
PLEASE RETURN THIS FORM TO: Alzheimer’s Association, 5015 Campuswood Dr Ste 102 Syracuse, NY 13057 or cny-programs@alz.org

If this does not apply, please write “None.”

If this does not apply, please write “None.”

If this does not apply, please write “None.”

RETURN THIS FORM TO: Alzheimer’s Association, 5015 Campuswood Dr Ste 102 Syracuse, NY 13057 or cny-programs@alz.org

*All fields must be completed

11.16.22

FIRST NAME

LAST NAME

ADDRESS APT #

CITY STATE ZIP CODE

PHONE MOBILE / HOME (CIRCLE ONE) 

EMAIL ADDRESS

BIRTHDATE (MM/DD/YYYY)

FIRST AND LAST NAME

RELATIONSHIP TO ENROLLEE

PHONE MOBILE / HOME (CIRCLE ONE)              SECONDARY PHONE MOBILE / HOME (CIRCLE ONE)

Please complete one form for the caregiver and one form for the person living with dementia

SELECT YOUR PREFERRED JEWELRY BELOW *SELECT ONE JEWELRY OPTION PER ENROLLMENT FORM

LACED UP SHOE TAG

SPORT SILICONE BRACELET 

List all medications, including inhalers

*

*

*

**Please use provided area on second page if additional space is needed for this section, or 
attach additional documentation



PLEASE RETURN THIS FORM TO: Alzheimer’s Association, 5015 Campuswood Dr Ste 102 Syracuse, NY 13057 or cny-programs@alz.org
11.16.22

WHAT IS INCLUDED WITH YOUR FREE MEMBERSHIP*

• 24/7 Emergency Response Team
• Emergency Health Profile
• Emergency Contact Notification
• Personalized Jewelry

• 24/ Wandering Support
• Personal Profile for Each Enrollee
• Portrait Photo (selfie) for Emergency Identification
• Printable Health Profile

*ALL MEMBERSHIPS ARE PAID FOR IN FULL THROUGH A GRANT BY THE NEW YORK STATE DEPARTMENT OF HEALTH CAREGIVER SUPPORT INITIATIVE. CAREGIVERS AND THEIR LOVED ONE LIVING WITH 
DEMENTIA LIVING IN THE THE CENTRAL NEW YORK AREA MAY BOTH BE ENROLLED AND RENEWED AT NO COST ON A YEARLY BASIS IN PERPETUITY DEPENDENT ON AVAILABILITY OF GRANT FUNDING

USE THIS SPACE TO PROVIDE ADDITIONAL NECESSARY INFORMATION

RELEASE - SIGN & DATE BELOW

Important: By accepting membership in MedicAlert Foundation, for yourself as a member or caregiver and/or as caregiver on behalf of the member named above 
(collectively, "you"), you authorize MedicAlert to release all medical and other confidential information about you in emergencies and to other health care personnel you 
designate. Read the full consent at www.medicalert.org/consent.
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