
A L Z H E I M E R’ S   A L E R T! 
 

 
 
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:             
 
 
 

P A T I E N T   I N F O R M A T I O N 
 
 
Date of Birth:     Height:     Weight:    
 
Color of eyes:     Color of Hair:    Glasses?    
 
Identifying scars/deformities:             
 
Does patient attend Day Care?            Where:         
 
Patient’s Physician:         Telephone:       
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P A T I E N T’ S   H A B I T S 
 
 
Does patient wander?       If so, in any particular direction/place?       
 
               
 
               
 
Does patient carry identification (i.e., I.D. bracelet, wallet)?         
 
               
 
What language(s) does the patient speak?            
 
               
 
Individual habits/speech problem or pattern?           
 
               
 
Is patient abusive – physically and/or verbally?           
 
               
 
Any other helpful comments:             
 
               
 
               
 
               
 
 

R E L E A S E   F O R M 
 
I,       , give my permission to the Fitchburg Police Department to 

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

individual(s) without my further permission. 

 
      ______________________________________________ 
        (Signature) 
 
      ______________________________________________ 
        (Date) 
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