Charlotte County Special Needs Program
Application Information
**CHARLOTTE COUNTY IS REQUIRING ALL PERSONS WHO RE QUIRE SPECIAL NEEDS
ASSISTANCE TO COMPLETE THE ATTACHED FORM FOR 2006. PERSONS ALREADY
REGISTERED MUST COMPLETE THE ATTACHED FORM TO REMAI N REGISTERED***

Thank you for your interest in the Charlotte Couipecial Needs Assistance Program. There are types
of care available that may be available duringraergency: Public Shelters, Special Needs Sheler,
Hospitals.

Public Sheltersare places to go if you have no other choice. @eno need to register for a Public Shelter
unless you have no transportation to get thereli®sitelters require evacuees to provide their betiding,
food, and water.

Special NeedsShelters are available for those individuals wémuire medical assistance that is not provided
at a Public Shelter. Only basic medical assistamcemonitoring will be available. Oxygen dependent
registrants need to bring portable oxygenunits witra oxygen if available. A care giver shouldauopany all
persons admitted to a Special Needs Shelter.

Any persons with conditions that cannot be cared foin a Special Needs Shelter must be admitted to a
hospital- arrangements should be made with your phsician prior to June Ist.

Transportation

It's preferable that you provide you own transpartato a Public or Special Needs shelter becaulnselGite

County cannot guarantee transportation. Howevgistrants that require transportation to a PuhiiSpecial
Needs shelter can pre-register using the attadred fTransportation is not provided to other pravAbmes,
hotels, etc. If a storm approaches, you shouldrisb local media for evacuation recommendations.

The Charlotte County Emergency Management Officememends that persons avail themselves of Special
Needs Assistance or Transportation Assistamig as a last resortlt is highly recommended that safe
locations outside the storm surge zones be pragedawith friends, relatives, religious institutsror at hotels.
The available shelter space in Charlotte Coungxtsemely limited.

A significant amount of planning is required toeatipt to serve the needs of County residénis.strongly
requested that, if you have appropriate arrangesrmaatle to protect yourself during an emergency,yiina do
not submit a Special Needs Application. Limitedorgses means that the County cannot guarantee jlou w
have a place to sleep, food to eat, or an unimegdusource of electricity should a major stormawtghis area.
'We are continuously looking for additional res@g¢o meet these needs, however, we must stréggtha
work towardsself-sufficiencyas you think about your own disaster preparediiegsu are oxygen dependent,
consider obtaining portable oxygen equipment wiineebatteries so that you do not have to relylentacity
from outside source$. you are oxygen dependent and have your own tratadjmor, you may want to evacuate
to hotels or motels inland where you will have asc® an uninterrupted power source.

We would like to be able to care for everyone bat s not possible with the lack of space anduess It is
important to this office that you understand oarilations so you can make informed decisions reggrgour,
own disaster preparedness and personal safetyk Hoanfor understanding the constraints under wiieh
operate.



CHARLOTTE COUNTY SPECIAL NEEDS REGISTRATION FORM
In accordance with Florida Statute 252.355, registration is for residents who have a physical, mental, or sensory disability afpd requ
assistance during an emergency. Registration does not guarantee availability of medical treatment in the shelter.

Name:
Last First Ml Sex DOB

Phone: ( ) Alternate Phone: ( )
Address:

Number Street Name Town

Unit or Lot Number Zip Code
Do you live in a mobile home{”] Yes [[] No Doyouhavepets: [J] Yes [J] No
Do you require a wheelchairT ][ ] Ye{_J[ ] No Pet shelter arranged? [] Yes [] No
Are you a full-time resident?[] ] Yeqd ][] No Months in Charlotte County

Name of Caregiver that will be with you in the shelter:

Current Medical Problems (Check all that apply) — Some conditions may require sheltering in hospital.

