
                  City of Brooklyn R.U.O.K. Program Interview Form                               
 
Phone Number:________________________        Date:________________      Call Time:_____________ 
 
 
Resident Name:_________________________________   Date of Birth:_________________________ 
 
Address:_______________________________________  Apartment #:_____________________ 
 
City:_________________________________       State:_____________        Zip Code:_______________ 
 
In Case of Emergency, Notify: 
 
 
__________________________________________              _____________________________________ 
Last Name                           First Name                                    Last Name                              First Name 
 
 
__________________________________________              _____________________________________ 
Street Address                                                                           Street Address 
 
 
__________________________________________              _____________________________________ 
City                                 State                      Zip                       City                                   State                 Zip 
 
 
__________________________________________              _____________________________________ 
Phone Number                          Work Number                         Phone Number                       Work Number 
 
Next of Kin: 
 
 
_________________________________________               _____________________________________ 
Last Name                                 First Name                             Last Name                     First Name 
 
_________________________________________               _____________________________________ 
Street Address                                                                          Street Address 
 
_________________________________________                ____________________________________ 
City                                 State                      Zip                       City                                       State           Zip 
 
_________________________________________                _____________________________________ 
Phone Number                          Work Number                        Phone Number                         Work Number 
 
 
 
 
 
 
 
 
 
 
 
 
 



Medical History/Medications:  Please list all medications presently being taken: 
 
1. 
 
2. 
 
3. 
 
4. 
 
5. 
 
6. 
 
7. 
 
8. 
 
9. 
 
10. 
 
 
 
Doctor’s Information: 
 
 
_____________________________________                     ____________________________________ 
Doctor’s Name                                                                       Doctor’s Phone number 
 
 
______________________________________                   _____________________________________ 
Doctor’s Home Hospital                                                       Hospital Phone Number 
 
 
 
__________________________________________________________ 
Your Hospital Preference To Be Transported To In Emergency  

 
Use this section to let us know anything important: 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
 
 
 
 


