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Special Needs Registry 

Please print all information. 

Name of Person with Special Needs: 
(Last Name)

□ Alzheimer's

□ Developmental Disability

□ Vis ion Impaired

□ 

□ 

□ 

Autism 

Downs Syndrome 

Other ( explain): 

Sex: 

Weight: 

Hair style: 

Physical Description - Please attach photo. 

Date of Birth: 

Hair color: 

Eye color: 

Scars/marks/tattoos: 

Communication Needs 

Method of communication: 

Favorite attractions/locations where person may be 

found: Best method of approach: 

Medical concern: 

(First Name) 

□ Deaf/Hard of Hearing

□ Mental Illness

Race: 

Build: 

Facial hair: 

Nickname ( or name most likely to respond to): 

Home address:

Work / School Name and Address:

Height:

Special Needs - Check ALL that apply.
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Any other relevant 
information: (favorite toys, 
suggestion for de-escalation, 
what not to do, etc.) 

Parent/

Date:

Initial 

Initial 

Initial 

You have authorized the St. Martin Parish Sheriffs Office (SMSO) to collect information that can 
identify you and/or a person with a special need. Such identifying information may include 
name, date of birth, address and other similar information referred to as "personal data" when it 
is voluntarily submitted. The SMSO will only use personal data provided to respond to requests 
made of us and/or emergencies regarding person named with special needs. 

You acknowledge that information provided will be entered into St. Martin Parish 
Communication District (911 Center) computer system to alert public safety responders that 
the listed person has special needs that may prevent them from communicating and/or 
responding during an emergency. 

It is acknowledged that it is your responsibility to ensure that the information collected is current 
and valid, and that the SMS0 will be notified in writing of any changes. 

Deputy Signature: Date: 

Signature

Legal Guardian:

Primary Phone #:

Address:

Secondary Contact

Primary Phone #

Address:

Registered By:

Primary Phone # 

Address:

Relationship:

Relationship:

Secondary Phone #:

Relationship: 

Secondary Phone #:
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Emergency Contact Information


	Special Needs Registry Old Form 8132020-1.pdf
	Special Needs Registry Old Form 8132020-2.pdf

	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text8: 
	Text5: 
	Text6: 
	Text7: 
	Alzheimers: Off
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Date44_af_date: 
	Date49_af_date: 
	Developmental Disability: Off
	Vision Imparied: Off
	Autism: Off
	Down Syndrome: Off
	Other: Off
	Deaf: Off
	Mental Illness: Off


