TOMAH POLICE DEPARTMENT Case #
819 Superior Avenue Officer #
Tomah, W1 54660
PH: (608} 374-7400

VOLUNTARY STATEMENT FORM

I

R

PLEASE PRINT FULL NAME

(LAST, FIRST, MD)

RESIDENCE ADDRESS, CITY, STATE, ZIP CODE HOME:
CELL:
WORK:

IDENTITY OF PERSON
MAKING THIS STATEMENT

Occupation / Place of Employment

YIETIRTN

STATEMENT

PAGE OF

LACK OF CONSENT - (Check Appropriate Box Below)

{1 On said date, property was stolen, damaged or entered without my consent or permission.
L] On said date, [ was physically hurt and did receive pain without my consent or permission.

(LK

By my signature below, | attest that the information in this statement and consent form is true and correct to the best of my
knowledge.

SIGNATURE: X DATE: TIME:

]
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Tomah Police Department Case #
Property Form Officer #

Type | Code | Qty Description Make Model Serial # Value

Type = 1-Currency, 2-Jewelry, 3-Clothing, 5-Office Equipment, 6-Electronics, 7-Firearms, 8-Household goods, 9-Consumables, T1-Misc
Code = Arr-Arrested, SOR-Stoler other/Recovered focal, SLR-Stolen local/Recovered local, SRO-Stolen local/recovered other,
STO-Stolen/Not recovered, Sus-Suspect, TAR-Target

IA UTHORIZATION FOR RELEASE OF PATIENT REC ORDS1

TO: DATE:
{(Name of Treatment Facility)

I, (Last, First, M.L.), Date of Birth of, hereby authorize you to furnish
a certified copy of hospital/physician/psychiatric/nurses notes/records and correspondence and allow those records to be inspecied by
the Tomah Police Department who will furnish this information to the Monroe County District Attomey’s Office. This release is
specifically limited to those records having to do with the injuries/appointments sustained by the undersigned on
(Date of incident), and all records subsequently compiled by or acquired by said hospital/physician/nurse, concerning any treatment
and/or hospitalization for injury occurring to the undersigned on the above-mentioned date.

This form will expire one (1) vear afier the date signed/completed above.
These records are for prosecution and trail purposes.

I hereby release the above named hospital/physician/nurse from any legal responsibility or liability that may arise as a result of this
authorization for furnishing such records to Law Enforcement,

Dated this day of , 20

(Signature of Patient or Person Authorized by the Patient)

{Signature of witness)

Note: Person authorized by the patient means the parent, guardian, or legal custodian of a minor patient, the guardian of u patient
adjudged incompetent, the personal representative or spouse of a deceased patient or any person authorized in writing by the
patient. If no spouse survives a deceased patient, an aduli member of the deceased patient’s immediate family may qualify. A
court appointed temporary guardian to consent to the release of records may alse qualify.
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