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Community Support Program (CSP) Application 

For your application to be accepted, you must:
1. Complete and sign the Authorization to Release/Obtain Information by applicant and/or

conservator (see last page)
2. If applicant has a conservator, conservator decree must be submitted with the application
3. Submit application via fax to:

Attn: Gayle Paquin, Deputy Executive Director and Clinical Programs Manager, LCSW
Fax #: 203-900-3390

For questions, call 203-869-5656 ext. 1004 or email applications@pways.org.

Personal Information: 

First Name: Last Name: Medical Record#: 

Address: Town: Zip Code: 

Telephone No: E-mail: DOB:   Age

Gender: Social Security #: Veteran: 

Marital Status: # of Children: Does applicant have custody of children?:  

Primary Language: 

Contact Information 

Emergency Contact: Relationship: 

Address: Home/Cell #: Work #: 

Therapist/Case Manager: Phone No: 

Psychiatrist Name: Phone No: 

Medical Physician: Phone No: 

Conservator of Person: Address:  Phone No: E-mail

Conservator of Estate: Address: Phone No: E-mail



Insurance and Finances 

Medicaid #: Husky:     A      B     C      D 

  Check      [    ]   

Medicare #: 

Other Insurance Name & Number: 

Principle Source of 
Support:

None  Public  
Assistance 

Retirement Salary Disability Other 

SSI:    Y  N SSI Amount:            Pending 

SSDI:          Y            N SSDI Amount: 

Cash:   

SAGA 

Cash Amount: 

SNAP:   

Food stamps 

SNAP Amount: 

Earnings Earnings Amount: 

Other:   Other Amount: 

Psychiatric and Substance Use History 

Diagnosis Axis I: ICD 10 Code MGAF: 

Diagnosis Axis I: 

Diagnosis Axis II: 

Diagnosis Axis II: 

Diagnosis Axis III: 

Part:         A      B     C      D 

  Check      [    ]   

Diagnosis Axis III:

WWW.PWAYS.ORG

          Pending 

          Pending 

          Pending 

          Pending 

          Pending 

       Y            N 

       Y            N 

       Y            N 

       Y            N 



Current Medications related to psychiatric and medical conditions, include PRNs 

Medication Dose, Frequency, Route Medication Dose, Frequency, Route 

1 5. 

2. 6. 

3. 7. 

4. 8. 

 [   ] N Has the individual been psychiatrically hospitalized in the past year?     [  ] Y     

If yes, describe precipitants: 

Substance Use History 

Substance Used Amount/Frequency Last Used Age of First Use 

Has the individual ever been in substance abuse treatment?        

[    ] Inpatient Detox              [    ] Outpatient Detox                    [    ] Residential      

            Y            N 

  [    ] AA/NA or other self help programs

Safety Information 

Please indicate responses by checking any boxes that apply Current 
(past 60 days) 

History of: 

Violent, homicidal, or threatening behaviors or thoughts? 

Aggressive, agitated, or impulsive verbal or physical behaviors? 

Fire setting behavior? 
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Behavior that resulted in a criminal prosecution? 

Sexual behavior that posed a risk of dangerousness to the person or others? 

Victim of a sexual assault? 

Paranoid beliefs of delusions that could lead to harming others? 

Command hallucinations that could lead to harming others? 

Dangerous behavior related to non-adherence to psychotropic medications? 

Non-adherence with treatment for a serious medical condition? 

Risk of perpetuating or living with a perpetuator of domestic violence? 

Self-injurious behaviors or suicidal statement or actions? 

Significant life stressors? 

Explain any items checked:  

Medical Information 

Has the individual been medically hospitalized in the past year?   Y    N 

List allergies, seizure history, special diet, special medical conditions: 

Date of last physical examination: 

Is the person able to self-administer medications?     Y    N 

History of: 
Current 

(past 60 days) 
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Provider  Name Agency Name Phone Services Provided 

Education & Employment History 

Highest grade achieved: History of Special Education:     Y    N 

Title of last 2 jobs held 
Tile of Job Held: Dates of Employment: 

Tile of Job Held: Dates of Employment: 

Legal Status 

Is the person currently               on probation               on parole                involved in an on-going court case 

Does the person have a history of incarceration?             Y             N 

Family & Natural Supports 

What natural supports does the individual have in his or her life? Social supports includes family 
members, friends, peers, co-workers, spouses or partners, roommates, neighbors, or members of a 
spiritual or community group. 

List Current Natural Supports Relationship to the Person 

Collateral Agencies 

Please list any other providers (nursing, vocational, educational, clinical, etc.) currently working with the person 
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Current Living Situation 

Describe the individual’s current living situation including current housing, household members, any rental 
subsidy the person receives, and if they are currently homeless; where are they residing and are they registered 
in the 211 system? 

Service and Rehabilitation Needs    Check 

What functional life skills or rehabilitative needs 
does the person current have? 

Yes No 

Improve housing or living situation 

Improve financial or money situation 

Learn to manage your money better 

Improve relationships with people 

Becoming more social and making new friends 

Improve spiritual or religious practices 

Improve physical health 

Improve your nutrition and food preparation 

Getting and maintaining a job 

Support with transportation 

Increase leisure activities 

Improve personal appearance 

Understanding rights and advocating for needs 

Managing mental health or medical symptoms 

Improving memory, attention or problem-solving skills 

Other: 
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AUTHORIZATION TO RELEASE/OBTAIN INFORMATION 

The confidentiality of this information is specially protected by federal and/or state law.  These laws 
prohibit any further disclosure of the information by the recipient without the specific written consent 
of the person to whom it pertains, or as otherwise permitted by said law.  A general authorization for 
the release of medical or other information is not sufficient for this purpose.  The Federal rules restrict 
any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.) 

