
 

 

New York State Sexual Assault Victim Bill of Rights 
 
The ‘New York State Sexual Assault Victim Bill of Rights’ is a list of general information about your rights. This copy 
is for you to keep. If you wish, all the information can be explained to you in more detail before any exam or 
interview takes place. 
 
General Rights  
 
• You cannot be treated differently based on certain characteristics, such as race, national origin, religion, sexual 

orientation, disability, age, source of payment, sex, gender identity, or gender expression.  
 

• Your immigration status or national origin cannot affect your emergency care or services. You can ask for an 
interpreter if it is hard for you to understand or speak English.  
 

• Minors under the age of 17 have certain rights to make their own decisions without a parent or legal guardian.  
 

Hospital Emergency Department Rights 
 
• You can have an advocate from the local rape crisis program stay with you during the exam.   

 
• You can have an exam in any hospital emergency department to collect evidence and provide certain medical 

care related to the sexual assault at no cost to you. If you do not have health insurance, or you decline to use 
your health insurance, you can ask the hospital to bill the Office of Victim Services.  
 

• You can have medicine to prevent pregnancy and sexually transmitted infections (STIs, also known as STDs) for 
free. For HIV prevention, a 7-day pack of medicine can be started at the hospital.  

 
• You will be provided information on appropriate follow-up medical care.  
 
Law Enforcement Rights  
 
• You can choose to report to the police or not.  
 
• You can choose to have or not have an advocate from the local rape crisis program stay with you during your 

interview with the police or prosecutor.   
 

• You will be given contact information for the police or prosecutor handling your case.  
 

• You can contact the police or prosecutor for information on the criminal investigation or legal proceedings. The 
police or prosecutor will inform you of any legal action related to your case.  

 
• If you choose to report to the police, your evidence will be tested within 100 days. You may contact the police 

for information on a DNA match. 
 

• If you choose not to report to the police, your evidence will be stored for 20 years, or until you decide to 
release it. You will be notified if your evidence is moved and before the storage period ends. 
 



 

 

New York State Sexual Assault Victim Bill of Rights 
Additional Information  

 
Police Agency:  

Contact Name:  

Phone No.:  

Email:   

 
Prosecuting Agency:  

Contact Name:  

Phone No.:  

Email:   
 

If the contact information for the police or prosecutor is unknown, please call:   

• If the crime occurred in New York City: New York Police Department Special Victims Division at 646-610-7273.  

• If the crime occurred anywhere else in the State: New York State Police Sexual Assault Hotline at 1-844-845-7269. 

 

Advocate Agency:  

Contact Name:  

Phone No.:  

Email:   
 

If the contact information for the rape crisis or victim assistance agency is unknown, please call:  

• New York State Hotline for Sexual Assault and Domestic Violence at 1-800-942-6906.  

 

For more information, please visit www.ovs.ny.gov or www.health.ny.gov/prevention/sexual_violence/ 

http://www.ovs.ny.gov/
http://www.ovs.ny.gov/
https://www.health.ny.gov/prevention/sexual_violence/
https://www.health.ny.gov/prevention/sexual_violence/


 

NEW YORK STATE OFFICE OF VICTIM SERVICES 
MEDICAL PROVIDER FORENSIC RAPE EXAMINATION 

DIRECT REIMBURSEMENT CLAIM FORM (6/20) *FRE-01* 
 
INSTRUCTIONS: This form is to be used when a NYS licensed healthcare provider is directly billing the New York State 
Office of Victim Services (OVS) for reimbursement of costs associated with providing a forensic exam for a victim of 
sexual assault. 

(1) Fill in all blanks on this form. 
(2) Attach: Itemized bill and supporting documentation 

indicating SOEC Kit was used and/or HIV PEP Meds 
were provided, if applicable. 

