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

DIRECT REIMBURSEMENT CLAIM FORM

INSTRUCTIONS This form is to be wsed when & healtheare provider Is directly billing the New York State Office of
Victim Services for relmbursement of costs asseciated with providing » forensic examination for a victim of rupe or sexual

nssamit.

(1) FI i all Blanks on this form,
(2) Attach; lemized bill Including Physicians Procedurl

3) Mail the completed form and all attachments to:
d N:vp\’ott State Office of Victhm Services

Terminelogy (CPT) Codes, ::t;l s'::: :m‘. e
All Sections ONE through THREE st be completed, Albany, New York 12210
SECTION ONE. VICTIM INFORMATION (TO BE COMPLETED BY MEDICAL PROVIDER)
Dateof Ceime____ Location of Crime: (city) (county) __(state)
Victim's Name
o S T City
Date of Rirth w i Social Security

Was a Sexual Offense Evidence Collection Kit or Drug Facilitated Sexual Assault Kit used?

It is pot neceasary that the crime be reported to the police. If applicable and vailable, provide

Police Dey enit P _— 3
SECTION TWO. BILLING PROVIDER INFORMATION (TO BE:

Billing Provider Federal LD, Number____13-2655001
Billng Provider Name __ KINGS COUNTY HOSPITAL Opersior Certiis

Address 451 CLARKSON AVENUE ity BROOKLYN

Billing Department Contact Person_ 141 PERSALID

The Billing Provider and the other service providers, by kaw, shall not bill the
by the New York State Office of Victim Services for the forensic rape exa )
conducted for the purpose of gathering evidence as a direct result of the sexy

full

&
']
R

SECTION THREE. VICTIM INSURANCE WAIVER (TO BI

¢ The law requires that the victim be advised orally and in writing
I have been fully advised of the options of payment for th
payment decision. I understand that | may use private i
insurance program for payment of the forensic exam:
request that the NYS Office of Victim Services be b

*  ldecline o provide such information regarding p
information would substantially interfere with my

*  Ihave been advised that | will have to use my private
medical services outside of the forensic exam,

Victimv/Guardian Name (Print or Type):
Victim/Guardinn Signatare:

Forensic Examiner Name (Print ¢ ; pe):
Forensic Examiner Signature: -
If you have questions

FRE-0!



