Reassurance Client Application/Agreement 
Please complete and return to CONTACT Reassurance Program 
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Helping You Find Your Way
COMPASSIONATE SUPPORT & RESOURCES




I would like to receive a care-call (note time): 

     I would like to receive my care-calls (circle days):


________   AM




       MON        TUE        WED        THU       FRI        SAT        SUN
          or






      (3 day minimum required)
 
      
       

_________  PM







1. Personal Information

Name__________________________________________________________________________________

Street__________________________________________________________________________________

Town_________________________________________________State_________Zip_________________

Phone (H)_______________________ Cell______________________  Email________________________
Birth Date __________________________ Age Group (circle one)     18 – 39
40 – 65
66+

2. EMERGENCY CONTACTS: (PREFERABLY PEOPLE WHO LIVE NEAR YOU)

1) Name __________________________ Address:  ________________________________________

Phone (_____) - ______ - _____________
City ________________ State _________ Zip _______

2) Name __________________________ Address: __________________________________________

Phone (_____) - ______ - _____________
City ________________ State __________ Zip ______

3. CLOSEST RELATIVE:

Relationship to you ________________________________________
1) Name __________________________ Address:  __________________________________________

Phone (_____) - ______ - ____________
City ________________ State _________ Zip _______

4. MEDICAL INFORMATION:
Physician ___________________________________
Phone (_____) - _______ - __________

Hospital Preference ___________________________
Phone (_____) - _______ - __________

Major Health  Concerns _____________________________________________________________
_________________________________________________________________________________

(MEDICAL INFORMATION – continued)
Medications  ____________________________________________________________________________

_______________________________________________________________________________________

Allergies _______________________________________________________________________________

_______________________________________________________________________________________  

5. LIFE ACTIVITY:
1) How often do you leave the house? ____________________________________________________

2) How often does bad health or pain limit your activity?______________________________________

3) Have you fallen? __________ In the past year? ___________________________________________

4) Were you able to get up without help? __________________________________________________

6. OTHER SERVICES BEING RECEIVED:
1) Home Health Aid/Homemaker/Companion: ____________________________________________

__________________________________________________ Phone: (_____) - _______ - ___________

2) Meals Assistance: __________________________________________________________________

3) Social Worker/Case Manager ________________________________________________________

Agency: ____________________________________________ Phone: (_____) - _______ - _________

7. INTERESTS AND HOBBIES – Tell us about your day:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you learn about CONTACT’s Reassurance Program? 

I would like to receive care-calls from the Reassurance Program.  My signature below indicates I have truthfully answered all questions in this application for the CONTACT Reassurance Program and that I agree to the following conditions:

I will be home to answer the phone as agreed for my Reassurance call.  If I will not be home, I will inform my Reassurance volunteer or I will call the CONTACT 24-Hour Helpline by calling 856-234-8888 or 866-234-5006.
I understand that this service is provided by a trained volunteer and is limited to a five-minute “care-call” to check on my well-being.  This service may be terminated by either party at any time.
I understand that if my Reassurance volunteer is unable to reach me, CONTACT of Burlington County will attempt to reach my emergency contacts to check on my well-being.  If necessary, emergency intervention will be provided through 9-1-1.  I agree to hold harmless CONTACT of Burlington County and its Reassurance program from any liability.  
Client Signature: ___________________________________________    Date______________________
(Please use the back of this form for any additional information that will help us to serve you.)
OFFICE USE ONLY:

Date of Home Visit:

Special Observations/Needs:

Volunteer Assigned:





Phone:

Date of Assignment:





Number of Calls per Week

Days Called: 

Client Refused Service on:




Reason Given:

Reviewed/Approved by Reassurance Program Director:


Signed:








Date:
PO Box 333 – Moorestown, NJ  08057


Office:   856-234-5484 ext 212      Fax: 856-778-3880


Email:     � HYPERLINK "mailto:info@contactburlco.org" ��info@contactburlco.org�


Website:  � HYPERLINK http://www.contactburlco.org ��www.contactburlco.org�


							333 – Moorestown, NJ  08057 
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