[C] Stroke [[1 Diabetic — Insulin Dependent [ ] Mental Disorder

[1 Wheelchair []] Diabetic — Non-Insulin T ] Blood Pressure

[ Walker [] Visually Impaired [] Life Sustaining Medication

[C] Hearing Impaired

[C] Diabetic [C] Dialysis - Peritoneal [C]] Oxygen [] Concentrator
[C] Wound Care [C1] Dialysis - Hemodialysis Hours Per Day:

[0 Cancer [C] Heart Disease Liter Flow:

[] Incontinent []] Cardiac History M Nebulizer ﬁ Portable Tank

The following may require sheltering in a hospital: (check all that apply). A Doctor’s letter will be requegted.
[] Bedridden

[] Weigh more than 300 pounds and require personal or mechanical assistance with transfers
[] Ventilator dependent

[1 Medical equipment required continuously  Specify:
] Combative, prone to wander, violent tendencies
Home Health Care Agency

Are you under the care of a Home Health AgencyT ] [ ] Yd] [] No
Name and phone # of
Agency:

Transportation Information

[C] Ambulance 1l Wheelchair Lift 1] Car/Van/Bus
[C] |do not require transportation assistance

[1 Can care for self in regular shelter — transportation required only

Physician
Name: Phone:

Address

COMPLETE ON BACK OF PAGE



duboisaj
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Emergency Contact
Name:

Address

Phone #

The information contained herein is true and correct to the béshy knowledge. | have read the Special
Needs Assistance Program Application Informatiomestaccompanying this request and | understandhbest
are limitations on the services and levels of that are available.

| understand that the assistance will be provided only for theation of the emergency and that alternative
arrangements should be made in advance in casenbtable to return to my home.

| understand, based on the information that | have provided thmay not be assigned to a special needs care
unit based on the criteria stated in the inforrmatiad the available space at those facilities.

| understand that | will be responsible for any charges andsassociated with hospital, medical facility care,
and/or medical transportation.

| grant permission to medical providers and transportation agenamesathers to provide care and disclosure
of any information necessary to respond to my neddbereby grant permission for the release o$ thi
information to emergency response agencies andoadsauthorize those agencies to enter my residendbe
purpose of emergency search and rescue.

| understand that this is voluntary and hereby request redistmainto the Charlotte County Special Needs
Assistance Program.

All registrations will be reviewed by the Charlotte County Healthp@ement to determine appropriate shelter
placement.

Patient Signature: Date:

Print Patient Name:

If unable to sign, signature of

Legally authorized Representative: Date:
Submit_bothpages of this application to: Charlotte County Emergency Management
26571 Airport Road
Print Punta Gorda, FL3982

*** OFFICE USE ONLY ***

] Special Needs Shelter — Transportation required Surge Zone

Special Needs Shelter — Electric Dependent — Transgation required

Special Needs Shelter — No Transportation Required —_—
P _ _ P a _ _ Route #

Special Needs Shelter — Electric Dependent — No Thrsportation Required

General Population Shelter — Transportation Requirel

General Population Shelter — No Transportation Reqired *DO NOT ENTER IN DATABASE*

,_|,_|,_|,_|,_|,_|
(W T Y S [ SR S—




	sex: [ ]
	DOB: 
	phone: 
	alt_Phone: 
	address_number: 
	street_name: 
	town: 
	unit or lot: 
	zip: 
	mobilehome: Off
	pets: Off
	require wheelchair: Off
	pet shelter arranged: Off
	full time resident: Off
	months in charlotte: 
	caregivername: 
	diabetic insulin dep: Off
	mental disorder: Off
	wheelchair: Off
	diabetic noninsulin dep: Off
	blood pressure: Off
	walker: Off
	visually impaired: Off
	life sustaining medications: Off
	hearing impaired: Off
	stroke: Off
	dialysis peritoneal: Off
	wound care: Off
	dialysis hemodialysis: Off
	cancer: Off
	heart disease: Off
	cardiac history: Off
	oxygen: Off
	diabetic: Off
	02 hours per day: 
	liter flow: 
	oxygen concentrator: Off
	nebulizer: Off
	portable tank: Off
	incontinent: Off
	bedridden: Off
	ventilator dependent: Off
	weight +300lbs: Off
	specific med equip: 
	combative wander: Off
	medical equipment required continuously: Off
	home health: Off
	Name Phone Home Health: 
	transportation: Off
	Physician Name: 
	Physician Phone: 
	physician address: 
	emergency contact: 
	emergency contact address: 
	emergency contact phone: 
	First_Name: 
	Middle_Initial: 
	Last_Name: 
	PRINT: 


