
  



Safe at Home Application 

If filling out by hand, please print 

Applicant 
Full Name: Date of Birth: 
Address: City: 
State: Zip: Keyless Entry System:   ☐No   ☐Yes   Entry Code: 
Home Phone: Alternative Phone: 
Family Physician Name: Physician Phone: 
Major Medical or physical Disabilities: 
Special Medical Needs: 
☐Oxygen     ☐Vision Difficulties     ☐Hearing Difficulties     ☐Walking difficulties
☐Wheelchair Bound     ☐Confined to Bed     ☐Transfer with Assistance     ☐Diabetic
☐COPD     ☐CHF     ☐Hypertension     ☐Cancer
Known Allergies: Hospital Preference: 
Where will you go if you need to leave home in an emergency? (Include address): 

Do you have pets?   ☐Yes     ☐No What Kind? 
Power of Attorney: Phone Number: 

The information provided is for EMS, fire and law enforcement purposes only and will 
only be used in those emergencies deemed necessary in order to protect or help the 
applicant. This information will NOT be released to outside sources, however it may be 
collected by appropriate volunteers from the Allen County TRIAD. Your participation in 
this program is voluntary. 
Applicant/ Caregiver Signature: Date: 

Printed Name: Relationship: 

Emergency Contacts 
Name: Relationship: 
Address: City: 
State: Zip: 
Home Phone:  Work Phone: 
Cell Phone: Email: 

Name: Relationship: 
Address: City: 
State: Zip: 
Home Phone: Work Phone: 
Cell Phone: Email: 

Name: Relationship: 
Address: City: 
State: Zip: 
Home Phone: Work Phone: 
Cell Phone: Email: 

I agree and understand that by signing the Electronic Signature Acknowledgment and Consent Form, all 
electronic signatures are the legal equivalent of my manual/handwritten signature.
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