Application for Crime Victim Compensation Date Received
Solicitud de compensacion para victimas de crimenes

Complete sections 1-12 to the best of your ability / Complete por favor las secciones 1-12 a su mejor leal saber y entender:
Section1l  Personal Information / Informacion personal

Crime Victim Information / Informacion sobre la victima:
(Person who was injured / Persona que sufrio lesiones)
First Name / Primer nombre: Middle / Inicial: Last / Apellido:

Mailing Address / Direccion Postal: Apt / Unidad: |City / Ciudad: State / Zip / Codigo Postal:
Estado:

Home Telephone / Teléfono del la casa: Work Telephone / Teléfono del trabajo: o/ celular:

Date of Birth / Fecha de nacimiento: E-Mail / Correo electronico:

Month / Mes Day / Dia Year / Afio
Gender / Género: |Arizona Resident / Residente de Arizona |If victim is deceased, date of death / Si |la victima fallecio, fecha del deceso
EI M D F D Yes/Si D No Month / Mes Day / Dia Year / Afio

Claimant Information / Informacion del reclamante:
(Fill'in this section if you are not the victim, but have suffered an economic loss as a result of the crime / Llene esta seccion si usted no es la victima pero ha sufrido una
pérdida econémica como consecuencia del crimen)

First Name / Primer nombre: Middle / Inicial: Last / Apellido:
Mailing Address / Direccion Postal: Apt / Unidad: |City / Ciudad: State / Zip / Codigo Postal:
Estado:
Home Telephone / Teléfono del la casa: Work Telephone / Teléfono del trabajo: |Cell / Celular:
Date of Birth / Fecha de nacimiento: E-Mail / Correo electrénico:
Month / Mes Day/Dia_Year/Afio
Gender / Género: Your relationship to victim / Su relacion con la victima:
(1M [IF

Secondary Victim Information / Informacion de la victima secundaria:
(Include the information on any derivative victims of the crime. This may include surviving children, dependents, or witnesses / Incluya la informacion de cualquier victima
derivativa. Esto puede incluir niflos sobrervivientes, dependientes, o testigos.)

Name / Nombre: Date of Birth / Fecha de nacimiento: |Relationship to victim / Relacion con la victima:

Section 2 Crime Information / Informacién sobre el crimen

Date of crime / Fecha del crimen: |Date crime was reported / Fecha en que el crimen se reportd:  [Crime Report No / Numero del informe del crimen:

Location of crime / Lugar del crimen: Type of crime / Tipo de crimen:

City / Ciudad County / Condado

Law enforcement agency the crime was reported to / Nombre de la oficina o0 agencia policial a la  |Is this a federal crime / ; Es este un crimen federal?
cual se report6 el crimen: [JYes/Si [ ]1No

Name of Officer or Detective / Nombre del oficial o detective: Is crime related to domestic violence / ¢ El crimen

esta relacionado con violencia doméstica?

[lYes/Si [ ]No

Describe Injuries / Describa las lesiones:

Person(s) who committed the crime (suspect), if known / Persona(s) que cometio (cometieron) el crimen (sospechoso), si se conoce(n):
First Name / Primer Nombre: Middle / Inicial: Last / Apellido:
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Check the crime related expenses/losses for which you are seeking compensation from the Crime Victim
Compensation Program. / Marque los gastos/pérdidas por los cuales esta buscando compensacion por parte
del Programa de Compensacién para Victimas de Crimenes.

| do not have expenses at this time. (If you do not yet have any I have or will have expenses soon. (If you have expenses now or
crime related expenses and don't expect any, please complete expect to have expenses in the near future, check the box below
the application, check this box, and mail it in; if you are found to and include copies of all bills or invoices with this application.)

be eligible, any future expenses can be submitted to the board for Tengo gastos, o los tendré pronto. (Si usted tiene gastos ahora o
consideration.) tendra gastos en el futuro, marque la caja de abajo e incluya

Yo no tengo gastos en este momento. (Si usted todavia no tiene copias de todos los recibos o facturas con esta solicitud.)

gastos relacionados con el crimen y no espera ningun gasto, por
favor llene la solicitud, marque la caja de abajo, y mandela; si el
Consejo considera que usted es elegible, cualquier gasto futuro
puede estar presentado al Consejo para que sea considerado.)

