Seéuor Home Delivered m”

ervices Referral Form MEALS @ WHEELS
FOR SOUTH SOUND SSasriR e AT
CLIENT INFORMATION
Name:
Address:
City: State: ZIP:
Home Phone: Cell Phone:
Email: Date of Birth:
REFERRED FOR HOME DELIVERED MEALS
Name:
Relationship to Client: Self Spouse Family Member Friend
Home Phone: Cell Phone:
Email:

CLIENT INFORMATION

What is keeping you or anyone else from providing meals for you?

What is keeping you from being able to drive or take public transportation?

Why aren't you able to leave without the assistance of another person?

What kind of medial condition(s) do you have?

If you have any questions, please contact 360.586.6181 ext. 124. Thank you for completing
this form and returning to Senior Services for South Sound.

nutritioncoordinator@southsoundseniors.org

Olympia Senior Center, 222 Columbia St NW, Olympia, WA 98501
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