
REQUEST FOR 911 AUDIO/PAPER RECORDS 

COPY FOR: INCIDENT DATE: 

AGENCY: INCIDENT TIME: 

EMAIL: INCIDENT ADDRESS: 

PHONE #: INCIDENT TYPE: 

DEFENDANT NAME: RESPONDING AGENCY: 

Describe below which portion of the master 
tape you wish copied.  BE SPECIFIC 

  No 

911 CENTER USE ONLY 

Rcvd Date: __________ By: _________________ 

Copied: _____   Time: _____   By: _________________

By: _________________Emailed/Delivered:  

CIRCLE ONE

I will provide a CD for use in recording this request if necessary and agree to pay the standard fee, 
if any. 

  Print Name: Signed: 
Date: 

Please email your completed form back to: faith.quinlan@co.rock.wi.us

Rock County Communications Center
3636 N. County Highway F

Janesville, WI 53545
608-757-5100

If preferred, you may fax this completed form to:
608-757-5081

Copy of Call Notes: Yes  

quinlan
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