Bangor Police Department





Application for the


Alzheimer and Eldercare Patient Listing Database








Patient Name 	__________________________________________		Date of Birth__________





Address		__________________________________________		Phone #	_____________





		__________________________________________





Distinguishing Characteristics (glasses, scars, tattoos, etc.) 


Cautions


Height


�
Weight�
Eye Color�
Hair Color�
�
Medical Conditions


Care Provider





Name ___________________________________





Address _________________________________





 	_________________________________





Phone # _________________________________





Physician’s Name _________________________


Emergency Contact Person





Name___________________________________





Address _________________________________





 	_________________________________





Phone # _________________________________





Hospital Preferred_________________________








I certify that I am the primary care provider for this patient. I understand that this information is provided only  to assist the Bangor Police Department in contacting either myself or the emergency contact person if the patient becomes disoriented. (This statement must be affirmed before a notary.)





								


____________________________		_____________		___________________	_______


Primary C
