	Date:


	Pinal-Gila Council for Senior Citizens

Area Agency on Aging

Payson Senior Center
Congregate Meals and Transportation Registration
	      Office Use Only
_____ +60/-60 Spouse

_____ -60 Family Dis.

_____ -60 Volunteers

_____ -60 Other



	Last Name
	

	First Name
	                                                                                 Middle Initial

	Sex
	Male   (            Female   (

	Birth Date
	_____/_____/_____  (Month/Day/Year) - REQUIRED

	Social Security #
	(Optional)

	Provider ID
	#742378900BA 

	Site/PSA
	 Congregate Meals (                 Transportation (

	County
	Gila (07)       Pinal (21)

	Phone Number
	Area Code________ Number________________________

	E-mail 
	

	Local Physical Address
	

	Emergency Contact
	Name_____________________________          Phone Number______________________

	Number In Household
	

	Household

Composition
	_____Live Alone     _____Live with Spouse         ______Live with other(s)

	Marital Status
	(Circle One)

  1.  Married                     3.  Never Married       5.  Widowed                 7.  Unknown

  2.  Separated                  4.  Divorced                6.  Co-Habitation

  

	Ethnicity
	(Circle One)

  1.  White (not Hispanic)    3.  Black (not Hispanic)   5.  Native American/Alaskan

  2.  Hispanic                       4.  Asian Pacific               6.  Other

                                                                                      7.  Unknown

	Income Level

(Per month all sources)
	(Circle One)

  1.  Less than $300      3.  $500 to $699       5.  $900 to $1499

   2.  $300 to $499        4.  $700 to $899       6.  $1500 or Greater          

	Nutrition Score
	[      ]  _____/_____/_____   [       ]  _____/_____/______    [      ]  _____/_____/______    

            M        D          Y                     M         D         Y                      M        D         Y

               FY 2022-2023                      FY 2023-2024                        FY 2024-2025


Registration and Nutrition Score must be updated each contract year.

PARTICIPANT EMERGENCY INFORMATION FORM

Contact People (2 )  -  (At least one local)

1._______________________________________________________________________________

                      Name                                                         Relationship                      Telephone Number

Address:_________________________________________________________________________

                       Street                                               City                                         State            Zip Code

2._______________________________________________________________________________

                     Name                                                          Relationship                      Telephone Number

Address:_________________________________________________________________________

                       Street                                              City                                          State           Zip Code

Doctor:__________________________________________________________________________

                                                                                                                                 Telephone Number

Address:_________________________________________________________________________

                       Street                                             City                                          State            Zip Code

Health Conditions:_________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Medications Currently Taken:_______________________________________________________

________________________________________________________________________________

Other Pertinent Information:________________________________________________________

________________________________________________________________________________

Update emergency information every 6 months if needed.

Updated:              _____/_____/_____               _____/_____/_____             _____/_____/_____

                               M        D         Y                       M       D          Y                    M        D          Y

Fill in all sections                                                                                            Forms/Congregate Meal Form
