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	MISSOURI DEPARTMENT OF PUBLIC SAFETY
CRIME VICTIMS’ COMPENSATION

COUNSELING TREATMENT AND EXPENSE VERIFICATION
	P.O. Box 3001

Jefferson City, MO 65102-3001

800-347-6881  or  573-526-6006

Relay Missouri

800-735-2966 (TDD)    800-735-2466 (Voice)

	Claim Number

     
	Crime Victim

     
	Date of Crime

     
	Date of Birth

     

	Account Number

     
	Social Security Number

     
	Tax ID Number

     

	
	
	
	
	
	INSURANCE INFORMATION

Check box if you are a provider under any of the following programs

	
	
	
	
	
	

	
	
	     
	
	
	

	
	
	     
	
	
	 FORMCHECKBOX 
 Medicaid


	 FORMCHECKBOX 
 Blue Cross

	TO:
	
	     
	
	
	 FORMCHECKBOX 
 Champus
	 FORMCHECKBOX 
 Blue Shield

	
	
	     
	
	
	 FORMCHECKBOX 
 Other:
	     

	
	
	     
	
	
	Do you bill your clients

on a sliding fee scale?        FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

	
	
	
	
	
	

	
	
	
	
	
	Rate Client is Being Billed

     

	
	
	
	
	
	

	
	
	
	
	
	Date Treatment Began

     

	
	
	
	
	
	

	
	
	
	
	
	Number of Sessions to Date

     

	
	
	
	
	
	

	1.
	Presenting symptoms (emotional, behavioral, medical)
	
	b)
	How will the victim’s family or other support system be involved
	


	
	_____________________________________________
	
	
	in treatment____________________________________________
	

	
	_____________________________________________
	
	
	_______________________________________________________
	

	
	Counseling as a result of the crime___________%
	7.
	Diagnosis (DSM-III-R) & Prognosis ___________________________
	

	2.
	Presenting symptoms which are a direct result of the
	
	__________________________________________________________
	

	
	crime________________________________________
	8.
	Estimated duration of treatment  From____________  To__________
	

	
	_____________________________________________
	9.
	Treatment modality       FORMCHECKBOX 
 Individual      FORMCHECKBOX 
 Group
	

	3.
	Recent significant stressors _____________________
	10.
	Financial resources available (private insurance, Medicaid/Medicare,
	

	
	_____________________________________________
	
	Employee Assistance Program, etc.)______________________________
	

	4.
	Historical data (pre-existing conditions and potential
	
	___________________________________________________________
	

	
	effect on victim’s recovery)_______________________
	
	Session paid by victim’s financial resources __________%
	

	
	_____________________________________________
	
	Is victim being billed on a sliding fee scale?          FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	Counseling from pre-existing conditions___________%
	
	        If “Yes,” Rate______________________
	

	5.
	Complicating factors___________________________
	
	Is offender financially responsible for treatment?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	

	
	_____________________________________________
	11.
	Estimated cumulative cost____________________________________
	

	6.
	a)
	Describe the victim’s family support system in
	12.
	Is the victim appropriate for community-based services/support
	

	
	
	relationship to victim’s prognosis_____________
	
	groups?      FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No     If “Yes,” what services/support groups
	

	
	
	__________________________________________
	
	___________________________________________________________
	

	13.
	Therapy goals and methods (Please give specific behavioral measures & projected dates for accomplishment of goals) The Crime
	

	
	Victims’ Compensation Program can only pay for treatment which is the direct result of the criminally injurious conduct for which
	

	
	we may award compensation. Use additional sheets if needed. Please attach a copy of the patient’s itemized bill.
	

	
	Presenting Symptoms
	Treatment Goal
	Method of Accomplishment
	Target Date
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	BENEFITS WILL NOT BE PAID UNLESS THIS FORM IS FULLY COMPLETED AND SIGNED.

	
	
	
	
	
	
	

	
	Therapist Signature
	
	Printed Name
	
	Date
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