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EMERGENCY PLAN
SPECIAL NEEDS PATIENTS

MEDICATIONS / SUPPLIES / EQUIPMENT LIST

Diagnosis (used with patient/family permission only): __________________________________________________________________________

__________________________________________________________________________________________________________________________

Physician: ______________________________________________________________ Phone: _________________________________________

Pharmacy: ____________________________________________________________ Phone: _________________________________________

Address: ______________________________________________________________________________________________________________

Allergies: ______________________________________________________________________________________________________________

HHA Telephone: ________________________________

Supplies Needed: ______________________________________________________________________________________________________

Equipment Needed:______________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________

Name of Equipment Provider: ____________________________________________________________________________________________

Phone: ________________________________________________________________________________________________________________

Name of Caregiver: ______________________________________________________________________________________________________

Phone # if different from patient: __________________________________________________________________________________________

This list is to be kept in patient’s home at all times and should be updated as needed but at least every 30 days. Should it
become necessary to evacuate to special needs shelter, this list must accompany patient.

Agency will keep copy of list in office in case of loss.

Date: _____________ Time: _____________

Patient: _____________________________________________________________________________________ ID#: _______________________ 
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