Medical or dental expenses Lost income, if you missed work because of the crime
Gastos médicos o dentales Pérdida de ingresos, si falt al trabajo debido al crimen
Mental health treatment or counseling Loss of support, for dependents of a deceased or disabled victim
Asesoramiento o tratamiento para la salud mental Ayuda para dependientes de una victima fallecida o incapacitada

. Crime scene clean-up (residential homicide, aggravated assault,
Funeral and/or burial expenses

; and sexual assault only)

Gastos de funeral y/o entierro

Limpieza del lugar del crimen (solo para homicidios residenciales)
Check this box if you are requesting reimbursement for travel expenses to and from medical treatment, mental health treatment, court
proceedings, forensic examinations or interviews, and re-locating due to a safety threat. If this box is checked, please attach a detailed log of
travel expenses including travel dates, mileage and any fares or fees paid. Gas, food, or lodging expenses may not be included.

If you have expenses now, list hospitals, counselors, funeral homes, or other bills below or on an additional sheet.
Si usted tiene gastos ahora, liste los hospitales, consejeros, funerarias u otras cuentas en el espacio abajo o en una hoja
adicional. (Please attach copies of any crime related bills / Por favor adjunte copias de cuentas relacionadas con el crimen)

Name / Nombre: Telephone / Teléfono:

Mailing Address / Direccion Postal: City / Ciudad: State / Estado:  |Zip / Cddigo
Postal:

Name / Nombre: Telephone / Teléfono:

Mailing Address / Direccion Postal: City / Ciudad: State / Estado:  |Zip / Codigo
Postal:

Name / Nombre: Telephone / Teléfono:

Mailing Address / Direccion Postal: City / Ciudad: State / Estado:  |Zip / Codigo
Postal:

Section4  Victim’s Employer Information / Informacion del empleador de la victima

Employer’s Business Name / Nombre de |la empresa del empleador:

Contact Person / Persona de contacto:

Name / Nombre: Telephone / Teléfono: Fax / Fax:

Mailing Address / Direccion Postal City / Ciudad: State / Estado:  |Zip / Codigo
Postal:

Is or was the victim self-employed? / ; La victima es/era trabajador(a) independiente? |:| Yes / Si |:| No

Did the victim miss work as a result of crime-related injuries?
¢La victima perdié horas de trabajo debido a lesiones relacionadas con el crimen?

[JYes/Si []No

Did the crime occur while the victim was on the job or at the workplace?
victima

WORK LOSS REQUIREMENT / :

A signed statement on business letterhead from the employer is required to verify work loss information. Written verification must also

be provided by a doctor or mental health therapist stating the victim was unable to work as a result of crime related injuries.

[JYes/Si []No
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Section 5 Civil Suit Information / Informacién sobre una demanda civil

Have you filed a civil suit related to this crime? p . -
¢ Ha entablado una demanda civil en relacion con este crimen? D Yes/Si D No D Undecided / No me he decidido
Attorney’s Name / Nombre del abogado: Telephone / Teléfono:
Mailing Address / Direccion Postal: City / Ciudad: State / Estado: |Zip / Codigo Postal:

Section 6 Insurance Information / Informacion para Reembolso (Recuperacion)
Please check all available sources that could be applied to your claim. List insurance contact information below or on an
additional sheet. / Por favor marque todas las fuentes disponibles que podrian aplicarse a su reclamo. Haga una lista de la
informacion de contacto para los seguros abajo o usando una hoja adicional si necesita mas espacio.

