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	Missouri Department of Public Safety
Crime Victims’ Compensation

P.O. Box 3001

Jefferson City, MO 65102-3001

Phone: 573-526-6006    1-800-347-6881   Fax: 573-526-4940
	


Law Enforcement Agency Verification

August 23, 2007 FORMTEXT 

August 23, 2007

	
	Claim #:
	     

	     
	Complaint #:
	     

	     
	Claimant:
	     

	     
	Victim:
	     

	     
	Crime:
	     

	
	Crime Date:
	     

	
	Location:
	     

	
	Offender:
	     


Dear Sir or Madam:

The above referenced claimant has filed a claim with the Missouri Crime Victims’ Compensation Program for indemnification of medical and wage losses or funeral expenses. According to Section 595.015.7, RSMo: “Any state or local agency, including a prosecuting attorney or law enforcement agency, shall make available without cost to the fund, all reports, files and other appropriate information which the division requests in order to make a determination that a claimant is eligible for an award ...”

In order for the staff to verify the facts in this incident, please forward a copy of the offense report and any supplemental reports or witness statements that would help in processing this application. Also complete the section below and return with the offense report.

	
	Was the crime reported within 48 hours?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	Did victim and/or claimant cooperate fully in the investigation and/or prosecution?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	
	If no, explain
	
	

	
	
	
	

	
	Was victim involved in any illegal activity which contributed to or lead up to the cause of his/her injuries?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	
	If yes, explain
	
	

	
	
	
	

	
	Did victim’s conduct contribute to the infliction of his/her injuries?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	
	If yes, explain
	
	

	
	
	
	

	
	Did the investigating officer observe any injuries to the victim at the time of the investigation?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	
	If yes, explain
	
	

	
	
	
	

	
	Name of alleged suspect, (if known).
	
	

	
	Is this person in custody?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	Does victim reside in the same household with the alleged suspect?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	Disposition of case.
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	
	

	Signature of person completing form
	
	Title
	
	Date


Thank you for your cooperation in this matter.

Susan Sudduth, Program Manager

Crime Victims’ Compensation Program

Relay Missouri:  1-800-735-2966 (TDD)     1-800-735-2466 (Voice)
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