR DESIRE TO 
WORK, THIS MAY NOT BE THE RECOVERY PROGRAM FOR YOU.

PLEASE BE INFORMED THAT IN ORDER FOR YOUR NAME TO BE ADDED TO OUR WAITING 
LIST THE ENTRY APPLICATION MUST BE COMPLETED AND RETURNED.  AT THAT TIME 
YOUR APPLICATION WILL BE REVIEWED AND YOU WILL RECEIVE A LETTER IN THE MAIL 
OR A PHONE CALL OF ACCEPTANCE OR DENIAL.  IN ORDER FOR US TO KEEP YOU ON OUR 
LIST YOU WILL HAVE TO CONTACT US ON A REGULAR BASIS BY PHONE OR THROUGH THE 
MAIL!  (IF WE DO NOT HEAR FROM YOU, YOUR NAME WILL BE REMOVED FROM THE 
WAITING LIST.)  PLEASE HAVE YOUR AFFAIRS IN ORDER REALIZING THAT WE NEVER 
KNOW IN ADVANCE WHEN A BED MIGHT BECOME AVAILABLE.  WE ACCEPT INTAKES ON 
TUESDAYS, WEDNESDAYS AND THURSDAYS AT 9:30AM.  

NAME ________________________________ TODAYÕS DATE__________________
 
SEX:  MALE _______________ FEMALE _______________ AGE ________________

PHONE ________________________ ADDRESS_______________________________

________________________________________________________________________

(PLEASE LIST TWO METHODS OF CONTACT)
NAME_________________________________ PHONE _________________________

ADDRESS ______________________________________________________________

NAME _________________________________ PHONE ________________________
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ADDRESS _____________________________________________________________

HAVE YOU EVER BEEN TO OUR RECOVERY PROGRAM? (IF YES, PLEASE 
EXPLAIN CIRCUMSTANCES OF YOU LEAVING OR BEING DISMISSED.  
PLEASE INCLUDE THE YEAR THAT YOU WERE HERE.)
________________________________________________________________________

________________________________________________________________________

ARE YOU WILLING TO SPEND 12-18 MONTHS IN RESIDENTIAL RECOVERY? 

________________________________________________________________________

LEGAL (please provide the following)

ARE YOU PRESENTLY ON 
 ____PROBATION, _______PAROLE, ______TASC, ______COURT REFERRAL 

NAME_______________________________ PHONE___________________________

ADDRESS ______________________________________________________________

HAVE YOU EVER BEEN CONVICTED OF A SEXUAL OFFENSE OR DO YOU 
CURRENTLY HAVE SEXUAL CHARGES PENDING? _________________________

ARE YOU INCARCERATED? __________________ WHERE? __________________

ARE YOU REQUIRED BY A JUDGE TO COMPLETE A RECOVERY PROGRAM? 
YES OR NO 
JUDGE ________________________________________PHONE __________________ 

ADDRESS ______________________________________________________________ 
(WE WILL NEED A COPY OF THE COURT ORDER).

LIST ANY AND ALL CASES THAT YOU HAVE EVER BEEN ARRESTED FOR BELOW:

CHARGE: __________________ DATE: _________ COUNTY: ________________COURT DATE:_____________

CHARGE: __________________ DATE: _________ COUNTY: ________________COURT DATE:_____________

CHARGE: __________________ DATE: _________ COUNTY: ________________COURT DATE:_____________

CHARGE: __________________ DATE: _________ COUNTY: ________________COURT DATE:_____________

CHARGE: __________________ DATE: _________ COUNTY: ________________COURT DATE:_____________

CHARGE: __________________ DATE: _________ COUNTY: ________________COURT DATE:_____________
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WE DO NOT ACT AS YOUR LAWYER.  IF YOU ARE IN JAIL, YOU WILL NEED YOUR LAWYER 
TO DO THE LEGAL WORK FOR YOU.  WE ARE UNABLE TO PROVIDE TRANSPORTATION 
FROM JAIL.  YOUR LAWYER  MAY CONTACT US FOR MORE INFORMATION.

SUBSTANCE USE/REHAB HISTORY

CURRENT SUBSTANCE OF PREFERENCE.

PRIMARY _____________________ SECONDARY ____________________________ 

DO YOU CONSIDER YOURSELF ADDICTED? ______________________________

HAVE YOU ATTENDED ANY SUBSTANCE ABUSE PROGRAMS? _____________
IF SO, PLEASE LIST AT LEAST 3 BELOW.