Health . Workers’ Compensation Homeowners/Renters Auto Donations

- Salud LI AHCCCS [ Medicare [ Compensacion laboral m Duefio de casa/alquilador u Ninguno O Donaciones
. Sick Leave / Vacation " Indian Health Services

Life o ; Veteran’s Benefits L - None Other

g Vida u Permls_o por enfermedad / [ Beneficios para veteranos u _Serymos de salud para o Ninguno  Otro:
Vacaciones indigenas
Insurance Company Name / Nombre de la compafiia de seguro:
Mailing Address / Direccion Postal: City / Ciudad: State / Estado: Zip / Codigo
Postal:

Policy Number / Numero de poliza: Telephone / Teléfono:

Name of Insured / Nombre del(la) asegurado(a):

Have you filed an insurance claim with this provider related to this crime? , . -
¢Ha entablado una accién de seguro relacionado a este crimen? D Yes/ Si D No D Undecided / No me he decidido

Insurance Company Name / Nombre de compafia de seguro:

Mailing Address / Direccion Postal: City / Ciudad: State / Estado: Zip / Codigo
Postal:

Policy Number / Numero de Poliza: Telephone / Teléfono:

Name of Insured / Nombre del(la) asegurado(a):

Have you filed an insurance claim with this provider related to this crime? p . -
¢ Ha entablado una accién de seguro relacionado a este crimen? |:| Yes/Si D No D Undecided / No me he decidido

Section 7 How did you find out about this program? / ; CoOmo se enterd del Programa?

O V|/ct|_m Asmstanpe Program / Programa de Compensacion para [0 | Medical Service Provider / Proveedor de servicios médicos
Victimas de Crimenes

[ |Law Enforcement Agency / Agencia de policia [0 | Social Service Agency / Agencia de servicios sociales

[ | Prosecutor/ Fiscal [0 |Self Referral /

O | Brochures, Posters, etc. / Folletos, afiches, etc. [0 |other/

Section 8 Federal Reporting Information / Informaciéon de Reportaje Federal
The following voluntary information is used for statistical purposes only to comply with federal regulations:
La siguiente informacién voluntaria se usa sélo para estadisticas y a cumplir con las normas federales:

Is the victim disabled? / ;La victima esta incapacitada? [JYes/Si []No

[JYes/Si [ ]No

Was the victim disabled prior to the date of the crime?
¢La victima estaba incapacitada antes de la fecha del crimen?

Caucasian Native American Hispanic
O O ] e

Ethnicity of victim : Caucésica Indigena de los Estados Unidos Hispano

Etnicidad de la victima : O African American 0 Asian, Pacific Islander 0 Other
Afroamericana Islas de Pacifico, Asia Otro:
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Please sign and date sections 9-12 on pages 4 and 5 mail to /

For more information or to find your county program, call /

Arizona Criminal Justice Commission
1-877-668-2252
WWWw.azcjc.gov

Section 9 Certification of Eligibility / Certificacion de eligibilidad
| hereby certify, subject to the penalty of fine or imprisonment, that the

information contained in this application for a crime victim compensation

award is true and correct to the best of my knowledge.

| certify that all of the information provided on this form by me and/or
others is true and accurate to the best of my knowledge and belief. If it is
discovered that | knowingly falsified any portion of this application, | will
be denied any compensation benefits.

| certify that | am not currently serving a sentence of imprisonment in any
detention facility, and had not escaped from serving a sentence of
imprisonment in any detention facility, home arrest program or work
furlough at the time of the criminally injurious conduct.

| certify that | have not been convicted of a state or federal crime and
delinquent in paying a fine, monetary penalty, or restitution imposed for
the crime.

| certify that | will fully cooperate with all appropriate law enforcement,
prosecutorial and criminal justice agencies and provide the information
requested. | understand that if | do not cooperate, any and all benefits
may be denied.

