
YOU ARE NOT ALONE HOUSE CHECK 

Occupant’s Name     Home Phone       Cell Phone 

 

Address 

 

Visit Time Preferences (Days and Times)     1st               2nd 

Do any neighbors have a key to the residence?   Yes      No   If yes, can they be contacted?   Yes      No 

 

Name         Home Phone      Cell Phone 

 

Name       Home Phone      Cell Phone 

 

Physician’s Name               Phone 

 

Medications (Optional) 

 

 

Medical Conditions (Optional) 

 

 

Are there any pets in the house?    Yes      No  If yes, type 

1st Emergency Contact Name (Local)         Home Phone 

 

Address             Work Phone 

 

Relationship      Do they have a house key? Yes      No     Cell Phone 

 

2nd Emergency Contact Name (Local)          Home Phone 

 

Address              Work Phone 

 

Relationship      Do they have a house key? Yes      No     Cell Phone 
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