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YEARS OF TEARS

P.O. BOX 15182

Reading PA 19612

Years of Tears Web Site Consent Form
Person requesting “YOT” to remember victim _______________________
Victims full name ____________________________________________
Victim’s birth date __________________________________________
Date Victim was killed ________________________________________
How old was Victim at time of death? _____________________________
Do you have a picture to submit to YOT? __________________________
If yes, how will you submit it? E-mail or via mail _____________________

Where did death occur, township and city? _________________________
What approximate time did death occur if known? (Am, Pm) ____________
What was manner of death listed as? _____________________________
What police department is handling this investigation? ________________
What is the name of the detective assigned the case? _________________________________________________________
Is there a contact phone number? _______________________________
Are there any news articles pertaining to this case that would help us better remember the victim? Can you submit copies or the source of News reporting?  (Date, Name of Newspaper article) __________________________________________________________________________________________________________________
Is there a reward being offered in this case? ____________________   What is the amount of the reward? ____________________________ Who is offering the reward for verification? _____________________ ________________________________________________________
Is there any other information you would like to add that you feel is important for us to remember the victim? ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you have any comments or suggestions on how we could better help find justice for our victims? ___________________________________________________________________________________________________________________________________________________________________________
By submitting this form you give Years of Tears permission to portray your victim on the internet web site using the information supplied ~ www.yearsoftears.org
Your Name ________________________________________________

Your Address______________________________________________

City________________________State________________Zip_______

Phone Number______________________________________________

Date __________________ Signature ___________________________

Please submit to submit@yearsoftears.org or you can mail to:

Years of Tears Organization

P.O. Box 15182

Reading PA 19612
