[image: ]YUBA COUNTY SHERIFF’S DEPARTMENT
SCIP PROGRAM

Full Name:____________________________________________________________________________________
	     (Last, First, Middle initial)
Adress:_______________________________________________________________________________________
	     (Number, Street)
	______________________________________________________________________________________
	     (City, State & Zip Code)
Mailing address if different than above: ____________________________________________________________

EMAIL:_______________________________________________________________________________________

Phone:  Home: ______________________ Work: _______________________ Cell: _________________________
Place of Birth: _________________________________________________________________________________
Social Security #: ____________________________ Date of Birth: _______________________________________
Drivers License #: ____________________________ Date Exp: _____________ Status: ______________________
Gang Affiliation/Drop Out: _____ Yes _____ No      If yes, Name of Gang: __________________________________
Occupation: ______________________________ Name of Employer: ____________________________________
Do you have any type of special skills (maintenance, janitorial, painter, construction, etc.?) ___________________
_____________________________________________________________________________________________
Days of the week are available to work: ____________________________________________________________
Do you have transportation?: _____________________________  How?: _________________________________
Emergency Contact:
Name: _________________________________  Address: _____________________________________________
Relationship: ________________________ Home: ____________________ Cell: __________________________
Name of personal physician: ____________________________________________________________________
Address: ______________________________________________ Phone: _______________________________
*Do you have any medical issues?: ____ Yes  ____ No  If Yes, Specify: ___________________________________
List all medications you are currently using: ________________________________________________________
Are you pregnant?: ____ Yes  ____ No
Are you allergic to any medications?: ____ Yes ____No 
	If Yes, Specify: ________________________________________________________________________
Are you allergic to any other substances; including food, insects? ____ Yes  ____No
	If Yes, Specify: ________________________________________________________________________
Disabled?: ____Yes  ____No  If Yes, nature of disability ______________________________________________

Sign: _________________________________________________         Date: ____________________________	
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