Dates of treatment covered by this release:
_______________________________________________________________ 

This information will be (check one) [   ] sent to [   ] obtained from the following person or agency 
(give name & address) 

[     ]  Department of Mental Health and Addiction Services [     ]  Psychiatrist , _________________________________ 

[     ]  Social Security Administration [     ]  Visiting Nurse , _______________________________ 

[    ]  Department of Social Services, CT [     ]  Primary Care Physician,__________________________ 

[     ]  Greenwich Social Services (Town Hall) [     ]  Greenwich Hospital

[  X  ]  Pathways, Inc. 175 Milbank Avenue Greenwich, CT 06830 

I understand that I may withdraw this consent, in writing, at any time prior to the release of the above 
information. I also understand that my revocation of consent to release information does not apply to 
information already released. This consent, if not withdrawn, will expire on  ________________________ 
or 1 year from the date below, if not otherwise specified. 

______/______/______/ _________________________________________________________ 
Signature of Client or Person Granting Authorization  Date 

____________________________________________________________ 
Witness Signature  Date 

______/______/______/ 

WWW.PWAYS.ORG


	First Name: 
	Last Name: 
	Medical Record: 
	Address: 
	Zip Code: 
	Telephone No: 
	Email: 
	Gender: 
	Social Security: 
	Veteran: 
	Marital Status: 
	Does applicant have custody of childrenPrimary Language: 
	Emergency Contact: 
	Relationship: 
	Address_2: 
	HomeCell Phone No: 
	Work Phone No: 
	TherapistCase Manager Name: 
	Phone No: 
	Conservator of Person: 
	Address_3: 
	Phone No_2: 
	Email_2: 
	Conservator of Estate: 
	Medicaid: 
	Medicare: 
	Other Insurance Name  Number: 
	SSI Amount: 
	SSDI Amount: 
	Cash Amount: 
	SNAP Amount: 
	Earnings Amount: 
	Other Amount: 
	Diagnosis Axis I: 
	ICD 10 Code: 
	MGAF: 
	Diagnosis Axis I_2: 
	Diagnosis Axis II: 
	Diagnosis Axis II_2: 
	Diagnosis Axis III: 
	Diagnosis Axis III_2: 
	Dose Frequency Route1: 
	Dose Frequency Route5: 
	Dose Frequency Route2: 
	Dose Frequency Route6: 
	Dose Frequency Route3: 
	Dose Frequency Route7: 
	Dose Frequency Route4: 
	Dose Frequency Route8: 
	Substance UsedRow1: 
	AmountFrequencyRow1: 
	Last UsedRow1: 
	Age of First UseRow1: 
	Substance UsedRow2: 
	AmountFrequencyRow2: 
	Last UsedRow2: 
	Age of First UseRow2: 
	Substance UsedRow3: 
	AmountFrequencyRow3: 
	Last UsedRow3: 
	Age of First UseRow3: 
	Substance UsedRow4: 
	AmountFrequencyRow4: 
	Last UsedRow4: 
	Age of First UseRow4: 
	Substance UsedRow5: 
	AmountFrequencyRow5: 
	Last UsedRow5: 
	Age of First UseRow5: 
	Explain any items checked: 
	List allergies seizure history special diet special medical conditions: 
	Date of last physical examination: 
	Provider NameRow1: 
	Agency NameRow1: 
	PhoneRow1: 
	Services ProvidedRow1: 
	Provider NameRow2: 
	Agency NameRow2: 
	PhoneRow2: 
	Services ProvidedRow2: 
	Provider NameRow3: 
	Agency NameRow3: 
	PhoneRow3: 
	Services ProvidedRow3: 
	Provider NameRow4: 
	Agency NameRow4: 
	PhoneRow4: 
	Services ProvidedRow4: 
	Highest grade achieved: 
	Tile of Job Held: 
	Dates of Employment: 
	Tile of Job Held_2: 
	Dates of Employment_2: 
	List Current Natural SupportsRow1: 
	Relationship to the PersonRow1: 
	List Current Natural SupportsRow2: 
	Relationship to the PersonRow2: 
	List Current Natural SupportsRow3: 
	Relationship to the PersonRow3: 
	List Current Natural SupportsRow4: 
	Relationship to the PersonRow4: 
	Describe the individuals current living situation including current housing household members any rental subsidy the person receives and if they are currently homeless where are they residing and are they registered in the 211 system: 
	Visiting Nurse: 
	Primary Care Physician: 
	undefined_16: 
	undefined_17: 
	Date_2: 
	undefined_18: 
	undefined_19: 
	Signature1_es_:signer:signature: 
	Signature2_es_:signer:signature: 
	# of Children: 
	Town: [Greenwich]
	DOB: 
	Age: 
	Primary Language: 
	Psychiatrist: 
	Psy Phone: 
	Med Physician: 
	Med Phys #: 
	Address_4: 
	Phone_3: 
	Email_3: 
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Pending: Off
	Y: Off
	N: Off
	Y_2: Off
	N_2: Off
	Pending_2: Off
	Y_3: Off
	N_3: Off
	Pending_3: Off
	Y_4: Off
	N_4: Off
	Pending_4: Off
	Y_5: Off
	N_5: Off
	Pending_5: Off
	Y_6: Off
	N_6: Off
	Pending_6: Off
	Check Box54: Off
	Check Box55: Off
	Med1: 
	Med2: 
	Med3: 
	Med4: 
	Med5: 
	Med6: 
	Med7: 
	Med8: 
	Has the individual been psychiatrically hospitalized in the past year   Y If yes describe precipitants: 
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Date: 