All Sections ONE through THREE must be completed 

(3) Mail the completed form and all attachments to: 
NYS Office of Victim Services 
Attn: FRE Processing 
80 S. Swan Street, 2nd Floor 
Albany, New York 12210 

SECTION ONE. VICTIM INFORMATION (TO BE COMPLETED BY MEDICAL PROVIDER) 

Date of Crime  Location of Crime (City)  (county)  (State)  

Victim’s Name  

Date of Birth  Social Security Number  
 

SECTION TWO. BILLING PROVIDER INFORMATION (TO BE COMPLETED BY MEDICAL PROVIDER) 

Billing Provider Federal I.D. Number  Date of Exam  

Billing Provider Name  Operator Certificate or Facility ID.#  

Address  City  State  Zip  

Billing Department Contact Person  Phone Number (       ) 
    
Was a Sexual Offense Evidence 
Collection (SOEC) Kit Used?  No  Yes 

SOEC Kit Tracking # 
(Required once tracking is available)  

Were HIV PEP Meds Provided?  No  Yes If yes:  7 Day Starter Pack  
Full Regimen 
28 Day Pack 

     Please select one option above and indicate on attached invoice. 
 

The billing provider and other service providers, by law, shall not bill the victim for these services.  Payment made to the 
providers by OVS under the Direct Reimbursement Program shall be considered by all providers as payment in full. 

SECTION THREE. VICTIM INSURANCE WAIVER (TO BE COMPLETED BY VICTIM/LEGAL GUARDIAN) 
• The law requires that the victim be advised orally and in writing that they may decline to provide insurance information. 
• I have been fully advised of the options of payment for the forensic exam and the outcomes resulting from my forensic 

payment decision.  I understand that I may use private insurance benefits, including Medicaid, Medicare, HMO or any 
other insurance program for payment of the forensic exam provided to me.  I have also been advised that I will have 
to use my private insurance if I file a claim with OVS for other medical services outside of the forensic exam.  
Initial your selection for Option #1, #2 or #3 below: 

_____ Option # 1 – I choose not to use my private insurance benefits but request that the OVS be billed directly. I 
decline to provide such information regarding private health insurance benefits because I believe that the 
provision of such information would substantially interfere with my personal privacy or safety. 

_____ Option # 2 – I do not have private insurance benefits and request that OVS be billed directly. 

_____ Option # 3 – I choose to use my private insurance benefits for payment, or I choose to pay for my care directly. 

Victim/Legal Guardian Name (Print or Type):  

Victim/Legal Guardian Signature:  Date:  
      
 
Examiner Name 

(Print or Type):  
Examiner 
(Signature):  

Profession:  License #  Date:  
 

If you have questions, call the NYS Office of Victim Services at (800) 247-8035 or (518) 457-8727. 

Keesandra Agenor
13-2655001

Keesandra Agenor
KINGS COUNTY HOSPITAL

Keesandra Agenor
70010164

Keesandra Agenor
451 CLARKSON AVENUE

Keesandra Agenor
BROOKLYN

Keesandra Agenor
NY

Keesandra Agenor
11203

Keesandra Agenor
JAI PERSAUD

Keesandra Agenor
718.  245 - 2478



 

NEW YORK STATE OFFICE OF VICTIM SERVICES 
MEDICAL PROVIDER FORENSIC RAPE EXAMINATION 

DIRECT REIMBURSEMENT CLAIM FORM (6/20) *FRE-01* 
 

GENERAL INSTRUCTIONS 

• Print legibly – illegible claims will be rejected and returned to the billing provider. 
• Fill in all blanks on the form – fields left blank will result in the rejection of your claim. 
• An itemized bill for services must be attached to each claim form. This bill should be in the same form and substance 

as that billed to NYS Medicaid; it must include a billable code and charge for each line item (e.g., it is not acceptable 
for “pharmaceuticals” to be listed as one item), the sum total of all charges, and a valid sexual assault or sexual abuse 
diagnosis code. 
o NOTE: Billable codes are subject to change.  Make sure to use the most current codes.  

• If a Sexual Offense Evidence Collection (SOEC) Kit was used and/or HIV Post Exposure Prophylaxis (HIV PEP) 
Medication was provided, the provider must include supporting documentation. 

