Florida Special Needs Registry
Registration Information - Sarasota County

FloYida
s HEALTH
Instructions: Complete this form and fax or mail it to Sarasota County to register an individual for the
Florida Special Needs Registry. This form is not required if you have already registered online.

Mail: Sarasota County Special Needs Registry
6050 Porter Way
Sarasota, FL 34232

Phone: 941-861-5000

Fax: 941-861-5501

PERSONAL INFORMATION ABOUT THE APPLICANT

First Name

Last Name

Birth Date

Gender (Select only one) OMale OFemale [Prefer Notto Provide

Height Feet: Inches:

Weight (Pounds)

Primary Language

OFamily member OCaregiver CONeighbor COFriend
OHealth Care Provider [(dCounty Emergency Management Staff
OCounty Health Department Staff CJDOH State Staff

Are you completing this form on behalf
of the applicant? If so, please indicate
your relationship to the applicant
(select only one)

ADDRESS FOR THE APPLICANT (physical address is required)

Physical Address
(cannot be a PO Box)

Apt #, Unit #, Suite #, etc.

City

State FL

Zip Code

PHONE NUMBER FOR THE APPLICANT (one primary and one other phone number is required)

Phone Number Phone Type (select only one) | Primary

() - OHome OWork OCell OYes CONo
() - OHome OWork OCell OYes CONo
() - OHome OWork [Cell OYes (ONo

PRIMARY EMERGENCY CONTACT FOR THE APPLICANT (required)

Primary Emergency Contact Name

Contact Primary Phone Number () -

APPLICANT’S MEDICAL EQUIPMENT

Please indicate the medically necessary
equipment that is electric dependent for
this applicant (select all that apply):

OApnea Monitor OCardiac Monitor CJCPAP/BiPAP [IDialysis
Catheter JElectric Insulin Pump [OFeeding Pump [OMedication
requiring refrigeration ONebulizer JOxygen Concentrator
OSuction Pump OVentilator OIV Pump OWound Vac
OOther:




TRANSPORTATION & MOBILITY

Please select one of the two options for | OJApplicant will need county-arranged transportation to the shelter.

transportation to the shelter: OApplicant has prearranged non-county transportation to the shelter.
Type of transportation applicant uses (OJCan be transported in a car
or needs (select all that apply): (OJCan be transported by bus

(OMust be transported in a wheelchair accessible vehicle
OMust be transported in a stretcher van

OUses a wheelchair but can transfer to a van seat
ONeeds continuous oxygen during transport
OCaregiver(s) needs transportation

OOther shelteree(s) needs transportation

Applicant has the following mobility OConfined to a bed Paraplegic (JQuadriplegic OOUses a walker
issues (select all that apply): OUses a wheelchair OOUses a motorized wheelchair/scooter
ONeeds help to walk (JUses a Hoyer Lift (JUses a cane

ONeeds help transferring to/from cot and/or mobility device

MEDICAL & OTHER

Memory (select all that apply): OAlzheimer’s OODementia OMemory Impaired
Dialysis: OHemodialysis CJPeritoneal
Frequency:
Oxygen Liter Flow/Amount (select only one): 3Jo0.5 1.0 1.5 0J2.0 0J2.5 3.0 3.5 4.0
4.5 05.0 0>5.0
Other (select all that apply): OVision impaired OPartially Blind CJLegally Blind

OHearing impaired CODeaf ODifficulty speaking
ONon verbal CODifficulty understanding verbal
instructions [JArthritis/Osteoporosis JAngina
OAsthma [OJBedsore CJCancer [OJCerebral Palsy
OCongestive heart failure (JContagious disease
OCOPD OCystic Fibrosis ODiabetes Type 1
(ODiabetes Type 2 Olncontinent IV Pump
OEmphysema [JHeart disease [OJPacemaker/AICD
(OHigh blood pressure JLow blood pressure
OKidney disease [OMS [JMuscular dystrophy
OColostomy Olleostomy OUrostomy (JParkinsons
OSeizures [OStroke

OOther:

OTHER NOTES ABOUT THE APPLICANT:
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