9 If the victim was injured or died because of this crime, fill out below.

=

10 Tell us about the victim's dependents or others who depended on the victim for support. (If none, skip fo 11.)

|
i
i If more than 3 dependents, altach a separale sheel and check here
11 Did anyone besides the victim receive counseling because of this crime? (If no, skip lo 12)

f Who received counsaling? Ralationship to Victim Insurance company billed for counseling | Policy or ID #
! Counselor's name, address and phone #

| ;

| Who else received counseling? Relationship to Victim Insurance company billed for counseling | Policy or 1D #
!} Counselor's name, address and phone #

| If mare than 2 people receved counseling because of this cnme, check here and altach a separate sheel lo describe |:]
'1 12 List any insurance covering the victim or the victim’s dependents. If no insurance, wrile “None" below

i If you have applied but are not covered yel, write “Pending” under Policy or 1D #

[

]
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AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAS

In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 (HIPAA)
| understand that - .

I. This authorization may include disclosure of information relating 1o ALCOHOL and DRUG ABUSE, MENTAL HEALTH
FREATMENT. except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on the

appropriate line in Iem 9a). In the eveni the healih information described below includes any of these iypes of information, and | initial the

ling on the box in ltem 9a), | ~F'|\.L'1-!\.'.I:|:- authorize release off such information o the person(s) indicated in Item 8

2. If1 am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is prohibited

from redisclosing such information without my authorization unless ;'-l_".:1|i||y1| to do so under federal or state law. | understand that | have
the right to request a list of people who may receive or use my HIV-related information without authorization. If | experience discrimination
because of the release or disclosure of HIV-related information, | may contact the New York State Division of Human Rights at (212) 480-
2493 or the New York City Commission of Human Rights at {212) 306-7450. These agencies are responsible for protecting my nights

3. 1 have the ."I:_'h'. 1o revoke this authorization at any Lime ]'l_l. '..\Iil'.r!l:_' to the health care |H-.r'-|1|L'I listed below. | understand that | mak revoke
this authorization except to the extent that action has already been taken based on this authorization

1. 1 understand that signing this authorization is voluntary, My treatment, payment, enrollment in a health plan, or eligibility for benefits wall
nol be \..:-!ll,[ LEON L'.| Wpan my authonizalion ol !_|||'. |_||\L|I,I\I,.|1_'

4. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in ltem 2), and this redisclosure
may no longer be protected by federal or state law

. THIS AUTHORIZATION DHOES NOT AUTHORIZE YOU TO DMSCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (h).

reasonably could identify someone as having HIV symploms or infection and information regarding a person’s contacis.
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13 If the victim died, tell us about any life insurance and death benefits.
{If the victim did not die, or doas not have any life insurance or death benefits, skip lo 14.)
Company Mame Address Phone # Policy or ID #
Life Insurance
FPension Plan
Olhei
Insuranca/Plan

Medicaid

Workers

Compensalion

If any other insurance or death benefits, list here

Do any of these policies cover the victim's bunal expenses? EI Yies [_] Mo
Has anyone applied lor the Social Security Death Benefit? Oves [Mo

14 Tell us about your financial situation. You MUST fill out ALL sections below. If none, enter zero (0].

15 Is a private lawyer (not DA) representing you? [Yes [JNo

16 Authorization to speak with representative:
If you would like 1o give parmission to a family member, friend or other person to speak to OVS regarding your claim, enter here
( ]
Name of Person Address Phone #
17  Victim/Claimant's Authorization:
1 ACKNOWLEDGE that accepiing an award s Orffice of Victim Services (OVS) creates a ben in favor of the State of New York on any recovery redating o the
rime upon which this clai fhorze any funeral dwecior, atlomey, empioyer, pohc
or ofher public authofity, iRSuFanca comp ; parson who rendered services to the above, or having knowledge of the same, 1o furmish the OVS or its
representatives the following information: Workers™ Compensatic
f 2n award is made, | a

crime, and information relating io thes cam

~

OVS 1o shane my inbormation and records compilad [of thes claim with the local Victim Assistance Program (VAP in order for the VAP o assest the OVS inp
my clam and mak ts determinabion. I a privale lawyer has been indcated above, | also aulhorize the OVS 1o shans my miormation and records ¢

represenialive. | understand a geparale Motice of ).'.FDL'-.IT«.'"'ILL' from 7 § Lawyer Wi E

a0 (8 indhcaled above, | authonize the OVS lo share my mformation and recoeds oo

ihis claim wilh the lawyer in omder for himMher 1o adt a:

10 Enes 3

s

1 a family member, friend of o

LnonZation

To process yﬂurclaim. mail us the following documents. (Reep a copy lor your records

e One completed HIPAA form for each service provider listed on this form (You can pholocopy the HIP&A form. )
s  Lelters from any insurers denying o authorizing payment fioe the services listed on this form

Remember You must bl your insurance company of benefits plan before the OVS can pay

New York State Office of Viclim Services

AE Smith Building

80 5. Swan Streel

Albany, NY 12210-8002

i-’.iH-;,' 40l 4

]
] « Al bills and receipts for services listed on this form
| » Your completed, signed claim form
]
| i
| Mail your documents to:
Rav. Seplember 2016
I
i
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