
 
City of Vallejo    

Special Needs Database 
 
 
 
 

This is a voluntary registry for Vallejo residents to assist first responders in identifying 
persons with special needs. This database will allow Vallejo Police and Fire to recognize 
your special needs prior their arrival. The information provided on this form will only be 

used by emergency personnel in the course of their duties. 
 

Name:  _____________________________________________________________________ 
 
Address: ________________________________________________  Apt #: ____________ 
 
Telephone: ______________________________  Date of Birth: ______________________ 
 
Emergency Contact: _________________________________ Phone:  _________________ 
 
Residence Key Holder: ______________________________ Phone: __________________ 
 
Needs: (check all that apply) 

 
Supplemental Oxygen Dependent   Physically Large Stature/Size  
 
Wheel Chair /Scooter Dependent   Hard of Hearing/Deaf 
 
Non-ambulatory     Sight Impaired/Blind 
 
Confined to Bed     Dementia/Alzheimer’s  
 
Developmentally Disabled    Hospice Patient 
 
Chronic Communicable Disease   Non-English Speaker 

Language: _____________________ 
Other (please specify): 

_____________________________________________________________________________________ 
 

If you have previously registered at another address, write that address below: 
 
_____________________________________________________________________________________ 

You may type information on this form, then print it OR print the form and add the 
information.  Please mail the completed form to:  

Communications ● 111 Amador St ● Vallejo, CA 94590 
  

“To allow the Vallejo Fire Department and Vallejo Police Department to demonstrate our Pride in 
Service to the members of our community” 
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