Application for the WMC Lifeline Service
Winchester Medical Center- 1840 Amherst St Winchester, VA 22601 Attn: Lifeline
Please Print:  (items in BOLD must be answered)
First Name__________________________MI ____ Last Name_______________________________________ Mailing Address____________________________________________________________________________
Street Address (if different)___________________________________________________________________
City_________________ State____________________ Zip Code _______ Date of Birth__________________
Home Phone:  (______)_____________________   Cell Phone (             )_______________________________
Directions to my Home: _____________________________________________________________________
_________________________________________________________________________________________
[bookmark: _GoBack]Do you have “landline” (copper wire or Comcast) phone service?  (circle)  YES  NO (if no, wireless system)
Do you have internet service using “DSL”?       YES      NO   (circle)
Which help button type desired (see Note below - circle one) Manual or Auto-Alert   or  Mobile (Gosafe 2.0)
NOTE:  GoSafe Mobile Help Buttons are not available to clients with PACEMAKERS or DEFIBRILATORS.  We recommend use of Manual or AutoAlert  Help Buttons only.  Both can be used with landline or wireless base units.

Do you live alone?  (circle one)      Yes      No          
If someone lives with you:    Name_______________________Relationship____________________________
Cell Phone (_______)________________________Work phone (_______)_____________________________
MEDICAL EQUIPMENT/DISABILITIES/CONDITIONS/ALLERGIES:  (eg: Cane; Pacemaker; Stroke, Fracture)
__________________________________________________________________________________________
__________________________________________________________________________________________
Pets? ________________________   Firearms?  (only for info to EMS)________________________________
My hospital preference is: ____________________________________________________________________
My primary physician is: ______________________________________Phone__________________________
Do you have a Home Care Service?   (Optional)     (circle one)        Yes             No    
If yes: Name_____________________Address____________________________________________________
Phone__________________________________________  Fax number________________________________
Do you want them or your physician to receive a fax summarizing any help calls?   (free service)   YES    NO
PLEASE LIST UP TO THREE RAPID RESPONDERS:
Your responders should be persons you trust with access to your home and live nearby.  They should be willing to be contacted whenever needed, including the middle of the night, to come to your home and assist you.  Examples are:  Friends, Family  Neighbors and/or Home Care Company “on-call” Nurse as you prefer.    If no responders are available Lifeline will call your Local Emergency Medical Services to respond.  

First Responder: Name____________________________________________Relationship_______________________________
Address______________________________City___________________State_________Zip____________
Has a Key?  (circle one)        YES        NO 
Telephone     (h)___________________(w)________________________(cell)_______________________

Second Responder:
Name____________________________________________Relationship_______________________________Address______________________________City___________________State_________Zip____________
Has a Key?  (circle one)        YES        NO
 Telephone     (h)___________________(w)________________________(cell)_______________________

Third Responder:
Name____________________________________________Relationship_______________________________Address______________________________City___________________State_________Zip____________
Has a Key?  (circle one)        YES        NO 
Telephone     (h)___________________(w)________________________(cell)_______________________

Please list any family/friends you want “informed” who live too far away to be responders: (Optional)
Name_________________________________________________________________________________
Address______________________________City___________________State_________Zip____________
Relationship___________________________ 
Telephone     (h)___________________(w)________________________(cell)_______________________

Name_________________________________________________________________________________
Address______________________________City___________________State_________Zip____________
Telephone     (h)___________________(w)________________________(cell)_______________________
Relationship___________________________

“I agree and understand that this service is not guaranteed to protect me from all emergencies, but is an aid to summon help in case of an emergency.  I agree to adhere to Lifeline policies and procedures.”

Signature______________________________________________ Date______________________________    
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