NAME             PHONE #   CITY                               
DATE        
______________________________      __________________      ___________________       _________                   

CIRCUMSTANCES OF DEPARTURE _____________________________________________________  

______________________________________________________________________________________

NAME             PHONE #   CITY                                
DATE        
______________________________      __________________      ___________________       _________                   

CIRCUMSTANCES OF DEPARTURE _____________________________________________________  

______________________________________________________________________________________

NAME             PHONE #    CITY                               
DATE        
______________________________      __________________      ___________________       _________                   

CIRCUMSTANCES OF DEPARTURE _____________________________________________________  

______________________________________________________________________________________

SUMMARY OF STAY & DISCHARGE MAY BE OBTAINED. 

DO YOU ACKNOWLEDGE THAT YOUR LIFE IS OUT OF CONTROL AND YOU 
NEED HELP LEARNING HOW TO SUSTAIN FROM  DRUGS AND ALCOHOL? 
________________________________________________________________________

THE FOUNDRY IS NOT A DETOX FACILITY.  IF YOU ARRIVE AT THE 
FOUNDRY NEEDING DETOXIFICATION, YOU WILL BE REFUSED 
ADMITTANCE.

MEDICAL CHECKLIST
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DO YOU HAVE PROBLEMS WITH ANY OF THE FOLLOWING? PLEASE CIRCLE 
ALL THAT APPLY:

HIGH / LOW BLOOD PRESSURE_____ KIDNEY / BLADDER_____ ASTHMA_____ 
DIABETES_____ TUBERCULOSIS_____ EPILEPSY_____ VENEREAL 
DISEASES_____ MIGRAINE HEADACHES_____ SKIN SORES_____ TROUBLE 
BREATHING_____ MENTAL ILLNESS (please specify diagnosis)________________
OTHER (please explain) __________________________________________
LIST ALLERGIES _______________________________________________________ 

HAVE YOU EVER BEEN UNDER PSYCHIATRIC CARE? _____________________
WHEN _______________________ WHY ____________________________________ 
DOCTOR NAME & NUMBER______________________________________________ 
DIAGNOSIS ____________________________________________________________

DO YOU HAVE CURRENT PROBLEMS OR ANY HISTORY WITH: ADHD______ 
DEPRESSION_____ BIPOLAR DISORDER_____ BORDERLINE PERSONALITY 
DISORDER_____ ANTISOCIAL PERSONALITY DISORDER_____ ANY TYPE OF 
BRAIN INJURY_____ DEMENTIA_____ COGNITIVE DISORDERS (PROBLEMS 
PUTTING SENTENCES TOGETHER, RETENTION OR MEMORY PROBLEMS 
FROM MEDICATION OR DRINKING)_____ PARANOIA_____ 
SCHIZOPHRENIA_____ PSYCHOTIC DISORDER_____ 

PLEASE EXPLAIN IN FURTHER DETAIL IF ANY OF THE ABOVE WERE 
CHECKED ______________________________________________________________

________________________________________________________________________

DO YOU FEEL THAT YOU HAVE A PROBLEM CONTROLLING YOUR ANGER/
TEMPER? _________ PLEASE EXPLAIN ____________________________

________________________________________________________________________

(WOMEN) ARE YOU PREGNANT? _______ IF SO, HOW MANY MONTHS? _____

ARE YOU DISABLED OR HANDICAPPED TO THE EXTENT THAT YOU WILL BE 
UNABLE TO STAND ON YOUR FEET FOR EIGHT HOURS A DAY FOR 
VOLUNTARY WORK RELATED TASK?_______________________  

DO YOU HAVE ANY LONG-STANDING HEALTH ISSUES THAT CAUSE YOU 
CONCERN? (PLEASE SPECIFY) ___________________________________________

________________________________________________________________________
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DO YOU RECEIVE DISABILITY, SSI, OR ANY OTHER FUNDS FROM THE 
GOVERNMENT? _________________ IF SO, HOW MUCH? ____________________
(Please note that if you receive assistance you will have to pay $400 per month while 
in our program)

DO YOU HAVE INSURANCE? (MEDICARE, MEDICAID, BCBS, ETC.)__________

LIST BELOW ANY MEDICATIONS THAT YOU ARE CURRENTLY TAKING:

  MEDICATIONS / MG                DOSE           Rx DATE          QUANTITY                PHYSICIAN             REASON PRESCRIBED
________________     ____          _____          ______            _____________        ________________

________________       ____          _____          ______            _____________        ________________

________________            ____          _____          ______            _____________        ________________

________________            ____          _____          ______            _____________        ________________

________________            ____          _____          ______            _____________        ________________

LIST ANY MEDICATION(S) YOU SHOULD BE TAKING: (PRESCRIBED) 
________________________________________________________________________

I, __________________________ ATTEST THAT THE ABOVE INFORMATION IS 
TRUE AND THAT ALL MEDICATIONS ARE PRESCRIPTIONS FOR THE 
LABELED PURPOSES ONLY AND ARE CURRENTLY THE ONLY MEDICATIONS I 
AM USING.  NO EXCEPTIONS WILL BE MADE ALLOWING THE USE OF 
NARCOTIC PRESCRIPTIONS WHILE ENROLLED IN THE PROGRAM.

