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SPECIAL NEEDS SHELTER (SpNS) INTAKE FORM 


                                         (This form is to be completed for previously unregistered SpNS Clients or if pre-registration information if unavailable)

	To Be Completed Or Verified By The Clerical Staff Receiving Clients At SpNS
ARRIVAL -
Date: _____________ Time: ____________
Mode of Arrival: ___________ Shelter Location: _________________

NAME - 

Last: _______________________________
First: ____________________ Middle: _________________________________ 
Street Address:  _____________________________________________________________________________________________
City:  _____________________________________________
State: ____________________ ZIP: ___________________________ 
Phone #:  ________________________ DOB: ____________
 Age: ____ (years)   Sex: _____  SSN:_________________________
Medicare/Medicaid number: ___________________________

Weight: ____(lbs)

Height:  ____(ft.) ____(in.)

Primary Language:__________________________________ 
Residence Type: ___________________________________
Living Situation:   FORMCHECKBOX 
 Alone   FORMCHECKBOX 
 Relative   FORMCHECKBOX 
 Other: _______________
Name of Emergency Contacts:
Local: ______________________
 Relationship: __________________ Phone: _____________



     Non - Local: ______________________
 Relationship: __________________ Phone: _____________

	To Be Completed By Health And Medical Staff

Number of care givers/ family members accompanying client to the SpNS: _______________________________________________
Caregiver/family member names: _______________________________________________________________________________
MEDICAL PROBLEMS OF CAREGIVER: ________________________________________________________________________
Special Medical Needs of Client
Medically Dependent On Electricity:  
 FORMCHECKBOX 
 O2 Concentrator
 FORMCHECKBOX 
 Feeding Pump

 FORMCHECKBOX 
 Suction
 FORMCHECKBOX 
 Other: ___________________________________
Oxygen Dependent:   
 FORMCHECKBOX 
 24 hour 
 FORMCHECKBOX 
 Only Overnight        FORMCHECKBOX 
 Nebulizer
 FORMCHECKBOX 
CPAP
O2 Type: _________________
Liters flow: __________  L /minute

O2 Company: ______________ 
Phone: ______________________
 FORMCHECKBOX 
 Assistance with medications

 FORMCHECKBOX 
 Insulin Dependent

 FORMCHECKBOX 
 Assistance needed with Insulin
 FORMCHECKBOX 
 Mental Health Problems

 FORMCHECKBOX 
 Anxiety/Depression
 FORMCHECKBOX 
 Alzheimer’s/Dementia - Full time caregiver must be present at all times during client stay at shelter.
 FORMCHECKBOX 
 Vision Loss/ Impaired 

 FORMCHECKBOX 
 Hearing Loss/ Impaired

 FORMCHECKBOX 
 Speech Impaired

 FORMCHECKBOX 
 Cognitive Impaired

 FORMCHECKBOX 
 Incontinence

 FORMCHECKBOX 
 Dialysis Dependent
 FORMCHECKBOX 
 Mobility Impaired

 FORMCHECKBOX 
 Walker     FORMCHECKBOX 
 Cane     FORMCHECKBOX 
 Wheelchair
 FORMCHECKBOX 
 Open wounds
 FORMCHECKBOX 
 Decubitis
 FORMCHECKBOX 
 Other/Comments: __________
____________________________________________________________________________________
 FORMCHECKBOX 
 Trained Service Animal 

Type of Animal:_________________________

1. Is the animal required because of a disability? ______________________________________________________________________

2. What work or task has the animal been trained to perform? ______________________________________________________________________



	Medical Information:
Primary Doctor: ___________________________________________________________ 
Phone: ______________________
Home Health Agency: ______________________________________________________ 
Phone: ______________________
Dialysis:: ________________________________________________________________ 
Phone: ______________________

Pharmacy _______________________________________________________________ 
Phone: ______________________

 FORMCHECKBOX 
 Patient Assigned to Hospice
Name of Hospice: ____________________________ 
Phone: ______________________

 FORMCHECKBOX 
 Do Not Resuscitate Order (DNRO) provided
 FORMCHECKBOX 
 Photo ID
 FORMCHECKBOX 
 Person present having knowledge of client’s identity
 FORMCHECKBOX 
 Living Will provided
 FORMCHECKBOX 
 Client Identification Verified- Identification must be on the client at all times during the shelter event.
List Medications: ______________________________________________________________________________________________ ___________________________________________________________________________________________________________

List Medical Conditions: ________________________________________________________________________________________ ___________________________________________________________________________________________________________ 
List Medical Equipment/Supplies Brought To The Shelter By The Patient:__________________________________________________ ____________________________________________________________________________________________________________ 

	Discharge Planning: Plans If Client Cannot Return Home
Transportation Needs:
 FORMCHECKBOX 
 Car

 FORMCHECKBOX 
 Bus


 FORMCHECKBOX 
 Wheelchair Van
 FORMCHECKBOX 
 Ambulance




 FORMCHECKBOX 
 Other:  ___________________________________
Number of Persons to Transport: _________

	 FORMCHECKBOX 
 Returning Home
 FORMCHECKBOX 
 Returning to Another Family Member’s Home
 FORMCHECKBOX 
 Other (Friend, Hotel, Hospital, Nursing Home)
Specify Discharge Destination- Address: ___________________________________________________________________________
Apt/ House #:______________ Apt. Complex name: _________________________________________________________________
Name of individual discharge to: ___________________________________________________ 
Phone: ______________________

Discharge Checklist:   FORMCHECKBOX 
 Electricity to area
  FORMCHECKBOX 
 Road to Home Open
 FORMCHECKBOX 
Medications Loaded
 FORMCHECKBOX 
 Personal Effects Loaded



       FORMCHECKBOX 
 Medical Equipment Loaded 

Name of Discharge Planner: _________________________________
Signature: _________________________________________

DISCHARGE -
    Date: ______________ 
Time: _______________
Mode of Discharge: __________________________________

	Comments:  _________________________________________________________________________________________________ ____________________________________________________________________________________________________________


	I do  FORMCHECKBOX 
 do not FORMCHECKBOX 
 authorize release of the above information concerning my whereabouts or general condition.
Signature: ____________________________________________ Date:________________________________________


SpNS MEDICAL UPDATE
	Date / Time
	Observations / Notes
	Medications Given
	Signature
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