
APPENDIX A  
 
 

Siskiyou County Public Health 
Voluntary Registration Request For Medically Fragile Individuals 

Emergency Response 
 

I consent to have the below information given to Siskiyou County Public Health Department for 
the creation and maintenance of a crisis/emergency database. This information will only be used 
in the event of a crisis or disaster for location and evacuation purposes.  The database will be 
updated annually.                                                                                                                
____________________________________________________________________________________  
Signature of Individual                                                                       Date     

                                                                                                                                  
Name: ________________________________ Spouse: ______________________________________ 

 
Physical Address: ____________________________________________________________________ 

 
City: _______________________________ Phone: _____________________________   

 
Mailing Address (if different than above): _______________________________________________ 

 
Do you live in a mobile home? ____________________, or an apartment? _____________________ 
 
If yes, what is the complex name? ______________________________________________________ 

 
Date of Birth: _______________________ Age: ________  

 
Check applicable medical disabilities: 

  Legally Blind       Deaf               Terminal             Paralysis  
 

Specify other chronic medical disabilities: _______________________________________________ 
 

____________________________________________________________________________________ 
 

Are you: 
  Self-ambulatory               Ambulatory with Assist (walker, cane, arm) 
  Confined to a wheelchair      Non-ambulatory, bedridden 

 
Check applicable special equipment that you are dependent on: 

  Wheelchair  Walker/Cane                  Crutches     
  Life Support System         Dialysis                       Insulin Dependent 
  I V   Feeding Tube                    Ostomy      
  Oxygen:  If yes, oxygen needed for ______ hours per day.  Indicate liter flow:_______        

Do you have a portable O2 tank?           Yes _________ No___________  
 



Psychiatrist/Therapist’s Name: __________________________Phone#: _______________________ 
 

General Physician’s Name: ______________________________Phone#: ______________________ 
 

Home Health Care Provider: ____________________________Phone#: _______________________ 
 

Emergency Contact Person: _____________________________Phone#: _______________________ 
 

Do you have a reliable method of transportation? __________________  
 
If no, check the appropriate transportation type needed: 

  Standard Vehicle (bus, car)       Wheelchair Equipped    Ambulance 
 
Will a caregiver or service animal accompany you to a shelter if needed?  ___________   
Relationship of caregiver: _________________________________________________ 

 
Do you have a household pet(s)?     Yes     No       How many? ______________  

   
Medical Condition/Level of Independence: 
 
AMOUNT OF ASSISTANCE NEEDED:  (check one) 

  Bedridden 
  Maximum assist – unable to feed self, walk alone 
  Moderate assist – need help to do daily activities 
  Minimal assist – only require small amount of help 
  Independent 

 
Type of Heating in home:  (check one) Type of water source in home:  (check one) 

  Wood                                                               City or community system                                                  
  Gas (propane, diesel)  Well                                                                                     
  Electric                                                             Natural spring water 

 
If you need assistance completing this form or have any questions, call Information and Assistance 
at 1-800-510-2020. 
 

  Return completed forms to: Siskiyou County Health Department 
 

806 South Main Street 
Yreka, CA  96097 

Fax:  841-4076 
             

 

 ___________________________ Referring Agency                           ٱ
 


