


CVCUSEONLY CLAIM NUMBER ______________ _ 

Name of Victim _ __ _________ Social Security# __________ _ Date of Birth ______ _ 

Date of Crime Date of Treatment Crime 
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I authorize any hospital, clinic, doctor, insurance company, employer, person or agency to give needed information to the Montana Crime Victim 
Compensation Program from which I am seeking benefits for the above listed crime. I further authorize the Montana Department of Public Health and 
Human Services to release any information to this program pertaining to my Medicaid eligibility. I understand the information will be used to determine 
compensation benefits. and that only information needed to make a decision about compensation benefits will be requested by the Compensation Program. I 
understand that Montana and federal laws require the Compensation Program to keep any confidential information it receives confidential. I understand this 
information release is valid upon my signature, and that I can cancel this release by writing to the Compensation Program at any time, except if any information 
has already been received and used, it is not subject to cancellation. I understand a photocopy of this signed form is as valid as the original, and that my signature 
gives permission for the release of the information and all information specific to this permission form. 

Your disclosure of this information is allowed under the Health Insurance Portability and Accounting Act (HIPAA). This disclosure is required 
by Montana law (See MCA §53-9-102). Under HIPAA, you may disclose health information without a HIPA A written authorization (See 45 CFR 
§164.508) if the disclosure is required by law (See 45 CFR §164.512). Also, since your disclosure is required by law, it is not subject to HIPAA's 
minimum necessary standard, 45 CFR §164.502(b)(2)(v), 
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I understand that Montana law requires me to contact and repay any benefits paid out by the Compensation Program ifI receive payments from the 
offender, a civil lawsuit, an insurance program, or any other government or private agency after I receive payment from the Compensation Program. 
I also agree to notify the Compensation Program if I hire an attorney to represent me in any civil action related to this offense. I certify the information in this 
application is true and correct to the best of my knowledge. I understand that my signature says I agree to all statements specified in this agreement. 

Victim's Signature (Parent must sign if victim is a minor) Relationship to Victim Date 

Victims must si_gn and date above before the claim will be considered for benefits 

SECTION H 

Knowledge of 
Compensation 

Program 

SECTION I 

Attorney Contact 

SECTION .J 

Statistical 
Information 

The information 
regarding race and 
handicap status is for 
statistical purpose onl 

PLEASE COMPLETE TIIE FOLLOWING 
How did you learn of the Crime Victim Compensation Program? 
[ ] Law Enforcement [ ] Doctor/Hospital [ ] Media 

[ ] City/County Attorney [ ] Therapist/Counselor [ ] Victim Assistance [ ] Other ______ _ 
[ ] Victim Advocacy Program Organization Name _______ _____________ _ 
Staff Member Name _______________ _ Phone Number _________ _ 
Email Address 

Are you represented by a private attorney in a civil lawsuit regarding this crime? [ ] Yes [ ] No 

If yes, please complete the following: 

Name of Attorney Business Name Phone Number 

Street Address Cit 

Please check the appropriate box indicating the race of the victim. 

] Caucasian 

[ ] Hispanic 

] Native American [ ] Alaskan Native [ ] African American 

] Asian or Pacific Islander [ ] Other 
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Please check the appropriate box indicating any major disability the victim had rui2I: to the date of this crime. 

[ ] Hearing impainnent [ ] Visual impairment ] Mobility impairment 

[ ] Mental impairment [ ] Multiple disabilities [ ] Other ___________ ___ _ 
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