• Please see the “Supplemental Information” document on our website for additional guidance. 
 

CLAIM FORM - SECTION ONE 

• Fill in the date and location of crime including city, county and state.  Do not use “unknown” or “not applicable/not 
available” in these fields.  
o NOTE: If the date of crime cannot be determined, please provide an approximation.  This can be a month/year, 

season/year, or date range.   
o NOTE: If the sexual assault occurs in another state or country, please provide as much information as possible to 

determine a location of crime. 
• Print the victim’s name including the first and last name, the victim’s date of birth including the month, day and year of 

birth and the victim’s Social Security Number (SSN).   
o NOTE: If the victim does not have or will not share an SSN, you must indicate in this field why you are not providing 

an SSN.  Examples include; “undocumented,” “infant,” “not issued,” “not available,” and “N/A.” 
 

CLAIM FORM - SECTION TWO 

• This section is to be completed by the facility where the forensic exam is performed. This may be the hospital or other 
Article 28 health care facility, a clinic, a private physician’s office, a child advocacy center, etc. 

• Print the date that the forensic exam was performed including the month, day and year of the exam. 
• Print the billing provider’s federal tax identification number, billing provider name, operator certificate/facility ID#.   

o NOTE: If the facility is not a hospital or other Article 28 facility and does not have an operator’s certificate or facility 
ID#, mark this field with “not applicable” or “N/A” and indicate the type of facility; i.e., “N/A – Child Advocacy Center.”  

• Print the name and telephone number of the billing department representative and the address of the billing provider. 
This is the address where all correspondence will be mailed. 

• Indicate whether a Sexual Offense Evidence Collection (SOEC) Kit was used.  You must indicate yes or no. If an 
SOEC Kit was used, you must include the SOEC Kit tracking information.   
o NOTE: If kit tracking is not yet available, you may indicate “N/A” in this field. 

• Indicate whether HIV Post Exposure Prophylaxis (HIV PEP) Medication was provided.  You must indicate yes or no.  
If HIV PEP was provided you must indicate whether it was a 7-day starter pack or full 28-day regimen. 
o NOTE: OVS reimbursement for HIV PEP will not exceed that of which is required under the law. 

 
CLAIM FORM - SECTION THREE 

• Read the payment options to the victim and make sure that the victim understands their options. 
o NOTE: Please see the “Supplemental Information” document for translations in seven (7) additional languages.  

• Have the victim or legal guardian initial one selection of Option #1, #2 or #3.   
• Have the victim or legal guardian print their name, sign and date the form.   

o NOTE: A minor may sign their own claim form so long as it is reasonable to conclude that they understand both the 
form and the payment options. 
o NOTE: Claim forms must bear the original signature of the victim or their legal guardian. Unsigned claim forms or 
photocopied signatures will be rejected.  Verbal authorizations cannot be accepted. 

• The licensed health care provider who performed the forensic exam must print their name, sign and date the form.  
o NOTE: Claim forms must bear the original signature of the licensed health care provider.  Unsigned claim forms or 
photocopied signatures will be rejected.   

• The licensed health care provider must record their license number and profession on the form.   
o NOTE: Profession means the provider’s professional designation; i.e., MD, DO, NP, PA, and RN. 

 
If you have questions, call the NYS Office of Victim Services at (800) 247-8035 or (518) 457-8727, or visit 

www.ovs.ny.gov 

http://www.ovs.ny.gov/




























 CONSENT FORM 

 ●  I  have  been  told  about  the  use  of  Raltegravir  Potassium  and 
 Emtricitabine-Tenovir  as  post-exposure  prophylaxis  to  prevent  infection 
 with  the  Human  Immunodeficiency  Virus  (HIV),  the  virus  that  causes  AIDS 
 after  significant  exposure  to  the  blood  or  body  fluids  of  a  person  who  is 
 known or likely to be infected with HIV. 

 ●  I have sustained such an exposure and request prophylactic treatment. 