I ______________________________ UNDERSTAND THAT THE FOUNDRY 
RESCUE MISSION IS A CHRISTIAN BASED ORGANIZATION.  I AM  WILLING 
TO COMMIT TO 12-18 MONTHS INPATIENT TREATMENT.  I AM WILLING AND 
ABLE TO SLEEP ON A MATTRESS ON THE FLOOR, BUNK BED, OR COT.  I 
UNDERSTAND THAT I WILL HAVE TO WORK AS A VOLUNTEER ON THE 
PROPERTY FOR AT-LEAST EIGHT HOURS A DAY IN RETURN FOR MY 
RECOVERY AND WILL NOT RECEIVE MONEY IN EXCHANGE FOR THESE 
SERVICES.

THE $495.00 PROCESSING FEE IS  DUE UPON ARRIVAL.  NO EXCEPTIONS.  
THIS IS NON-REFUNDABLE.

ALL FORMS MUST BE FILLED OUT COMPLETELY OR YOUR NAME WILL NOT 
BE ADDED TO THE WAITING LIST.  

SIGNATURE ____________________________ DATE ________________________
(By signing I agree to all above said statements and attest that all information given is true to the best of my 
knowledge)
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PLEASE RETURN TO FAX NUMBER (205) 428-6999 OR MAIL TO:

PROGRAM OFFICE
THE FOUNDRY

P.O. BOX 824
BESSEMER, AL  35021

205-428-8449 ext 24 or 49

Briefly explain what you expect from this program. (Must be completed 
in order for application to be processed)

_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________
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PLEASE DETACH AND KEEP THIS FORM

**Drug screens are given after each pass off property--$25.00 per screen
**Laundry--$5.00 per week--resident must provide his/her own laundry 
detergent (1st phase and above).  There is no charge for residents in 
Orientation.

MEN’S CLOTHING ALLOWANCE
RESTRICTED CLOTHING GUIDELINES: 
No sleeveless shirts or tight fitting clothing.  All shorts must be knee length or no more than 1Ó above the 
knee.  
PANTS = 9  TENNIS SHOES = 1    DRESS SHOES = 2
SHIRTS = 9  WORK SHOES = 1    SOCKS = 9
HATS = 3  SPORT COAT = 1    UNDERWEAR = 9
TIES = 4  SUITS = 2     BELTS = 3
Things needed:  Toiletries, Twin Sheets, Blanket, Pillow, Washing Powders and Laundry Money.

THINGS MEN MAY BRING:
TOILETRIES, TOWELS & WASH CLOTHES
TWIN SHEETS      
BLANKET     
PILLOW      
WASHING POWDERS
PERSONAL HYGIENE PRODUCTS (ALCOHOL FREE MOUTHWASH ONLY)
CLOTHES HANGERS (PLASTIC HANGERS ONLY)

WOMEN’S CLOTHING ALLOWANCE
RESTRICTED CLOTHING GUIDELINES: 
NO SLEEVELESS SHIRTS OR TIGHT FITTED CLOTHING.  ALL SHORTS MUST 
BE KNEE LENGTH.
OUTFITS (DEFINED AS SHIRTS, SHORTS, PANTS, SKIRTS & DRESSES) = 12
PAJAMAS/NIGHT CLOTHES (INCLUDING UNDERSHIRT OR SHORTS) = 3
PURSES (INCLUDING BOOK BAG) =3 SHOES (INCLUDING HOUSE SLIPPERS) = 5 

BRAS =7 SOCKS = 10 PANTIES = 10 PANTY HOSE = unlimited
JACKETS (INCLUDING SWEATERS) = 3  

THINGS WOMEN MAY BRING:  
TOILETRIES, TOWELS & WASH CLOTHES
TWIN SHEETS      
BLANKET     
PILLOW      
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WASHING POWDERS
CUP, COFFEE CUP, PLATE, BOWL, SPOON, FORK
ALARM CLOCK
HAIR DRYER
CURLING IRON
PERSONAL HYGIENE PRODUCTS/MAKEUP (ALCOHOL FREE MOUTHWASH ONLY)
SOFT DRINKS, CHIPS, SNACKS, ETC.
CONTAINER THAT FITS UNDER THE BED
CLOTHES HANGERS

FOR MORE INFORMATION, PLEASE CONTACT THE PROGRAM OFFICE AT 205-428-8449 EXT 49.


