[image: image1.wmf]Tool: Survey for At-Risk and Vulnerable Clients 
	Member Information   (Please print)

	Name (First & Last):  ________________________________________________________

________________________________________________________________________

Address



City 


   State  
Zip

______________________  _______________________  _________________________

Phone


          Cell Phone

            E-Mail


	Do you live alone?                                     
	(Yes     
	(No     

	If you live alone and are chronically home-bound, is there someone who checks in on you regularly?                                                   
	(Yes     
	(No     

	Do you have a chronic medical condition?
	(Yes     
	(No     

	Do you need help getting around?            
	(Yes     
	(No     

	Can you cook for yourself?                        
	(Yes     
	(No     

	Do you have an emergency plan?                 
	(Yes     
	(No     

	Do you have a place to go in the event of an emergency?       
	(Yes     
	(No     

	Do you have enough food, water, and prescription medication supplies at home to last you five days in the event of an emergency?             
	(Yes     
	(No     

	Would you like help from another community member in the event of an emergency? 


	(Yes     
	(No     


	Emergency Contact Information

	Name (First & Last):___________________________________________________________

___________________________________________________________________________

Address



City 


   State  
Zip

___________________  _______________________  _______________________________

Phone


          Cell Phone

            E-Mail


