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Wisconsin Advocates for Families 

 
of Missing People





     Information: 
WAFMP is a non-stock/not-for-profit organization as defined by the State of Wisconsin.  The 

      organization collects information on missing and unidentified adult victims. Our organization 

      uses this information collected to obtain a central database that is viewable by the public.    


      WAFMP also distributes information to other agencies sharing a similar missing statement.       

      WAFMP strives to provide additional resources to families and Law Enforcement Agencies.

Please review all information you entered on this form prior to submitting it. Forms must be 


     filled out completely, including Agency Case Number and NCIC Number. 

You must notify WAFMP immediately if a person is located or identified.

A photo must accompany the intake form, and will not be returned.

Submitting a Photo:

1. via E-Mail (.jpg, .bmp)

      -Include person’s name and/or case # in email


-Send to tanya@wafmp.org

2. via U.S. Mail – 

     -Must be an original photo, not a copy


-Include person’s name and/or case # on back of photo

** Do Not Send Photos via Fax
Please contact us with any questions!
WAFMP


www.wafmp.org

P.O. Box 106

tanya@wafmp.org

Waupun, WI 53963



Missing Adult Intake Form-Relative


                                              
                        


       Reporting Party Information
Report Date: _____________   Report Time: ______________

Name: ________________________________________ Relationship: ________________________
Phone: _____________________ Alternate Phone: _________________

Address: _____________________________
Email: _________________________________

______________________________   _____________       ______________

  City                                           

State

Zip


            Missing Adult’s Information
Last Name: __________________________ First Name: ______________________ Middle: ________________
Nicknames/Aliases: __________________________________________________________

Date of Birth: ____________________________________

Date of Disappearance: ______________________________
Missing From: __________________    _________     ______________



City


State
       County

Illnesses/Medications: ___________________________________________________________

                                    ___________________________________________________________

Height: _____feet _______inches                 Weight: _______lbs.

Hair color: _______________ Length/Style: _____________________________

Eye Color: ________________ Glasses: __________ Contacts: ___________ Color: ___________

Race: _____________________    Vehicle Make/Model: __________________________________

Description: _______________________________________________________________________

                    _______________________________________________________________________

License #: ____________________  

Located?   YES          NO

Places Frequented: _____________________________________________________________

Distinguishing Marks: birthmarks, scars, piercings, previous brakes/injuries, jewelry, etc.:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Circumstances: _________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________





  Investigating Agency

Police Report Filing Date: _________________   Case Number: ____________________

NCIC Number: ___________________

Law Enforcement Agency: ______________________________________________

Detective’s Name: __________________________________

Phone Number: _________________________ Alternate Number: ___________________________

Fax Number: _______________________

Superior Officer’s Name: ________________________________ Phone Number: ___________________

   

            Other Agencies Involved

Name: _____________________________ Contact Person: ________________________

Phone: ______________________

Name: _________________________________________ Contact Person: _________________________

Phone: ______________________

Name: _________________________________________ Contact Person: _________________________

Phone: _______________________

Report Taken By: _____________________________ 

Case Worker: ________________________________

Case Closed: 

Date: _________________ 

Closed by: _______________________ Signature: _______________________________ Date: ________

Closed by: _______________________ Signature: _______________________________ Date: ________

Agency Signature: ____________________________ Date: __________
Law Enforcement Officer: ____________________________________ Date: ___________

Agency Info: ______________________________________











                 


Wisconsin Advocates for Families 

                  of Missing People

          

    Location: P.O. Box 106 Waupun, WI 53963 



    Tel: 920-324-2042         www.wafmp.org

This form is an authorization to release photographs, descriptive information and information and information describing circumstances of disappearance of missing person to organizations whose intent is to locate missing persons. This authorization is expressly given to missing persons organizations who obtain a copy of this document from Wisconsin Advocates for Families of Missing People. I further agree that a photo static copy or fax of this consent form shall have the same effect as the original.

Case #________________________________ (required)

Missing Person’s Full Name_________________________________________________________

Relative/Guardian Name ___________________________________________________________

I certify that I am the above named individual and relative or guardian of the missing individual. I hereby authorize the release of the above named missing person’s photograph, physical description, information and circumstances surrounding the disappearance of the above named person. I certify that the information contained in the bio information section has been reported to Law Enforcement and information regarding the above named missing person to be true to the best of my knowledge. I understand that all information that I am providing will be verified with the Law Enforcement Agency prior to any activity on behalf of this agency.

I understand that the above named individual must be registered and determined “at risk” by a Law Enforcement Agency.

I understand that this information may be made available to the public, media, hospitals, social service organizations, other law enforcement agencies, shelters, medical examiners and other missing person organizations to help aid in the recovery of the above named missing person. I understand that the photograph(s) and information for the purpose of obtaining age enhancements if needed. I agree to release indemnity and hold harmless all directors, volunteers, and interested persons, etc. for any and all liability, claim(s) and cause(s) of action which may result or arise from their/ its work or efforts of any kind.

I understand that consenting to the search for the above named missing person does not obligate any organization or person to continue its search if deemed inappropriate to act.  Any information received by WAFMP will be forwarded onto the investigating Law Enforcement Agency.

I agree to notify WAFMP with any changes or location of above named missing person as I become aware of it. I agree to provide WAFMP with a photograph when necessary and will not hold them responsible for lost or damaged photos.

Guardian Name: _______________________________

Signature: ________________________________    Date: _____________________

Agency Use Only:

Case Worker: _____________________________ Case Number: __________________________

Date of Intake: _________________                        Date Closed: __________________
Date of Intake: _________________                        Date Closed: __________________
