[bookmark: _GoBack]TOWN OF HAMPDEN
GOOD NEIGHBOR PROGRAM

Participant Form
Criteria:  The Participant must be a resident of the Town of Hampden and have Alzheimer’s, related Dementia or other memory or cognitive impairment issues.  
Participant Information:
Name: _______________________________________________________   DOB: ______________

[bookmark: Check1]Physical Address: _________________________________________	     Gender:    	|_|  Male  
[bookmark: Check2]|_| Female
Mailing Address: _________________________________________

Phone#: ____________________________   (Cell and Landline if applicable)

Medical Condition:  _________________________________________________________________

[bookmark: Check3][bookmark: Check4]Does Participant live alone?     |_|  Yes       |_|  No

If NO, with whom does Participant live?__________________________________________ Relationship:____________________________________________________

Physical Description:   Height _____ Weight_______    Hair Color________Eye Color  ________

Wear Glasses?   |_|Yes  |_|No     Wear Contacts?  |_|Yes  |_|No      Wear Hearing Aids?  |_|Yes   |_|No   

Distinguishing marks, scars or tattoos: ____________________________________________________

Other_______________________________________________________________________________

Current Photo:   |_| Yes    |_| No   

Vehicle Information:  (year, make, model, color and plate#)  ___________________________________________________________________________________

Primary Emergency Contact Person:

Name: ____________________________   Address: _________________________________________  

Phone: _____________________   Relationship: ____________________________________________

Secondary Emergency Contact Person:

Name: ____________________________   Address: _________________________________________  

Phone: _____________________   Relationship: ____________________________________________
Authorized Person filling out this form if other than the Participant: 
Name: ____________________________   Address: _________________________________________  

Phone: _____________________   Relationship: ____________________________________________

Please provide evidence of authority (Power of Attorney, Guardianship, Advance Directive, etc.)



[bookmark: Check5][bookmark: Check6]	I, ________________________________________  |_| Participant or |_| Authorized Person, hereby acknowledge that the information provided on this form is true and accurate to the best of my knowledge and belief.
	I further acknowledge that all information provided has been given voluntarily, and I consent to the collection, use and disclosure of such information to local law enforcement, fire and rescue, or other agencies that may lend assistance in any search for the Participant.
	If signed by the Authorized Person, I hereby represent and warrant that I have full powers and authority as the duly authorized representative of the Participant to register him/her in this Program and to act on his/her behalf.  The documentation I have provided with this Form evidences my authority, which is still in effect as of the date hereof.
	Dated this _____ day of ____________________, 20 ___.

Participant’s Signature				 or	Authorized Person’s Signature

____________________________________		______________________________________
Printed Name: ________________________		Printed Name: __________________________
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