Please complete the following information and return to volunteer or mail to:

Meals on Wheels

PO Box 1984

Plainview TX  79072

Name:  _____________________________________ DOB: __________

Address:_________________________________________________

Home telephone: _________________

Cell: ______________

E-mail: _________________________________________________

Date of application: _______________________________________
First Emergency Contact:

Name: ______________________________

Address:_____________________________

Home phone:_________________   Cell: ______________
Work:_______________
Second Emergency Contact:

Name: ______________________________

Address:_____________________________

Home phone:_________________   Cell: ______________
Work::_______________

Name & address of your doctor: ________________________________________________

List any drug allergies or interactions: ____________________________________________

__________________________________________________________________________


List any medications you are currently taking or attach printout: _______________________

____________________________________________________________________________________________________________________________________________________


Health conditions or any other information you wish to provide to emergency personnel:

__________________________________________________________________________
Please check all that apply:

_____

I am on hospice care.  Agency:______________________________________

_____
I have applied for assistance through the Texas Department on Aging and Disability.  Telephone number is 1-877-723-9049.
_____
I have been released from the hospital within the last 5 days and understand that meals will be provided from community donations if available for 10 days.

_____
If none of the above apply, I understand that I will pay $4.00 per meal for noon time meal delivered Monday through Friday.









_________________________









Signature of recipient/applicant

