
WORKING TOGETHER FOR CHANGE 
MINISTRIES, INC. 

 
PRESENTS: 

 
J.H.BOWMAN HOUSE OF HOPE 

• SAFE 
• SOBER 

• SUPPORTIVE 
  
AFFORDABLE HOUSING FOR WOMEN TRANSITIONING 

FROM HOMELESSNESS, JAIL, OR PRISON 
 

($100.00 WEEKLY or $350.00 MONTHLY (to be paid on the 1st day of the 
month) Non-refundable $100 to secure space 

 
 

For more information, please call Donna K. Thompson: 
405.209.6750 or obscprisonministry@yahoo.com 

 
 
 
 
 
 
 
 
 
 
 
 



 
J.H. BOWMAN HOUSE - P.O. Box 36241 - Oklahoma City, OK 73136 

405-209-6750 - Email: obscprisonministry@yahoo.com  
 

RESIDENT APPLICATION FORM (Women) 

Expected Release Date: ________________________ 
 
 

NAME D.O.B. -  

D.O.C.# 

FACILITY NAME    LENGTH OF INCARCERATION 

SOCIAL SECURITY # DRIVER’S LICENSE # 

OKLAHOMA ID?   Y   N                       RACE/ETHNICITY 

MARITAL STATUS:              Single          Married             Separated             Divorced 

TOTAL NUMBER OF CHILDREN:  EMPLOYED?         Y          N 

How did you hear about Bowman House? 

IN CASE OF EMERGENCY PLEASE NOTIFY: 

NAME RELATIONSHIP 

ADDRESS 

TELEPHONE (         ) ALT PHONE (        ) 

RECOVERY INFORMATION 

How many years have you used drugs and/or alcohol? 

List drugs used in the last three years: 

Drug of choice? 

I have been clean and sober since: 

 

PERSONAL GOALS 

During my stay at Bowman House, I would like to work on the following:  

__ Obtain Social Security                  __ Reconnect/Reunify with my Children 

__ Obtain OK Identification              __ Find a Job                                                                       __ 

Obtain a Drivers License              __ Go Back to School                         

__ Find a recovery Sponsor               __ Learn a new Skill: _____________________________ 

Other personal goals (please describe): 

 

 

                                                                                                                                     

 

mailto:obscprisonministry@yahoo.com


 

HEALTH INFORMATION 
 

Do you have or have you ever had any of the following problems?  Please check all that apply. 

__ High Blood Pressure                           __ Asthma or Emphysema 

__ Diabetes                                              __ Heart Failure (water in the lungs) 

__ Thyroid disorder                                 __ Cancer 

__ Chest pain                                           __ Heart attack/stroke 

__ Tuberculosis                                       __ Seizures 

__ Hypertension                                      __ Depression or psychiatric problem 

Do you have any other medical problems not listed above?  Please list: 

 

I am currently taking the following medication (s) to treat the following condition(s):  

Medication:                                                         Condition: 

_____________________________________   _______________________________________ 

_____________________________________   _______________________________________ 

_____________________________________   _______________________________________ 

_____________________________________   _______________________________________ 

_____________________________________   _______________________________________ 

 

ALLERGIES: 

Do you have health insurance? 

Where do you go for medical care? 

Do you have a personal physician?      Y     N Physician Name:  

Phone# (        ) 

Physician Address: 

In the next few months, I would like to address the following medical problems/concerns: 

 

Is there anything else we should know about your health 

 

 
 
NAME:  _______________________________________ 
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