Date / Print Name / Signature /

Section 10 My Promise to the Program / Mi promesa al Programa

By completing this section | agree to contact and repay the Victim
Compensation Program if | receive any payments from the offender,
through a civil lawsuit, an insurance reimbursement, or any other
government or private agency to cover expenses for which | have
already received payment from this Program. | understand | may be
responsible for repaying the Crime Victim Compensation Program any
amount for which it is later determined that | was not eligible. | will notify
the county Crime Victim Compensation Program if | hire an attorney to
represent me in any action related to this crime or if | pursue any action
on my own.

In consideration of monies to be paid to me or paid to others for my
benefit in accordance with the Victim Compensation Program Rules as
an award through the county Victim Compensation Program, | hereby
assign, transfer and subrogate to the State of Arizona the first right to the
full extent of any monies paid as stated above, and also to the extent that
the monies advanced were obtained from sources other than the Arizona
Criminal Justice Commission, all rights which | may have to receive, or
recover any benefits or advantages which | may have against any party
for claim, loss, damage, or injuries suffered for which an award was
made.

Date / Print Name / Signature /
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Section 11 Information Release / Divulgacién de informacion

| authorize and request any person or agency having information,
including any law enforcement records, which are necessary to the
administration of my claim to release that information to the county Crime
Victim Compensation Program. This release includes, but is not limited
to, local, state, and federal law enforcement and prosecutors offices;
local, state, and federal court personnel; any funeral director,
cremationist or staff thereof; any employer, any private company or
governmental agency which is providing, or may provide, monetary
benefits.

| authorize the disclosure of actual compensation information to the
prosecutor and court personnel for the sole purpose of calculating
restitution. | agree and certify that no person or agency shall incur any
legal liability to me by releasing any information pursuant to this
authorization.

In the event that | am represented by an attorney, | authorize my attorney
to provide any information for this purpose of verifying my claim and
eligibility for crime victim compensation and to provide information
concerning any potential recovery which | may have against any person
or entity arising from the criminally injurious conduct. | understand that
the records obtained by the county Crime Victim Compensation Program
may be subject to release in accordance with Arizona and federal law.

Date / Print Name / Signature /

If this Authorization is signed by someone other than the Claimant/Applicant, please state your authority to sign on behalf of the Claimant/Applicant:

Section 12 Disclosure of Protected Health Information / Divulgacion de informacién médica confidencial

| give permission to any hospital, clinic, doctor, dentist, or mental health
provider; any employer; any insurance company; or any other person or
agency to provide information relating to this application, including
medical and mental health records to the county Crime Victim
Compensation Program or its representatives. | understand the
information will be used to determine compensation benefits, and only
information needed to make a decision about compensation will be
requested by the county Crime Victim Compensation Program.

This is a general authorization and includes authorization for the release
of confidential communicable disease related information and
confidential HIV related information.

| understand a photocopy or FAX (facsimile) of this signed form is as
valid as the original, and my signature gives permission for the release
of all information specified in this permission form.

| may revoke this Authorization at any time. My revocation must be in
writing and signed by me. My revocation will be effective upon receipt,
but it will not be effective if and to the extent that the Crime Victim
Compensation Program or others have already acted in reliance upon
this Authorization. Upon revocation of this Authorization, | will become
ineligible to receive benefits from the Crime Victim Compensation
Program.

| understand that there is a potential for unauthorized re-disclosure of the
information and that the re-disclosed information may not be protected by
federal confidentiality rules. Information disclosed to the Crime Victim
Compensation Program is no longer subject to the protections of HIPPA.
The Crime Victim Compensation Program may disclose non-identifying
information for statistical purposes.

| understand that | may refuse to sign this Authorization. My refusal to
sign will not affect my ability to obtain treatment, payment, enroliment, or
eligibility for benefits, except that my refusal to sign this Authorization will
make me ineligible to receive benefits from the Crime Victim
Compensation Program.

Date / Print Name / Signature /

If this Authorization is signed by someone other than the Claimant/Applicant, please state your authority to sign on behalf of the Claimant/Applicant:
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