
Upper Dublin Township Police Department 
803 Loch Alsh Avenue, Fort Washington, PA 19034 

T: 215-646-2101 | E: udpd@udpd.us 
 

Ready to Protect, Proud to Serve 

Project Safe Return Registration 
For Elderly, Memory-Impaired & Neurodiverse Community Members 

 

Attach or Insert (Cut & Paste) 

A Recent HEAD SHOT Portrait / Photo Here 

Attach or Insert (Cut & Paste) 

A Recent FULL BODY Picture / Photo Here 

Date of Photo:        Date of Photo:        

 

 

 

 

 

 

 

 

 

 

 

Full Name:         Today’s Date:       

Preferred 
Name: 

        Primary Diagnosis:       

Street Address:       

City/State/Zip:       

Date of Birth:       Sex:        Race:       Height:        Weight:       

Hair Color:       Eye Color:        Complexion:       

Distinguishable 

Marks (Scars, 

Birthmarks, etc.): 
      

ID / Medical Alert 

Jewelry, etc.: 
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Upper Dublin Township Police Department 
803 Loch Alsh Avenue, Fort Washington, PA 19034 

T: 215-646-2101 | E: udpd@udpd.us 
 

Ready to Protect, Proud to Serve 

EMERGENCY CONTACT INFORMATION 

Primary Caregiver’s Name:       

Address:       

Home Phone:  Work Phone:       Cell Phone:       

Secondary Caregiver’s 
Name: 

      

 Address:       

  Home Phone:       Work Phone:       Cell Phone:       

  School Name:       School Phone:       

  Doctor Name:         Doctor Phone:       

 

MEDICAL / SPECIAL INFORMATION 

 

Form Submitted By:       Date:        

Relationship to Registrant:        

Signature:  

 

Select One: Verbal  Partially-Verbal  Non-Verbal
 

Spoken 

Language: 
 

Method of Communication (if Partially or Non-Verbal):       

Blood Type (if known):       Allergie

s: 
      

Other Medical Conditions:       

Medications:       

Visual Impairments:      None         
Partial

        Full Impairment  Glasses: Yes   No  

Hearing Impairments:     None         
Partial

        Full Impairment  
Hearing 

Aids: 
Yes   No  

Distinctive Behaviors (Actions, Movements, etc.):        

Fears (Animals, Sounds, Flashing Lights, etc.):        

Favorite Places, Attractions, etc.:        

Words or Actions to Avoid:        

Helpful Hints to Aid in Approaching:       
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