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          Continue on Back  

Part A: General Information 

1. Home (Check Box)             □  Own    □  Rent     □  Group Home       □  Foster Care 

2. Do you SPEAK English?    □  Yes     □   No  

3  Do you Read English?        □  Yes     □  No 

4. If the answer to Question #3. is No what is your Native Language? ___________________ 

Part A: General Information 

□  Own    □  □  Group Home       □  Foster Care
□  Yes     □   No

English?        □  Yes □  No

Part B: Personal Information 

1. Name: _________________________________  

2. Address:_______________________________                          ▪ Apartment #:_____________ 

    ▪City: __________________________________                         ▪Zip Code: ________________ 

3. Phone #: ____________________                                           ▪Cell Phone #: _____________ 

4. e-mail (If applicable):___________________________________________________________ 

5. Date of Birth: ____________/_______/________   ▪Age: _______ □  Male          □   Female 
                                 (Month)                    (Day)              (Year)      

6. Do you pets in the household needing evacuation? □ Yes  □ No  ▪What Kind? ______________

                   

Part D: Primary Care Physician 

▪Name: __________________________________              ▪Phone #: __________________ 

 

Part E: Resident Health Information                                          **Please Check All That Apply 

1. Mobility   

    ▪□ Confined to Bed    ▪□ Confined to Wheelchair   ▪□ Walk with Walker, Cane 
or________________ 

2. Hearing and Sight      ▪□ Hearing Impairment        ▪□ Sight Impairment   
3. Special Medical or Support Equipment 

    ▪□ Require Medical Support Equipment   ▪□ Oxygen   ▪□ Ventilator  ▪□ Other: ______________ 

    ▪Describe: ___________________________________________________________________ 

4. Medications   

     ▪□ I must take medications daily as prescribed by my doctor.  

     ▪□ Critical Needs:  ▪□ Dialysis   ▪□ Injections  ▪□ Other: _______________________________    
5. Transportation and Evacuation 

     ▪□ I am without Any Personal Means of Transportation 

     ▪□ I have a service dog that must travel with me.  ▪Reason for Dog: _____________________ 

     ▪□ I might not be able to evacuate without help due to :  

         ▪□ An Intellectual or Developmental Disability           ▪□Autism           ▪□ Alzheimer’s       
         ▪□ Not being able to verbally respond                        ▪□ Other: _______________________   

          

Part C: Emergency Contacts 

●Contact #1           ●Contact #2 

1. Name: ______________________________     1. Name  ______________________________  

2. Phone #: ___________▪Cell#: ___________      2. Phone #: ___________▪Cell#: ___________ 

3. Address: ____________________________      3. Address: ____________________________ 

4. Relationship: _________________________      4. Relationship: ________________________       

      



 

Client Consent 

 

   •HIPPA permits various agencies and public officials who are responding to a man-made or  

     natural emergency to disclose needed information. Covered entities may disclose protected  

     health information, without the individual’s authorization, to a public health authority acting as  

     authorized by law in response to a man-made or natural emergency. 

 

   •I consent to having my information shared with the West Manheim Township Emergency   

     Management Agency, the York County Office of Emergency Management, West Manheim  

     Township Police Department, Pleasant Hill Volunteer Fire Company Fire- Rescue and  

     Emergency Medical Services Personnel, the York County Human Services Agency, others  

     involved with Residents Special Needs Program, and Municipal Officials.  

 

   •Liability:  

    Neither the County of York (or any of its elected officials, employees, agencies, or departments),  

    York County Planning Commission, West Manheim Township, nor any of the individuals or  

    entities involved in the accumulation of data, entry of data, or the use of the data can assure  

    the accuracy, completeness, or reliability of the of the information provided or the use of that    

    information in an emergency situation. Under no circumstances shall the County of York nor  

    the other entities as noted previously be liable to you, including claims of negligence, for any  

    special, incidental, direct, indirect, punitive, or consequential damage. 

 

 •Information:  

  I agree that you may retain any information and use it for emergency planning and response,  

  effective from the date of my signature and continues until / if I submit a signed, dated notice  

  to my local Municipal Office, to the attention of Emergency Management, requesting that they  

  remove my information. I understand that my local Municipality may contact me to verify my  

  information, and if I fail to respond, the Municipality may remove my name from the Residents 

  Special Needs Registry. I understand that I am also responsible for notifying my Municipality  

  (West Manheim Township) if I change my address. 

 

►I have read and understood the information release on this form 

 

 

►__________________________________             ►________________ 

                 (Signature of Resident)          (Date) 

 

►__________________________________          ►_______________ 

         (Signature of Care-Giver, If Applicable)                                   (Date) 

 

►__________________________________             ►_______________ 
    (Signature of Authorized Person, If Applicable)                       (Date) 


