
 
Participant Application Form 

 

Referral Date: ________________________  

Type of Referral:  

___ Agency  Name of Agency _______________________________________________ 

   Phone ______________________ Email _________________________ 

___ Personal Phone ______________________ Email _________________________  

   Relationship to referred Individual:   

   __ Daughter/Son   __ Sister/Brother 

   __ Mother/Father  __ Other _________________________________ 

Referred Individual’s Information  

Name(s):  _________________________________ Phone: _____________________________ 

Street Address: ________________________________________________________________ 

City / Zip Code: ________________________________________________________________ 

Age: ________ Are they Disabled? ________ *Proof of Disability must be provided. 

Please tell us about the health limitations/issues that prevent the referred person from 

preparing meals: ______________________________________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

Emergency Contact: 

 Name ___________________________ Phone ______________________________ 

Who should we speak with to schedule an appointment? 

 Name ___________________________ Phone ______________________________ 

Additional information you feel we need to process your application: ___________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

_____________________________________________________________________________

Please mail application to:  Meals on Wheels Rowan • PO Box 1914 • Salisbury, NC  28145 


