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Special Needs Voluntau Regiatntion 

After completingthis form rerum to the address on the other side 


Name: , . Date of Birth: - -

Your Street Address: 


City: ZJp: Pboae#! 


Your Mailing Address: 


Caregiver: Phone: (h) (w) 


Emergency Contmct Person: . 

Phone:@) (w) -.- - -

Primary Language: 


TDD/TTY (for hearing impaired) Yea No 


Primary Physician: - Pbyakian'e Phone, 


HomeHealth Care Provider: -: -

Home Healtb Care Provider Phoue #: 

Phamacist: - .  .. . Pharmacbt Phone#: __*. 

*What is you primary disaster plan? 

-1, Stay witb family or othem: 
If so, name address,phone # .-..-. .. . -

-2. Stay at home; Do you have a generator? 

-3. Evacuateto a shelter (A caregiver muet ammpnroyyou to the shelterand stay with 
you. 

Wo you have transportation to a shelter? Yes No 

If No, what are your transportation needs? -Car Van with Lift A m b u l a n c e  

* Do you need assistancewltb waking? WaUw Umassisted W a w  with Assistance 

-Wheelchair Bed Bound 
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* Disabilities 

-Hearing Impaired Sight Impaired Speech Impaired 

-Contagious Disease hsistance Dog (Such asguide dog) 


Other:-
 -.uLLL 

*Do you presenth live in: Apartment Home -Mobile Home 

*Do you have medical equipmentthat requires Power? Yes, No 

*Medical Needs 

-Life Support -Dialy~i. .@rtquenc~) 

-FeedingTube -IVFluids r m W u e n ~ )  

-Insulin (Self) -Suction Unit (Frequency) 

-Xnsulb (Witb rusistaace) Special Diet (Describe)___ - -
-Ventilator O ~ g e n  Houra per day 

-Wound Care (frequency) -. Portable Oxygen Tank 

-24 Hour Caregiver -Concentrator(for oxygen) 

-Colostomy (Self) Oxygen Provider 

-Colostomy(with assistance) O i h e ~  

-Illeostemy (self) 

-Illeostemy (with aasistance) 

+ Do you have equipment or auppUos that yon cannot tmnsport? If yes, please 

1certify t h t  tho above iafarmrtion twrred Iu~dentandthrt Iam r a p o ~ l b l afor rU upcase mmcktedwith medial 
svacuation and rhtlter at ihorpital. Ib m b y  autborim Cerm Gordo Cwoty Emergt.cy Mrsngeme~ito relerue, w or 
disclose this Ioformmtionto other omergracy rwporrr or human~nlcurgeatla or offklalr, Inho @e law ealorctmaot 
permission to enter my homo in cur of an emergency. 

-- -- Signature- Date 

Return This Form To: 
C e m  Gordo and Frrrnklh County Emergency Management 
78 S. Georgia Aveuue 
Mason City, IA 50401 