 ●  I  understand  that  prophylactic  treatment  with  Raltegravir  Potassium  and 
 Emtricitabine-Tenovir  may  cause  side-effects  such  as  anemia,  leukopenia 
 (low  white  blood  cell  count),  headache,  nausea,  vomiting,  insomnia,  and 
 muscle  pain.  Other  antiretrovirals  may  also  cause  side-effects.  I 
 understand  that  these  side-effects  should  be  discussed  with  the 
 prescribing physician. 

 ●  I  understand  that  pregnancy,  breast-feeding,  other  medical  problems  such 
 as  kidney  or  liver  disease,  or  the  regular  use  of  any  medication  should  be 
 discussed with this physician. 

 ●  I  agree  to  take  the  medication  as  prescribed  and  to  appear  for  periodic 
 evaluations as scheduled by this physician during and after treatment. 

 Signed: _____________________________________ 

 Witness: ____________________________________ 

 Date: _______________________________________ 

 1 





















 Excerpt from Smock B, Green B and Sturgeon S, “Recommendations for the Medical Radiographic Evaluation of Acute Adult/Adolescent, 

 Non/Near Fatal Strangulation.” Training Institute for Strangulation Prevention. 

 Developed by: Alexander B, Agenor K, McGill W, Law SW, Thomas O, Hiana J,  Donegal K, Blair A 

 RECOMMENDATIONS for MEDICAL / RADIOGRAPHIC 

 EVALUATION of ACUTE ADULT, NON-FATAL STRANGULATION 

 GOALS: 

 1.  Evaluate for acute medical conditions that require immediate treatment and stabilization 

 2.  Evaluate for anoxic brain injury and injury of carotid/vertebral arteries 

 3.  Evaluate bony-cartilaginous and soft tissue neck structures 



H+H ED Flow Chart for
Evaluation of Post-Acute
Sexual Assault Patients 

Yes

NoIs patient ≥13 years with
sexual assault occurring <120

hours, stable, not
intoxicated, AND consenting

to forensic examination?

Stabilize patient 

Order ED Social Work Consult 
Offer appropriate prophylaxis to patients
who decline the sexual assault kit. 

Order appropriate labs, medications, and
provider follow up instructions (as below) 

For patients <13 yrs and ages 13-18 follow
Peds Guidelines 

ED Social Work consult: (All S/A Patients)
Order consult in EPIC

Page via Operator, or call Office (x4628), 
Voicemail (x4374)

Triage nurse or provider should activate SART
by calling x3151

Provider arranges  patient disposition with
appropriate follow up (as below) 

Initial HIV PEP and doxycycline should be
dispensed directly from Pyxis for 7 days

Document a working telephone number (home &
cell) where patients may be reached

UCG (every female of child bearing
age)
RPR

Hepatitis B and C titers
HIV-1 Ab Screen (if consenting

to HIV PEP, remember to
counsel and consent patients for

baseline
HIV testing)

CBC (if consenting to HIV PEP)
CMP (if consenting to HIV PEP)

Additional diagnostic testing
may be required

Females  ≥19 yrs accepting
prophylaxis 

E Building 6th floor suite C
(must be scheduled)

Gyn Clinic: in 2-4 weeks
(718-245-3495)

Patients ≥ 19 declining PEP 
STD/ID clinic: Males in 4 wks

Women's Health clinic: Females 

Males ≥ 19 yrs accepting
prophylaxis 

STD/ID Clinic: within 7 days
(718-245-2800)

E building 4th floor 

Patients 13-18 yrs 
Adolescent Medicine Clinic:

Dr. Suss & Dr. Cambridge 
E building 4th fl Suite B

Tuesday 12p-4p

Post Sexual assault adult regimen (if
indicated) - AFTER SART evaluation:

1. HIV PEP (within 72 hrs)
       a. Truvada*(Emtricitabine/Tenofovir):

200/300 mg (1 tab po in ED) 
       b. Isentress* (Raltegravir): 400 mg

(1 tab po in ED)

7-day supply ordered, dispensed from
pyxis and provided to patient. 

