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DIVISION OF SENIOR AND DISABILITY SERVICES

CONSENT TO PHOTOGRAPH

	DATE
	

	     
	

	 REPORTED ADULT INFORMATION

	NAME
	DCN

	     
	     

	ADDRESS
	

	     

	COUNTY
	

	     
	

	
	

	
	

	
	

	CONSENT STATEMENT

	I GIVE PERMISSION TO THE DIVISION OF SENIOR AND DISABILITY SERVICES TO TAKE PHOTOS OF ME (OR MY WARD) AND/OR MY ENVIRONMENT FOR THE DURATION OF THIS INVESTIGATION NOT TO EXCEED 90 DAYS. I UNDERSTAND THE PHOTOS ARE CONFIDENTIAL AND WILL ONLY BE DISCLOSED IF REQUIRED AS PROVIDED IN CHAPTERS 565 OR 192, RSMo.



	SIGNATURE  (REPORTED ADULT OR LEGAL REPRESENTATIVE)
	DATE

	
	

	LEGAL REPRESENTATIVE’S RELATIONSHIP (POA, DPOA, GUARDIAN)
	

	
	

	IF THE LEGAL REPRESENTATIVE SIGNS THE FORM, A COPY OF THE DOCUMENTATION DESIGNATING THE LEGAL REPRESENTATIVE MUST BE OBTAINED. 

	WITNESS
	DATE

	
	

	
	

	
	

	
	

	WORKER INFORMATION

	NAME
	COUNTY

	     
	     

	ADDRESS
	PHONE #

	     
	     


MO 580-2884 (12-14)          
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	REPORTED ADULT’S NAME
	

	     
	

	DATE
	PHOTO #
	PHOTO’S CONTENT AND LOCATION

	
	
	

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	SIGNATURE
	DATE

	
	     


MO 580-2884 (12-14)              
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