
 

 Linking Neighbours Seniors Register 

Application form 
Personal details 

Title 

First name 

Surname 

Address 

Suburb 

Postcode 

Phone number 

After hours 

Mobile 

Email 

Date of birth 

Country of birth 

Preferred language 

Interpreter needed Yes No 

Where did you hear about the Linking Neighbours Seniors Register? 

Does anyone live with you? Yes 

Name 

Relationship 

Additional information you would like to include 

No 

Name 

Relationship 

Additional information you would like to include 

Your emergency contact 

Name 

Address 

Suburb 

Phone number 

After hours 

Mobile 

Email 

Next of kin/signifcant other 

Name 

Address 

Suburb 

Phone number 

After hours 

Mobile 

Email 

Application continued overleaf 



  

 

  

  

   

  

        
        

   
      

 

 

Please return this form to: Michael Wood, Seniors and Community Registers Coordinator
City of Port Phillip, Private Bag 3, PO Box St Kilda Vic 3182

Enduring power of medical attorney 

Yes No 

Name Phone number 

Address After hours 

Mobile 

Suburb Email 

General practitioner 
Signifcant health conditions/disability Name 

Address of 
practice 

Phone number 

Other services who support you 

Name Name 

Agency Agency 

Phone number Phone number 

No Do you have pets? Yes 

Neighbour/s who can support you 

Name Name 

Address Address 

Phone number Phone number 

After hours After hours 

Mobile Mobile 

Role of neighbour Role of neighbour 

I agree to my details being put on the register 

Signature Date 

Please return this form to: Linking Neighbours Seniors Register 
City of Port Phillip, Private Bag 3, PO Box St KildaVIC 3182 

The personal information requested on this form is being collected by the council to enable local communities to support older 
residents, particularly in emergency situations. The personal information will be used solely by the council for that primary 
purpose or directly related purposes. Council may disclose this information to the organisations needed to facilitate this project. 
The applicant may apply to the council for access to and/or amendment of the personal information provided.  
Requests for access and/or correction should be made to City of Port Phillip ASSIST 9209 6777. 
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