MEMORY-IMPAIRED ASSISTANCE PROGRAM REGISTRATION

Registrant Information:

Name:

____________________________________________________________

Address:
____________________________________________________________

Phone:

____________________________________________________________

Date of Birth:
____________
Sex:
_____

Medications:
____________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

ID #:
____________________________

Emergency Notification Information:

Name:__________________________________________________________________

Address:________________________________________________________________

Phone:___________________________

Relationship:______________________

Treatment Facility:_______________________________________________________


Other Information:_______________________________________________________
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Statement/Authorization:

I hereby grant the Lynnwood Police Department and/or the Lynnwood Fire Department to transport the person registered hereon, to the place of residence, the place of their care provider or to the designated emergency facility.

Signed:
___________________________________
Date:
________________

Lynnwood Police Volunteer ________________________
Date:  _________________

