
Attachment 4 
FUNCTIONAL NEEDS SHELTER STAFF REGISTRATION 

 
Functional needs Shelter Name:_____________ Date Opened_______Time Opened______ 
 
Supervising RN Name_________________   Date Closed________  Time Closed______ 
 

Volunteer Staff Name 
Please Print 

Address 
City, State, Zip 

License 
Number 

Time  
In 

Time  
Out 

       
 
 

     
 
 

     
 
 

     
 
 

     
 
 

     
 
 

     
 
 

     
 
 

     
 
 

     
 
 

     
 
 

     
 
 

 


