
            MEALS ON WHEELS  
                  OF ROWAN, INC. 

 
Client Application 
for Meal Service 

 
Requested By (name/s): ____________________________, Phone #: ___________________ 

Client’s Name/s: ______________________________________________________________ 

Client’s Address: ______________________________________________________________ 

Directions: ___________________________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

Client’s Phone #: ______________________________________________________________  

Emergency Contact & Phone #: __________________________________________________ 

Reason for Service: ____________________________________________________________  

____________________________________________________________________________

____________________________________________________________________________ 

Estimated length of service (minimum 30 days): ______________________________________  

Diabetic? __________ Juice or Milk? ____________ 

Invoice for meals to be mailed to: _________________________________________________ 

____________________________________________________________________________ 

If client is not able to pay full cost of meals, are you willing to help them with the payment? ____ 

 

Signed by: ____________________________ Date: ___________________________ 


