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This checklist is for Shelter staff to use to meet the needs of people with disabilities seeking shelter who need reasonable accommodations. The Americans with Disabilities Act prohibits discrimination on the basis of disability in employment, state and local government, and places of public accommodation, transportation, and telecommunications. Individuals with disabilities have a right to reasonable accommodations, including in shelters. Section 504 of the Rehabilitation Act of 1973 prohibits discrimination on the basis of disability in programs conducted by federal agencies, and in programs receiving federal financial assistance. For more information, reference " Disability Law: Know your Rights " www.disabilitypreparedness.gov/ppp/dislaw.htm 
Shelter Needs Checklist

This shelter wants to know about your medical and daily functioning needs to make sure that you are as safe and healthy as possible. Please tell us about your needs by completing this form. 


Communication Needs
Do you have a hearing impairment?

If so, do you have any of the following communication assistance needs? 

Sign-language interpreter 

Lip-Reader 

TTY 

Other (please describe) ____________________________________ 

Do you have a visual impairment?

If so, what kind of communication assistance do you need?

Large print materials 
Braille materials 
Recorded Materials 

Do you need someone to help orient you with the layout of the shelter? 

Other (please describe) _____________________________________ 

Do you use another communication device that makes it easier for you to communicate?

Augmentative Communication Device
Word or Picture Board
Artificial Larynx

Other (please describe) ______________________________________ 

Do you have you communication device with you? 
Yes 

No 

Do you need someone to read and explain information to you? 
Yes 

No 

Do you need a foreign language interpreter?

If yes, what language? _______________________________________

Adaptation Needs 
Will you need help adjusting to shelter conditions?

Yes 

No 

Is there anything we need to know about your adaptation needs?

__________________________________________________________________________________

__________________________________________________________________________________ 

Medication Needs 
Do you have all of the medications that you need with you?

Yes 

No 

If yes, how many days supply do you have with you? __________ 

If you do not have all your medications, what medications do you need? 

______________________________________________________________________ 

Do any of your medications need to be refrigerated? 

If yes, list your medications that need refrigeration  _______________________________________ 

If you need help, is there someone here with you to remind you when to take your medications, or to open containers for you? 
Yes 
No 

Is there anything else we need to know about your medication needs? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Medical needs 
Do you have a medical condition, therapy needs, or other health issues that need to be monitored? 

Yes 

No 

If yes, what type of medical condition do you have? ____________________________________

Is there someone with you who can monitor your health condition?

Yes 

No 

Do you need a medical professional to monitor your health condition? 
Yes 

No 

Do you have your essential medical supplies with you? 
Yes 

No 

If no, what essential medical supplies do you need? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Do you have a medical device implant (ex. heart defibrillator, pacemaker, vagus nerve stimulator, etc.)? 

Yes

No

If yes, please describe ______________________________________ 

Do you have any environmental allergies or chemical sensitivities? 
Yes 

No 

If yes, please describe ______________________________________ 

Do you have a temperature regulation problem?
Yes 
No

If yes, please describe _____________________________________ 

Do you have a weakened immune system? 
Yes 

No 

Is your medical condition considered medically fragile or unstable? 
Yes 

No

Is there anything else we need to know about your medical condition? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Mobility Needs
Do you use a wheelchair or other mobility device? 
Yes

No

If yes, please describe ____________________________________ 

If you are able to walk, can you stand for extended periods of time?
Yes 

No 

If you are unable to walk, do you need someone to help you get into different seating or laying positions? 

Yes, and someone is here to help me

Yes, and there is no one here to help me 



If you need someone to help you get into different positions, how often does this need to be done? ______________________________ 

Do you need a lift, such as a Hoyer lift, to transfer you from one place to another? 

Yes 
No 

Is there anything else we need to know about your mobility needs? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Adaptive and Medical Equipment Needs
Were you able to bring needed adaptive and medical equipment with you? 
Yes 
No 

If yes, do you need electricity or batteries? 
Yes 

No 

If you were unable to bring needed adaptive and medical equipment with you, what equipment do you need? 

Oxygen 

Glasses 

Cane 

Walker 

Wheelchair 

Communication Device 

Diabetes Kit 

Ventilator 

Feeding Pump 

Suction Machine 

Other adaptive or medical equipment needs (please describe) 

__________________________________________________________________________________

__________________________________________________________________________________ 

Is any of this equipment critical for your health and safety? 
Yes 

No 

Is there anything else we need to know about you adaptive and medical equipment needs? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Service Animal Needs 
If you use a service animal, do you have your service animal with you? 
Yes 

No 

Do you have everything your service animal needs for your everyday routine? 

Yes

No

If no, what supplies do you need?

Food 

Leash 

Collar 

Water and Food Bowls

Other (please describe) _____________________________________ 

If you need help with your service animal, is there someone here to help you? 
Yes 

No 

Is there anything else we need to know about your service animal needs? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Hygiene Needs 
Do you use disposable undergarments? 

Yes 

No 

If you need help, is there someone here with you who can help you change your undergarments? 
Yes 

No 

Do you need access to a portable privacy screen? 
Yes 

No 

Do you need adapted toilet facilities? 
Yes 

No 

If you need help using a toilet, is there someone here with you to help you? Yes 

No 

Do you need to be catheterized? 
Yes

No

If yes, is there someone here who can help you?
Yes

No 

Is there anything else we need to know about your hygiene needs? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Eating and Drinking Needs
Do you need special formula? 
Yes 

No 

If you brought formula with you, how many days’ supply do you have? _________ days

Do you need modified eating utensils to be able to eat or drink on your own? 
Yes

No

If yes, please describe _________________________ 

Do you have food allergies? Yes

No

If yes, please describe ______________________________________ 

Do you have any special food needs? 
Yes

No

If yes, please describe ______________________________________ 

No 

If you need help eating or drinking, is there someone here with you to help you? 

Yes 

No 

Is there anything else we need to know about your eating and drinking needs? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Bathing, Dressing, and Grooming Needs

Do you need help taking a shower or bath? 

Yes, and someone is here to help me
Yes, and there is no one here to help me 

No 

Do you need help buttoning or fastening your clothes? 

Yes, and someone is here to help me
Yes, and there is no one here to help me 

No 

Do you need help with grooming (ex. brushing your hair, brushing your teeth, etc.)? 

Yes, and someone is here to help me
Yes, and there is no one here to help me 

No 

Is there anything else we need to know about your bathing, dressing and grooming needs? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Sleeping Needs

Do you need help getting into and out of bed, or being repositioned while you sleep? 

Yes, and someone is here to help me
Yes, and there is no one here to help me 

No 

Do you have medical issues when you sleep that require monitoring (ex. sleep apnea, seizures)? 

Yes, and someone is here to help me
Yes, and there is no one here to help me 

No 

Is there anything else we need to know about your sleeping needs? 

__________________________________________________________________________________

__________________________________________________________________________________ 

Do you Have any Other Needs? 
Is there anything else that shelter staff should know about you or a family member, for you to be safe and healthy during your stay? 

__________________________________________________________________________________

__________________________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

