Appendix - G-1

Registration of Medically Fragile

Voluntary Registration Request 

for Medically Fragile  Individuals

____________ County





For Emergency Management Use Only:

Office of Emergency Services




MFR File Number:________________                                  
Medically Fragile Registry





Fire/EMS Agency: ________________                                 
[Mailing Address]






Shelter Type:____________________                                          

[City, CA, Zip Code]






Application Date:_________________                                    
[Telephone Number]

-------------------------------------DO NOT WRITE ABOVE THIS LINE-----------------------------------------------

Name:                                                         Spouse:                                                           Physical Address:                                                                              Apt/Lot:                     City:                                               Zip:                                 Phone:                                   Mailing Address (if different than above):                                                                           Do you live in a mobile home?            If yes, what is the complex name?                           Are you a seasonal resident?            If yes, what months are you here?                           Date of Birth:                                Social Security #:                                                           Check applicable medical disabilities:

 Legally Blind
 Deaf

 Terminal

 Contagious Disease

Specify other chronic medical disabilities:                                                                           Are you:
 Self-ambulatory

 Ambulatory with Assist (walker, cane, arm)



 Confined to a wheelchair
 Non-ambulatory, bedridden

Check applicable special equipment that you are dependent on:

 Wheelchair

 Walker/Cane

 Crutches

 Life Support System    
 Dialysis


 Insulin Dependent     
 IV

 Oxygen:  
     If yes, oxygen needed for __hours per day.
Indicate liter flow:    
Do you have a portable tank?          
General Physician’s Name:                                                Phone:                                      Home Health Care Provider:                                              Phone:___________________                                      

Emergency Contact Person:                                              Phone:(         )                           Can you get to an evacuation shelter?           If no, check the appropriate transportation type needed?

 Standard Vehicle (bus, car)    Wheelchair Equipped   Ambulance

Will a caregiver accompany you to the evacuation shelter?           Relationship?               Do you have a pet?           How many?           Have you made sheltering arrangements for them?          

The information contained herein is true and correct to the best of my knowledge.  I have read the information contained in this packet and I understand the limitation on the services and level of care available.  I understand that assistance will be provided only for the duration of the emergency and that alternative arrangements should be made in advance in the event I am not able to return to my home.  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 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 understand that this registration is voluntary and hereby request registration in the Medically Fragile Registration Program.
                                                                                                                                             Registrant’s Signature

Date                                                                                     
