ALZHEIMER' S ALERT!

INSTRUCTIONS: Complete form, affix photograph, return to Fitchburg Police Department.

Patient’s Name:

Lives with:
Relationship to patient:
Address:
Street City State Zip
Telephone;
(Area Code) (Number)

AFFIX A RECENT Neighbor or other local contact:

PHOTOGRAPH
(Head & Shoulders) Relationship:
(Preferred)
Address:
Telephone:
Other family contact:
Relationship:
Address:
Telephone:
PATIENT INFORMATION
Date of Birth: Height: Weight:
Color of eyes: Color of Hair: Glasses?

I dentifying scar /defor mities:

Does patient attend Day Care? Where:

Patient’s Physician: Telephone:




PATIENT S HABITS

Does patient wander? If 0, in any particular direction/place?

Does patient carry identification (i.e,, 1.D. bracelet, walet)?

What language(s) does the patient spesk?

Individual habits/'speech problem or pattern?

Is patient abusive — physicdly and/or verbdly?

Any other helpful comments

RELEASE FORM

[, , give my permisson to the Fitchburg Police Department to

retain this information, to be kept in drict confidence and to be disclosed to NO other agency or

individua (s) without my further permisson.

(Signature)

(Date)



