
MNS Triage Form

Contact Information Caregiver Information

Date: _____________ Time: ______________

Name: ________________________________

Street Address: _________________________

City: _____________ State: ____ Zip: ______

Age: _____________ Sex: ________________

Location: _____________________________

Caregiver Name: _______________________

Street Address: _________________________

City: _____________ State: ____ Zip: ______

Phone: ____________ Cell: _______________

Allergies

Medication: ________________________________________________

Food: _____________________________________________________

Epi-Pen?

ð Yes   ð No

Acute Illness
Are you having chest pain or shortness of breath now? No¯ Yes® Call 911

Do you require ventilator support? No¯ Yes® Hospital or
Nursing Home

Medical Condition
Do you have an open wound requiring dressing changes? No¯ Yes® MNS/ MNS

appointment

Are you on tube feeding?                   ðYes                ðNo
                                    (Please circle) Intermittent or Continuous
Pump Type:                                                Gravity:

No¯ Yes® MNS

Do you have a central line, PICC line, Midline, or 
tracheostomy?

No¯ Yes® MNS

Do you need daily IV medications?   ðYes                ðNo
Type:

No¯ Yes® MNS

Do you require bladder catheterization or other special medical 
equipment?

No¯ Yes® MNS/ MNS
Appointment

Do you have seizures that are not under control? No¯ Yes® MNS

Are you currently undergoing treatment that might cause you to 
have a suppressed immune system? (due to organ transplant, 
leukemia, current chemotherapy or radiation therapy, other)

No¯ Yes® MNS

If you are pregnant, is your pregnancy high risk? (pregnant plus 
serious medical condition, or risk of loss of pregnancy or 
premature delivery)   # weeks gestation:

No¯ Yes® MNS

Do you receive home health nursing or hospice services? No¯ Yes® MNS



Are you on dialysis?                       ðYes                ðNo
                              (Please circle) Peritoneal or Hemodialysis
Dialysis Center:

Do you need transportation?          ðYes                ðNo

No¯ Yes® MNS

Have you had a fever over 101° in the last 24 hours? No¯ Yes® Hospital for
Evaluation

Have you had diarrhea in the last 48 hours? No¯ Yes® Hospital for
Evaluation

Support Needs
Do you need assistance with activities of daily living (feeding, 
dressing, bathing, toileting, transfers, or service animal) and 
have no full-time caregiver in the shelter?

No¯ Yes® Long Term
Care

Are you unable to control your bowel or bladder? No¯ Yes® MNS
Appointment

Are you on oxygen? Nebulizer? No¯ Yes® MNS
Appointment

Are you using any medical equipment?
Type:

No¯ Yes® MNS
Appointment

Are you on methadone, buprenorphine, or naltrexone?
Clinic assigned to:

No¯ Yes® MNS
Appointment

Do you have your glucometer with you? No® Yes® MNS
Appointment

Do you need assistance with blood sugar monitoring? No¯ Yes® MNS
Appointment

Do you have any other health concerns that haven’t been 
discussed?

No Yes

Do you have a special diet or diet restrictions? No Yes

General
Shelter

Recent Surgery:

Interview/Phone or Face to Face

Date:____________________________

Please contact _________________________________ shelter at ____________________________ to verify bed 
availability.

Interviewers Signature: _________________________________________________________________________




