Case #:____________

Officer #:____________

BODILY HARM/LACK OF CONSENT

The undersigned states that on the _____day of ______________________, 20_____, at approximately _____AM/PM, he/she was ____hit, ____kicked, ____clubbed, or other (describe) _____________________________________________, and this occurred at ____________________________________________, located in the village/Township of_________________________, Monroe County, Wisconsin, and this was done without my consent, and I did receive pain and/or injury described as follows:________________

_______________________________________________________________________, which ___did (complete bottom Portion of form), ___did not, require medical care at the following treatment facility:________________________________________________.

Dated this ____day of _______________, 20_____.

____________________________________      _________________________________

(Victim’s signature)                                              (Victim’s Printed name)

AUTHORIZATION FOR RELEASE OF PATIENT RECORDS

To:_____________________________________________________________________

      (Name/address of treatment facility)

I, ____________________________________________________(First/MI/Last), Date of birth _________________, hear by authorize you to furnish a certified copy of hospital/physician/psychiatric/nurse’s notes/records and correspondence and allow those records to be inspected by the Monroe County Sheriff’s Department who will furnish this information to the Monroe County District Attorney’s Office. This release is specifically limited to those records having to do with the injuries/appointments relating to the undersigned with regard to an incident/accident that occurred on ___________________ (date of incident/accident), 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.

Expiration date of this release is for one (1) year after date signed. These records are for prosecution and trial 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.

Date this ______day of _______________________, 20_______.

__________________________________(Signature of Patient)

__________________________________(Signature of person authorized by the patient)

__________________________________(Signature of witness)

Note: “Person authorized by the patient” means the patient, guardian, or legal custodian of a minor patient; the guardian of a 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 adult member of the deceased patient’s immediate family may qualify. A court appointed temporary guardian to consent to the release of records may also qualify.

