
LEMONT POLICE DEPARTMENT
14600 127rH Street, Lemont lL 60439
Oltice 163012s7-2229 Fax (630) 2s7-s087

Requester's Information

Vacation Watch
Request Form

INC DENT NUMBER:

AODRESS LAST NAME FIRST NAME M

HOME NUMBER CELLULAR NUMBER

[ *r'orr., [ ,rr,r,r,
OATE OF 818TH

TRAVET INFORMATION

DESTINAT ON !,,,,"n ! o*,,,nn
AIRLINE

DEPARTURE DATE DEPARTL]8E I ME RETURN DATE RETURN TIME

PREMISE INFORMATION

rNrERroR IMERS ! vrs E ruo aLeav or carursrs I NONE
E 

YEs (Make sure your alarm information is updated)

GENERAL LOCATION & TIMES: VEHICLES N DR VEWAY

YEAB, MAKE, COLOR, LICENSE PLATE

GENERAL LOCATION & TIMES:

YEAR, MAKE, COLOR, LICENSE PLATE

GENERAL LOCAT ON & TIMES:
YEAR, MAKE, COLOR, LICENSE PLAIE

LIST ANYONE WHO WILL BE ACCESsING IHE RESIDENCE

NAME, ADOBESS AND HONE NUMBER (IF KNOWN)

NAME, ADDRESS HONE NUMEER (IF KNOWN)

NAME, ADDRESS AND HONE NUMEER (IF KNOWN)

EXISTTNG BUttDtNG OAMAGE {TO DOORSANDwlNDOWs}

DESCRIBE:

EMERGENCY CONTACT INFORMATION (OTHER THAN YOURSETF)

OFFICE USE ONLY

DATE PACKAGE TAKEN INCIDENT NUMEER

LSTANY PACKAGESTAKEN FOR 5AFE (EEP NG:

DAIE PACKAGE TAKEN NC DENT NUMBER

DATE PACKAGE TAKEN NC DENT NUMBER



VACATION WATCH INFORMATION

ADDRESS LAST NAME FIRST NAME

DEPARTURE DAIE RETURN DATE

OFFICER NAME / STAR OFFICER SIGNATURE

TERMINATION DATE TERMINAIION TIME SWCD CLOSING DISPO #

Date Time Initials Date Time Initials Date Time Initials
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