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FOUNTAIN VALLEY POLICE DEPARTMENT 
YOU ARE NOT ALONE (Y.A.N.A.) 

REQUEST FORM 
 
 
 

PLEASE PRINT CLEARLY 
 
Name (Client)____________________________________________________________________ 
 

Address_________________________________________________________________________ 
 

Home Phone #____________________________________________________________________ 
 

 
 

Emergency Contact_______________________________________________________________ 
 

Address, City, State, Zip___________________________________________________________ 
 

Phone # Home____________________________________ Cell # _________________________ 
 

Work # _________________________________________Pager#__________________________ 
 

 
 

Legal Guardian (if applicable) _______________________________________________________ 
 

Relationship_____________________________________________________________________ 
 

Address, City, State, Zip____________________________________________________________ 
 

Phone # Home__________________________________ Cell #____________________________ 
 

Work ________________________________________ Pager #__________________________ 
 

 
 

Clergy’s Name (Optional)___________________________________________________________ 
 

Phone # ________________________________________________________________________ 
 

 
 

Please list all persons who are currently sharing the residence with the client: 
 

Name __________________________________________ Relationship and age: ______________ 
 
Name __________________________________________ Relationship and age: ______________ 
 
Name __________________________________________ Relationship and age: ______________ 
 
 
List any type of pets residing at the residence: 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 
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INFORMATION IN THE FOLLOWING SECTION MAY BE DISCLOSED TO OR DISCUSSED WITH 
EMERGENCY MEDICAL PROVIDERS OR OTHER PARTIES INDENTIFIED HEREIN: 
 
 
Physician’s Name_________________________________________________________________ 
 
Address_________________________________________________________________________ 
 
Phone # ________________________________________________________________________ 
 
 
 
Medications Prescribed: ____________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
 
 
General health concerns: ___________________________________________________________ 
 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 
 
 
 
Allergies: _______________________________________________________________________ 
 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 
 
  

 
 
Start Date: _____________________________      End Date: ____________________________ 
 
 
 
 
 
Signature of Client/Legal Guardian________________________________ Date______________ 
 
 
Witness______________________________________________________ Date _____________ 