  *Consult pharmacy for pediatric dosing

2. STI PEP: 
       a. Ceftriaxone: 500 mg IM x 1 

(if weight >150 kg, 1000 mg)
       b. Doxycycline: 100 mg po BID for 7
days or Azithromycin 1g PO x1
        c. Metronidazole 2gm po
(contraindicated if  recent use of alcohol)

3. Emergency Contraception:
Levonorgestrel: 1.5 mg (within 120 hrs)

4. TdaP, prn 

5. Ondansetron/Metoclopramide, prn

6. HBV, prn

All patients ≥19 yrs, accepting
prophylaxis 

STD/ID Clinic: within 7 days for
additional HIV meds for a total of 28

days - 718-245-2800 
E building 4th fl Tues 1p-4p, Wed 8:30a-

11:30a, Fri 1p-4p
Contact: Ms. Singh- Bahadur

Quick assessment and H&P performed by provider
Provider orders  Diagnostic Tests and Post-Sexual

Assault Medications (if indicated)

Dispensed 7-day course of prophylactic medications and scheduled  follow up appointments are required prior to discharge 



 Equipment List for Sexual Abuse/Assault in Children 

 ●  New York State Sexual Offense Evidence Collection Kit (SOECK) Part A; 
 ●  New York State Sexual Offense Evidence Collection Kit (SOECK) Part B (for 

 Drug-Facilitated Sexual Assaults) 

 ●  Plain envelopes*; 
 ●  Paper bags (various sizes); 
 ●  Extra cotton swabs 
 ●  Tape and stapler*; 
 ●  Marking pen or grease pencil, pencil; 
 ●  Patient labels (#35 to 40); 
 ●  appropriate size gown, cover sheet; 
 ●  examination or pelvic light; 
 ●  woods lamp (if available); 
 ●  GC culture media (3) and swabs, 
 ●  culture and sensitivity culturette tubes (micro tip swabs); 
 ●  chlamydia culture media (2) and swabs; 
 ●  distilled water 
 ●  pediatric feeding tube; 
 ●  urinalysis cup; 
 ●  guaiac cards and indicator; 
 ●  Phlebotomy equipment (of age-appropriate gauge)*; 
 ●  Pediatric purple top blood tubes*; 
 ●  Digital camera 
 ●  ruler 
 ●  Vaginal speculum (optional). 
 ●  Foley Catheter (various sizes) 
 ●  Clothing* to replace the clothes which are collected for evidence 
 ●  colposcope (optional); 

 NOTE: 
 An adult size speculum should never be used to examine a prepubescent child. 

 If required, a Huffman speculum or pediatric Graves speculum is recommended. 

 A Pederson speculum can be used in adolescents. 

 ( * ) indicates equipment needed for evidence collection. 



 SART Escalation Pathway 

 Any questions, please contact us (in real-time): 

 Ms. Alice Blair 
 SART Coordinator 

 via operator at extension 3151 
 or directly at  (347) 408 – 5568 

  
 Dr. Brigitte Alexander 

 Brooklyn SART, Medical Director 
 Forensic Clinical Services, Director 

 (646) 373 – 5151 

 OR 

 Dr. Keesandra Agenor 
 Clinical Forensic Medicine Fellowship, Director 

 (929) 465 – 3529 



 Additional Resources 

   Special Victims Services 24 Hour Hotline:  (646) 610-7272 

   Brooklyn Special Victims Unit (≥ 13 years old):  (718) 230-4414/15/16 

   Child Protective Unit (<13 years old):  (718) 330-5600 

   New York City Youth Hotline:  1-(800)-246-4646/2626 

   Crime Victims Advocacy Center (CAC):  (347) 328-8110 

   Project SAFE (Free Lock Replacement):  (212) 406-3010 

   SAFE Horizons Hotline:  (718) 577-7777 

   Domestic Violence National Hotline:  1-(800)-621-HOPE 

   National Human Trafficking Hotline:  1-(888)-373-7888 


