
                        SCITUATE POLICE DEPARTMENT 
  604 Chief Justice Cushing Highway 

Scituate, Massachusetts  02066 
(781) 545-1212  /  FAX (781) 545-9659 
www.scituatepolice.org 

 
ALZHEIMER’S / WANDERER / COGNITIVE ISSUES ALERT 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PATIENT INFORMATION 
NAME______________________________________ D.O.B.__________________________ 
RACE________________ HEIGHT___________________ WEIGHT__________________ 
EYES________________________________  HAIR_________________________________ 
IDENTIFYING MARKS_______________________________________________________ 
_____________________________________________________________________________ 
Does patient attend a day care program?      YES       NO 
If yes, where?_________________________________________________________________ 
Patient’s Physician_________________________ Physician’s Phone___________________ 
Medications__________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________ 
Any Additional Physical Problems_______________________________________________ 
_____________________________________________________________________________ 
Does patient drive?   YES    NO     Does patient have access to car?    YES    NO 
If yes:  Plate #____________________  State__________ Make________________________ 
Model___________________________ Year____________________  Color______________ 
Does patient carry identification?   YES    NO     If yes, what?____________________ 
Does patient have any particular habits?__________________________________________ 
Is patient physically aggressive?_________________________________________________ 
Other helpful info_____________________________________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 

This is a cooperative effort of the Scituate 
Police Department and the Scituate Council 
on Aging to assist caregivers of Alzheimer’s, 
wandering or other cognitive issues.  The data 
provided is to be used to assist in the 
investigation of a person who is reported 
missing. 
 
Return completed form to: 
 

SCITUATE POLICE DEPARTMENT 
C.S.O. ARTHUR WOOD 

604 ROUTE 3A 
SCITUATE, MA 02066 

 
 
 
 
 

Attach recent photo here 
Head and shoulder 

if possible 



CAREGIVER INFORMATION 
 

Patient lives with_______________________________________________________________ 
 
Relationship to patient_____________________________ Phone________________________ 
 
Address______________________________________________________________________ 
 
Contact 2_____________________________________________________________________ 
 
Relationship to patient_____________________________ Phone________________________ 
 
Address______________________________________________________________________ 
 
Contact 3_____________________________________________________________________ 
 
Relationship to patient_____________________________ Phone________________________ 
 
Address______________________________________________________________________ 
 
Contact 4_____________________________________________________________________ 
 
Relationship to patient_____________________________ Phone________________________ 
 
Address______________________________________________________________________ 
 
 
 

RELEASE FORM 
 
 
 

I, _____________________________, give my permission for the Scituate Police 
Department to retain this information, to be kept confidentially on file for the 
purposes of identification and assistance relative to ALZHEIMER’S / 
WANDERER / COGNITIVE ISSUES ALERT efforts and related investigative 
activities. 
 
 
Signature_______________________________________ Date_______________ 
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