[bookmark: _GoBack]Medical Needs Registry Form
***Participation is voluntary




Name __________________________________	Date of Birth (MM/DD/YYYY) ________________
	 Last		   First		  Middle Initial

Street Address ________________________________________________________________________
		________________________________________________________________________
			City			State			Zip

Phone Number _______________________		Email (optional) _____________________________

Age (please circle):  0 – 17	   18 – 29        30 – 39        40 – 49         50 – 59        60 – 69        70+

Gender:  	Male	          Female		Do you require a caregiver?          Yes	  No

Will a caregiver/companion accompany you to the shelter?            Yes	      No

	Caregiver’s Information:
		Name of Agency you belong to: __________________________
		Name ___________________________________________
			Last		         First		        Middle Initial
		
Phone Number ________________________


	Primary Care Physician Information:
		Name ___________________________________________
			Last		         First		        Middle Initial
		
Phone Number ________________________

Do you have a service animal?            Yes	       No

List all medical supplies you use on a regular basis: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

List all allergies:
__________________________________________________________________________________________________________________________________________________________________________

I understand that the Medical Needs Registry is a voluntary system  and that by submitting information, I agree that it may be shared with other Louisville Metro agencies and their partner agencies & organizations. 


_______________________________
Signature			Date

