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Elderly Support Services Request Form
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Please complete this form and email or mail it to us. Once we receive your request,
please allow up to 7 business days for our team to review, assess, and respond.
REZLEREAEFBEFHERBFTAR IR GEEKM.
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Email to/E F &4 & : community@agarfieldhealthcenter.org
Mail to/EBZ = : Garfield Health Center, Attn: Outreach Team
19138 E Walnut Dr N, #201, Rowland Heights, CA 91748

1) First Name:

2)Last Name:

£ %
3) Date of Birth: 4)Phone Number:
H4 A E BEE
5) Address:
Mtk
6) Living Situation: [J Ilive alone
BERER xEE
[ I live with family
EMEARE
7)Family and Socigl Support (] I'lack family support
AREMERE Bz HEXIE
[J I lack social support
EBRZEXRE

8) Requested Services

i

[J Daily Life Assistance
£ENEF
Examples: moving small furniture, cleaning and
organization, phone check-ins
B0 #oE/NRRE, FEEEKIE FIERME

[J Problem-Solving & Community Engagement
195 B i 2R P B B 2 ST 41 [B & S
Examples:solving everyday issues, introduce
Suitable activities, health education
REAELEEEINMEE NREESMEEER,
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9) Please specify your needs or situations we should know about.

FERRACHIRIEMTBZLMTHEMNIFR:

10) Emergency Contact Name

RS AlA
11) Relationship 12) Phone Number
IEMIEA R B

By signing below, | confirm that the information provided is accurate to the best of my
knowledge, and | authorize Garfield Health Center to contact me regarding services for the
elderly individual named above.
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Signature Date:
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