Office of Emergency Management









Client #____________PRIVATE 

7530 Little Road





Pasco County




      
   
Rev. 2/07 

New Port Richey,FL 34654                Special Needs Assistance Population Program
(727) 847-8137


EVACUATION REGISTRATION REQUEST FORM
(Please Print Clearly And Fill In All Blanks)

NAME:__________________________________________________________________________________




last


first



mi





date of birth



HEIGHT: _____  WEIGHT:  _____ LIVE ALONE ______ LIVE WITH CAREGIVER ___________  

DO YOU LIVE IN A MOBILE/MODULAR HOME ___ (y or n) PETS: #____  TYPE___________________________

TELEPHONE:(____)____-______  TDD (Y or N)____ Primary Language:________________  

ATTENDANT: Is someone accompanying you to shelter_________ (y or n)

ADDRESS:____________________________________________
___________________________________




number

street name








apartment/lot #

MAILING ADDRESS (if different):                                         








 

__________________________
____________
_______________________________  West of US 19? Y or N



city


zip code +4

   subdivision/mobile home park

SPECIAL INSTRUCTIONS:___________________________________________________________________

____________________________________________________________________________________________

HOME HEALTH AGENCY:_____________________________________  TELEPHONE:________________

PHYSICIAN: __________________________________​________________ TELEPHONE:________________

OXYGEN PROVIDER: _________________________________________  TELEPHONE:_________________

PHARMACY: _________________________________________________   TELEPHONE: ________________

MEDICAL SUPPLY:____________________________________________  TELEPHONE: ________________

DOCTORS HOSPITAL:_________________________________________  TELEPHONE: ________________ 

DIALYSIS CENTER: ___________________________________________  TELEPHONE: ________________

ATTENDANT’S NAME:_________________________________________  TELEPHONE:________________

ATTENDANT’S MEDICAL CONDITION:   

Able to provide total care?  ______ Needs help with care?  ______ 
Unable to provide care?      ______

NEXT OF KIN :_________________________________________________ TELEPHONE:__________________

                                             (name and relationship)

DISABILITY: (check those that apply)               
SPECIAL EQUIPMENT: (check those that apply)

                                                                               









1 – ____ None  





1 - ____ None                       6 - ____ Oxygen-Hrs/Day __ Litre Flow___
 

2 - ____ Blind 





2 - ____ Suction Equip.
7 - ____ Ventilator
 

3 - ____ Hearing Impaired 



3 - ____ Feeding Pump
8 - ____ IV Equipment
 

4 – ____Wheelchair 





4 - ____ Nebulizer                9 - ____ Electric Dependent-why?_______

 

5 - ____ Bedridden





5 - ____ Concentrator                        ____________________________
6 – ____ Other  _____________________






                

MEDICATIONS:  (check those that apply)



CONDITION:

you take prescription medications for:

_____ Heart Problems (HP)


_____DNR  (DN)








_____ Blood Pressure (BP                  _____Tracheostomy (TR)









_____ Stroke (ST)                                _____Incontinent (IN)
1 - ____ Self administered, shelf kept

_____ Diabetes (DB)                            _____ Alzheimers (AZ)
2 - ____ Intravenous, self administered,
_____ Breathing Problems (BR)         _____ Autism (AU)
               shelf kept




_____ Back Problems (BK)                 _____ Anxiety (AN)
3 - ____ Intravenous, self administered,  
_____ Seizures/Convulsions (SC)       _____ Depression (DP)


refrigeration required


_____ Contagious Disesases (CD        _____ ADHD/OCD (BH)
4-  ____ Non-self administered medication     _____ Dialysis, #weekly ___ (DI))   
 _____ Immune Suppressed (IS)
  
           






_____ Central Venous Line (CL)

5-  ____  No medications



 _____ Central Venous Line (CL)
   
 _____Cancer  (CA) type _____________








  _____Other ________________________
List all prescription, non-prescription medications taken, dosages, frequency:  ________________________________________________________________________________________________________
________________________________________________________________________________________________________


TRANSPORTATION: (check one)

Will you provide your own transportation to a shelter?_____ (T-5)

Do you normally ride a bus?_____ (T-4)  With assistance_____ (T-4)

Are you confined to a wheelchair?_____ (T-2)

Are you totally bedridden?_____ (T-1)

I have a hearing/seeing eye animal accompanying me ____

PETS: Number of dogs/cats?  #____    I have a pet plan   Yes___   No ____
The information contained herein is true and correct to the best of my knowledge.  I have read the Special Needs Assistance Population Program Applicant Information sheet accompanying this request and I understand the limitations on the services and level of care available.  I understand that this registration is voluntary and hereby request registration in the Pasco County Special Needs Assistance Population Program.  

I understand, based on the information I have provided, that I may or may not be assigned to a special needs unit based on the criteria stated in the information provided. I understand that I am responsible for providing any prescription medications, oxygen supplies, medical equipment, and special dietary items that I may require during the emergency.    If my physician determines that I need a higher level of care than can be provided in a Special Needs Unit and makes arrangements by pre-admitting me to a medical facility, I also understand that I will be responsible for any charges and costs associated with hospital or other medical facility care or medical transportation.  

I understand that assistance will be provided only for the duration of the emergency, and that alternative arrangements should be made in advance in case I am not able to return to my home.  I grant permission to medical providers and transportation agencies and others as necessary to provide care and disclose any information necessary to respond to my needs.  I hereby grant permission for the release of this information to emergency response agencies and pre-authorize these agencies to enter my residence for the purpose of emergency search and rescue.

SIGNATURE:_________________________________________________  DATE:_____________________

REPRESENTATIVE:____________________________________________  DATE:_____________________

                                             (if unable to sign)


RELATIONSHIP TO APPLICANT:________________________________

***************************************************************************************

FOR OFFICE OF EMERGENCY MANAGEMENT USE ONLY:

SEC______ TSHP______ RANGE______ LEVEL___ SHELTER____ SNU_____ T_____COFL____ AMB_____

*************************************************************************************** 







A:\SNAPFO2A






Page 2
A:\SNAPFO2A
(over)

