Warrior's Way Foundation

Application

Place & Time Program
Date___________________

Applicant Name_______________________________________________________________________




(please print)
Last


         First


Middle
Address_____________________________________________________________________________

City, State, Zip_______________________________________________________________________

Phone #_____________________
Email:_________________________________

May we contact you by phone:________ May we leave a message on the phone?_______ by email?______

Circle/Check all that apply to applicant or to primary if applicant is not the primary warrior

M/F____ Military____ Civilian____ Primary____ Spouse____ Other____ specify____________________


If both Military and Civilian Warrior, complete the section most relevant to your request reason.

MILITARY Information – Primary’s

 Branch_______________________ Years__________ Combat Theatre____________________________

Active____   MID__________   Retired ____  Reserve ____  Discharged _____ Deceased___ Yr._______

Request Reason:(use back or attach paper)___________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Request for ____people.  Applicant only____ App+spouse___ App+ SO____  App+other_____K9_____

Length of stay:______   Dates________________ Alternate Dates_________ Impossible dates____________

Proof of Service?______________________________________________________________________

DD-214 attached______________
Other__________________________________________________

Reference_____________________________________________________________________________


       Name



Address




Phone #

CIVILIAN Warrior Information– Primary’s

Dept./Job______________________________________ Years_______ Assignment__________________ 

Law Enforc._____ Firefighter______ Paramedic/EMT____  SAR_____ K9 SAR____ dog_______  Combat Nurse/Doc______ 

Trauma Nurse/Doc_______  Relief Aid_________ Organization___________ Assignment________


Active________ Retired_____ Disabled__________ Deceased _____Yr._______ 

Proof of Service?______________________________________________________________________

Supervisor’s Name/Phone #_______________________________________________________________

Request Reason:(use back or attach paper)___________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________

Request for ____people.  Applicant only____ App+spouse___ App+ SO____  App+other_______ K9____

Length of stay:______   Dates________________ Alternate Dates_________ Impossible dates____________

Proof of Service?______________________________________________________________________

Attached________
Other__________________________________________________

Reference_____________________________________________________________________________


       Name



Address




Phone #

MEDICAL

Disability?___________ special needs__________________ other medical condition__________________

______________________________________________________________________________________

Have you been wounded?____ type________________________ when________________

Healed satisfactorily________ unsatisfactorily______ pain______ under Drs. care____________

Drs. Name________________________________ phone#____________________

Do you take presc. medication?_______________________which_________________________________

Diagnosed PTSD______when____________ Undiagnosed PTSD_____ severe__ moderate__mild__

Can you walk up hills?___________ Are you allergic to anything?___________________

Allergic to any stings?________________________

Problems with alcohol____ drugs__ which________________ presc. meds___ which_________________

Have you been in a de-tox program? ____where______________________________ when____________

For what:_____________________  How long clean/sober?____________

Emergency contact:_______________________________________phone#_______________________

Next of  Kin:____________________________________Phone#_______________Relation____________

Have you read the Policies and Procedures for the Place & Time Program?______

Do you agree to abide by those Policies and Procedures?________

___________________________________________________

Signature




Date

________________________________________________

Print Name

WWF Office Use Only

Date received:_________________     Date reviewed:________________ By:________________

Scheduled for:______________________  Notified:__________ 

Notes:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Information & Opportunity Program Options
Are you or will you be interested in offerings through the InOp Program?____

Do you wish us to issue an InOpP Id number?____________ For Family Members?_____________
Attach full names of family members or partners with their relationship to you.
Interested in learning ABOUT 
___Reiki






___Meditation






___Qigong (Chi Kung)






___Tai Chi






___Johrei






___EFT






___Mind Body Medicine 

Interested in LEARNING

___Reiki






___Meditation






___Qigong (Chi Kung)






___Tai Chi






___Johrei






___EFT






___Mind Body Medicine 

Interested in treatments sessions:
___Reiki






___DreamWeaver






___Johrei



____Interested in Division I: Residency InOp P in Chester, AR.



____Interested in Division II: Outreach InOp P in your home town, base.



____Interested in both.

Any  medical condition or information you would like to see addressed in the context of classes or treatment?_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
WWF Office Use Only

Date received:_________________     InOpP ID #___________________

Card Sent__________ Date:__________      By:_____________
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