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How to Apply for Compensation

Who can apply for compensation?

Innocent victims of crime, certain relatives,
dependents and the guardian can apply to CVB
(Crime Victims Board) for compensation of out-of-
pocket expenses not covered by insurance or
other resources.

What kinds of expenses can | get

compensated for?

CVB offers compensation related to personal

injury, death and loss of essential personal

property.

The specific expenses CVB may cover include:

e Medical and counseling expenses

e Loss of Essential Personal Property (up to
$500, including $100 for cash)

e Burial or Funeral Expenses (up to $6,000)

e Lost Wages or Lost Support (up to $30,000)

e Transportation (court/medical)

¢ Occupational/Vocational Rehabilitation

o Use of Domestic Violence Shelters

e Crime scene clean-up (up to $2,500)

e Good Samaritan property losses (up to $5,000)

How do | ask for compensation?

Send us your completed CVB application along

with copies of:

e Correspondence with insurance companies
or benefits plan saying if they will cover
your loss

e Medical bills

e Police reports

e Insurance cards

e Receipts for essential personal property

e Death certificate and funeral contract

e Victim’s birth certificate

What if | don’t have some of the papers
CVB needs?

Send your application in right away. You can send
the other documents later.

What if there is not enough room on the
application form?

You can attach as many pages as you need to the
application form.

Do | need a lawyer to file a claim to CVB?

No. But, if you hire a lawyer to help you with this
claim, you can ask CVB to reimburse up to $1,000
of the legal fees.

What if my property was lost, damaged or
destroyed because of the crime?

If you are under 18, 60 or over, disabled or were
injured, you may apply for benefits to replace your
essential personal property or cash that was not
covered by any other resource.

Essential means necessary for your health and
welfare, like eyeglasses and clothes.

What if | move?

Write to CVB right away. Tell us your new address
and phone number. Also let us know if your email
address changes.

What if | have questions or need help
filing a claim?

We can help you find a victim assistance program
near you. Call us at: 1-800-247-8035

Or visit our website: www.cvb.state.ny.us

It's best to fill out the form completely, or it may
take longer to process your claim.

Who can sign the claim?

Generally, the victim must sign the claim.
However, if the victim is under 18, or is physically
or mentally incapable of signing, then the legal
guardian (the person receiving the benefits) must
fill out section 2 of the claim and sign the claim.

If the victim died, the person asking for benefits must
fill out section 2 of the claim and sign the claim.

Do | have to fill out the attached
HIPAA form?

Yes. Fill out one HIPAA form for each service
provider. You can photocopy a blank form to make
extra copies.

New York State

Crime Victims Board

1 Columbia Circle, Suite 200
Albany, NY 12203-6383
Tel: 1-800-247-8035
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OCA Official Form No.: 960

*HIPAA>
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health]
Patient Name Date of Birth Social Security Number

Patient Address

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form:

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

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if | place my initials on the
appropriate line in Item 9(a). In the event the health information described below includes any of these types of information, and | initial the
line on the box in Item 9(a), | specifically authorize release of such information to the person(s) indicated in Item 8

2. If | 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 permitted 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, I 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
rights.

3. | have the right to revoke this authorization at any time by writing to the health care provider listed below. | understand that | may revoke
this authorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for benefits will
not be conditioned upon my authorization of this disclosure.

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

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).
7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person to whom this information will be sent:
NYS CRIME VICTIMS BOARD -1 COLUMBIA CIRCLE, SUITE 200, ALBANY, NY 12203-6383

9(a). Specific information to be released:
U Medical Record from (insert date) to (insert date)
U Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.
4 Other: Include: (Indicate by Initialing)
Alcohol/Drug Treatment
Mental Health Information

Authorization to Discuss Health Information HIV-Related Information
(b) Q By initialing here | authorize
Initials Name of individual health care provider
to discuss my health information with my attorney, or a governmental agency, listed here:
NEW YORK STATE CRIME VICTIMS BOARD

(Attorney/Firm Name or Governmental Agency Name)

10. Reason for release of information: 11. Date or event on which this authorization will expire:
At request of the individual for purposes of establishing This authorization will expire upon the termination of the
eligibility for New York State Crime Victims Board benefits. individual’s eligibility for Crime Victims Board benefits.
12. If not the patient, name of person signing form: 13. Authority to sign on behalf of patient:

All items on this form have been completed and my questions about this form have been answered. In addition, | have been provided a copy
of the form.
Date:

Signature of patient or representative authorized by law.

* Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which
reasonably could identify someone as having HIV symptoms or infection and information regarding a person’s contacts.





