
 
** Selected applicants will be notified. ** 

CHESTERFIELD PUBLIC SAFETY DEPARTMENT

Citizens’ Public Safety Academy 2021 Application
Class will meet Tuesdays, September 14 - November 30th  

 
 

I would like to attend the Chester�eld Township Public Safety Department Citizens’ Academy. 
I am 18 years of age or older and a Chester�eld Township resident or business owner. 

Full Name (as appears on driver’s license):   ___________________________________________________________

Driver’s License #:________________________________       Date Of Birth:  _________________ 

Home or Business Address:  __________________________________________________________________                                            
    Street    City                Zip                                 

Business Name:     _____________________________________________________________________             

Occupa�on: ____________________________  Posi�on:  ____________________________ 

Day�me Phone: (_____)___________________    E-Mail:  _____________________________ 

Why do you want to a�end the Academy? 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

 

T-Shirt Size: ________  

Have you ever been convicted of a Felony? ________  

Have you been convicted of a misdemeanor in the last 4 years? _______  
 
 
I hereby give voluntary consent to the Chester�eld Township Public Safety Department to conduct a background 
check on me. I understand that any false statements on this application shall be cause for exclusion from the 
Chester�eld Township Citizens’ Police Academy. I understand a background check will be completed and 
applicants with a felony conviction or a misdemeanor conviction within the last 4 years will be excluded from 
the program. I further understand my application may be rejected for any reason.  

 

______________________________________________              ______________________________                                              
Applicant Signature                 Date 



 Return completed applica�on by AUGUST 27, 2021 to:

ATTN: O�cer DePape- Citizens’ Police Academy 
Chesterfield Township Police Department 
46525 Con�nental Dr  
Chesterfield Township, MI 48047

or email to adepape@chesterfieldpolice.org
  

If you are a selected applicant you will be no�fied in wri�ng by the Chief of Police and will be contacted to set up 
an appointment to be fingerprinted.
 



CHESTERFIELD PUBLIC SAFETY DEPARTMENT

Citizens’ Public Safety Academy 2021
Emergency Contact Information

 
 

Please Print Neatly!

Your Name:  __________________________________________________________
 
Date of Birth: ________________________________________________ ____________
 
 
Emergency Contact Name #1:  _____________________________________________
 
Address: _______________________________________________________________
 
City, State, Zip: __________________________________________________________
 
Home Phone: ___ ________________________________________________________
 
Work Phone: _____________________________________________________  
 
Cellular Phone or alternate number: __________________________________________
 
 
Emergency Contact Name #2:  _______________________ ______________________
 
Address: _______________________________________________________________
 
City, State, Zip: __________________________________________________________
 
Home Phone: ___________________________________________________________
 
Work Ph one: _____________________________________________________  
 
Cellular Phone or alternate number: __________________________________________
 
  
Are you  taking any medications?  Check one:          Yes______               No________
 
        If yes, what medi cations? ______________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 
Do have any allergies?    Check one:          Yes____ __               No________  
 
        If yes, what allergies? _________________________________________________
 
_______________________________________________________________________
 

 
 Do have any medical conditions?    Check one:          Yes______               No________
 
        If yes, what medical conditions? _________________________________________
 
_______________________________________________________________________
 
_______________________________________________________________________
 



dwimpari
Typewriter
OPTIONAL



 

Ride Along Information Form 
 

Name___________________________ __________________________ _________________ 
     Last     First           Middle 
 
 
Date of Birth ______________________ Driver’s License Number ______________________ 
 
 
Emergency Contact ___________________________________________________________ 
 
 
Address _____________________________________________________________________ 
 
 
Primary Phone Number __________________________ Alternate _____________________ 
 
 
Primary Doctor ________________________________ City __________________________ 
 
 
Phone number ________________________________ 
 
 
Any known allergies? ________ Yes  ________ No  If yes, please explain 
 
____________________________________________________________________________
____________________________________________________________________________ 
 
Do you take any medication? ______ Yes  ________ No  If yes, please explain 
 
____________________________________________________________________________
____________________________________________________________________________ 
 
Participant Signature __________________________________________Date ___________ 
 
Department Representative ___________________________________ Date ___________ 


