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Special Needs Registry
This form is being used to create a registry of individuals in New Bedford who may
require special assistance during a disaster. Completion of this form is voluntary. The
information collected will be kept secure and maintained by the City of New Bedford
Emergency Management Agency and would only be used in the event of a disaster.
If you need assistance filling out this form please call the Health Dept. at 508-991-6287.

1) Personal I nformation

Last Name: First Name: MI:

D.O.B.: Gender: MadelO Femaled

Physical Address:

Mailing Address:

Email Address: Primary Language:

Phone # Cel # TTD/TTY: YesO NoO
2) Emergency Contact:

Name: Name:

Relationship: Relationship:

Address: Address:

Email: Email:

Phone # Phone #

Cell Phone # Cell Phone #

3) Dwelling Characteristics

Single Family Home O AptBldgO  # Units. # Residentsin Dwelling:

List Additional Residents and if they have a Disability

In case of a disaster do you plan to:

Stay at home (if the Situation is safe to do o)

Evacuate to a shelter. Can you get to a shelter on your own? Yes[O No O
Caregiver will accompany you to the evacuation shelter.

Stay with family or others. If other than Emergency Contact, please give the name,
address, telephone number and relationship of the person.

aood
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4) Transportation Needs

Self-Ambulatory O With Assistance [0  Independent Transfers O

Wheelchair User: Manua O Power Scooter

Prosthetic Devices. Indicate type:

Standard Vehicle (bus, car) O  Ambulance U Lift Equipped O

Subject's Weight:

5) Health History

Impairment:. Hearing O Sight [ Speech [ Bedridden O

Equipment:  Feeding Tube O Life Support 0  Suction Unit O
Oxygen Dependent O Spare Cylinders O

Dialysis: AtHome OO At Medica Facility O
Facility Name:
Meds: [.V. Fluids O Insulin O  Other (specify)

Power Needs: Doyourely on electricity O  Battery back-up O
Do you have a Home Generator (]

Specia Diet

Contagious Disease(s)

Allergies

6) Pets

O | have an Assistance Dog. Breed:
Please note, individuals are responsible for caring for the needs of an assistance dog,
including bringing food and other essential needsto a shelter.

Vet name and number:

O | have pet(s).
Please note that pets may not be allowed in emergency shelters.
Do you have a pet disaster plan/kit? Yesd NoO
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7) Health Contacts

Oxygen Provider:

HoursDaily  PortableTank [0 Concentrator O
24 Hour Care Giver: Phone #
Home Health Care Provider: Phone #
Primary Physician: Phone #
Pharmacist: Phone #

Do you have a Family/Individua Disaster Plan? Yes [l No U

Emergency SuppliesKit? Yes Nol[l

e |f at any time your conditions changes or for any reason this
registrant no longer needs to be listed on the Special Needs
Registry, please contact the Emergency Management Office at
508-991-6386.

e | certify that the above information is correct.

e | understand that | am responsible for all expenses associated with medical
evacuation and shelter at a hospital, nursing facility or for any specialized
equipment needed in a special needs shelter.

e | hereby grant permission to release this information to other emergency response
or human service agencies or officials.

e | also givelocal law enforcement and/or medical personnel permission to enter my
home in case of an emergency.

e | understand the limitation on the services and level of care that may be available
during a disaster. By registering in this “ Special Needs Registry”, | understand that
there is no guarantee of additional assistance during an emergency. However, |
understand that the city is aware of my circumstances and it will make an effort if
the circumstances permit, to attend to my needs.

Signature Date
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