WOOD COUNTY SHERIFF’S DEPARTMENT
Electronic Monitoring Application
	
	
	PERSONAL INFORMATION
	
	

	Name:
	Date of Birth:
	Date:

	Residence Address:                                                                                             City:                                                      State:                               Zip Code:

	Approved Address (If different than residence address)                                      City:                                                      State:                              Zip Code:

	Home Phone:
	Cell Phone:
	Years lived at residence:

	Names of persons who will be living at your residence:  (Include FULL names and dates of birth)

	1.
	
	
	
	
	
	

	2.
	Last Name


	Fist Name
	Middle Initial
	Date of Birth
	Age
	Relationship


	3.
	Last Name


	Fist Name
	Middle Initial
	Date of Birth
	Age
	Relationship


	4.
	Last Name


	Fist Name
	Middle Initial
	Date of Birth
	Age
	Relationship


	5.
	Last Name


	Fist Name
	Middle Initial
	Date of Birth
	Age
	Relationship


	
	Last Name
	Fist Name
	Middle Initial
	Date of Birth
	Age
	Relationship


	
	
	
	
	
	

	EMPLOYMENT INFORMATION

	Employer:
	Phone:

	Address:                                                                     City:                                              State:                            Zip:
	Immediate Supervisor

	Work Hours
	Leave for Work
	Return from Work
	Length of Employment
	Job Location Vary?

  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	Supervisor on site? 
  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No
	Work out of County?

  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	Transportation Arrangements:  (Include names, mode of transportation)
	

	1.
	
	2.
	
	3.
	
	

	

	
	
	
	
	
	

	SCHOOL INFORMATION

	School:
	Phone:

	Address:

	Class Schedule:

	Transportation Arrangements:  (Include names, mode of transportation)
	

	1.
	
	2.
	
	3.
	
	

	
	

	FLIP PAGE OVER → FLIP PAGE OVER → FLIP PAGE OVER → FLIP PAGE OVER → FLIP PAGE OVER →

	COUNSELING/TREATMENT INFORMATION

	Have you ever had mental health or drug or alcohol abuse counseling?

              FORMCHECKBOX 
 Yes               FORMCHECKBOX 
 No
            
	If YES, please explain:

	Are you in treatment or attend classes now?

           FORMCHECKBOX 
 Yes               FORMCHECKBOX 
 No
	If YES, where and with who?

	Do you take prescribed medications:  (If so, please list):

	List any disabilities, medical problems/conditions which may pose a problem for the program you are applying for:

	
	

	PREVIOUS PROGRAM PARTICIPATION

	What is the charge(s) you are currently serving and describe:


	Who was the arresting agency:

Probation Officer Name/Phone:

	Have you applied/participated in any electronic monitoring program before:

                                FORMCHECKBOX 
   YES               FORMCHECKBOX 
   NO

If so, what program:
	Any out of State arrests:

Any pending charges, anywhere:

What type of arrests are on your record:

What is your current driving status:  (Circle One)

     ID only        Valid           Suspended          Revoked          Occupational

	

	AUTHORIZATION TO RELEASE CONFIDENTIAL INFORMATION

	I hereby certify that the statements herein are true and realize any falsification may result in denial of my application and that I have read and understand the rules of the electronic monitoring program.  I also authorize the Sheriff’s Department to make whatever contact and investigation deemed necessary to confirm the above information, including contacting my employer or school.  In addition, I authorize release to the Sheriff’s Department all confidential records and information concerning myself, which would have a bearing on my eligibility for the Program.  This authorization will terminate upon my final release date or program denial.  Consent subject to revocation at any time and will expire automatically upon release.

By filling out this form and/or signing it, you understand that upon starting your sentence or anytime thereafter, you may be required to submit to a urine and/or breath sample to determine if there is any illegal controlled substance or alcohol in your system.  You are required to be drug/alcohol free at ALL times.  If either of these samples test positive, your EMP privileges will be revoked and your Huber privileges may be revoked or suspended pending action by the court.

	Inmate Signature:
	Date:

	EMP Coordinator Signature:
	Date:

	

	NOTES

	


