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 JOHN LOVICK 
SHERIFF 
 

 THOMAS DAVIS 
UNDERSHERIFF 

INTEGRITY      •      DIGNITY      •      COMMITMENT      •      PRIDE 

COMMUNITY CORRECTIONS APPLICATION 
(Please Print) 

   

Name___________________________________________   Appointment Date/Time________________  
                       Last                       First Middle 
 
 Home Phone________________   Cell Phone_________________     Work Phone__________________ 
 
Address_______________________________________________________________________________  
                      Street                                                        Apt.           City                                                     Zip 

Mailing Address (If different)_____________________________________________________________ 
                                                             Street                    Apt.          City                                                    Zip 

Court______________    Charge______________________________    Case #_____________________ 

Date of Birth (month/day/year)_________________ 

Employment: 

Name of Employer/School______________________________________________________________                  

Immediate Supervisor_________________________________    Contact Phone #_________________ 

 

Eligibility requires that above person be contacted _______________________________________ 
                                                                                                                                                        Signature to verify consent 

Employer’s Address___________________________________________________________________ 
                                                   Street                                              City                                                    Zip 

Work Days________ thru________  or Circle Work Day M T W TH F Sa Sun   Hourly Pay_____  
 
Income Taxes/Social Security Taken Out of Pay Check   Yes___No ___ 
 
Paid by Check:  Yes   __ No____            Scheduled Pay Day___________________________________ 

If Self Employed:  Business License #________________________    Tax ID#_____________________ 

How Long in Business________________________      Business and/or Income Taxes ________ 

 

Total Monthly Living Expenses _____________________ 

  

Family/Community Contacts:   

         Name                                                  Address (Street, Apt., City, Zip)                             Phone # 

1.___________________________ ___________________________________ ___________________ 

2.___________________________ ___________________________________ ___________________ 

Spouse/Partner’s Full Name (Maiden) __________________________        DOB___________________ 

Please List any Arrests/Convictions for Spouse/Live-In Partner_________________________________    

___________________________________________________________________________________ 

 

 

 

 

 

 

*This MUST be completed prior to the interview! 
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Others Who Live in Household (List Children/Roommates) 

Full Name                                            Age             DOB              Supported by                  Amount Paid 

1. 

2. 

3. 

Note: Any child support paid must be documented to be considered. 

 

Conviction History 

Year Type of Charge County/State 

   

   

   

   

   

   

 

Alcohol/Drug History  

Drug of Choice Use More 

Often Than 

Intended 

Neglected 

Responsibilities 

because of 
Alcohol/Drug Use 

Wanted to Cut 

Down on Use of 

Alcohol/Drugs 

Anyone Object 

to your use of 

Alcohol/Drugs 

Use 

Alcohol/Drugs 

to Alleviate 
sadness, 

boredom, anger 

Date of 

Last Use 

 Alcohol       

 Marijuana       

 Cocaine       

 Methamphetamine       

 Opiates (Heroin)       

 Prescription Drugs       

 Other       

 

Had Alcohol/Drug Assessment?  Yes___ No___ When________ Where________________ 

Current or Prior Treatment for: 

□   Alcohol/Drug Dependency  

□   Mental Health Needs 

Treatment: Where_______________________________ When__________ Completed: Yes___ No___ 

Previous Tx: Where______________________________ When_________ Completed: Yes___No____ 

Previous Tx: Where______________________________ When_________ Completed: Yes___No____ 

 

Health Issues/Medications____________________________________________________________ 

___________________________________________________________________________________ 

Do you have any alcohol/drug dependency or mental health concerns now? Yes___ No___ 

Are you (or have you ever been) suicidal? Yes____ No____ When______________________________ 

 

Interviewer Comments Below:   

 


