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OFFICE OF THE GOVERNOR

CRIMINAL JUSTICE COORDINATING COUNCIL

503 Oak Place · Suite 540 · Atlanta, Georgia 30349
Office: (404) 559-4949. Fax: (404) 559-4960

SECTION I. Victim Information
Victim's Name: Soc. Sec. No.:

Date of Birth: / / Age: [ ] Male [ ] Female

Address:

City:

Telephone (home): (_)

Stale: Zip code:

Marital Status:(work):(_)

SECTION II. Claimant Information (Ifsomeone other Ihan victim is filing claim please complete Ihis section)

Your Name: ___ _ Relationship 10Victim:

Date of Birth: / / Soc. Sec. No.

Address:

City:

Telephone (home): (_)

Siale: Zip code:

(work):<_)

GENERAL INFORMATION:
OFFICE USE ONLY

Fill out this form as completely and accurately as possible. All claims will be
Date Received:

thoroughly investigated and verified. You must provide the documentation Reviewed by:
necessary for your type of claim. Mail your completed form and documen-
tation to the above address. Claim Number:

Check Ihe type(s) of crime victim compensation you are applying for:

[ ] Medical [ ] Counseling [ ] Funeral [ ] Economic Support (Lost Wages, Loss of Support)

SECTION III. Crime Information (Attach a copy of Ihe police report)

Check One Locationof Crime:

Assault (Non-Familial) [ ] City County

Murder [ ]
DateofCrime:_/ _/ _ Datereported: /-/-

Sexual Assault (Adult) [ ] Crime reportedto:
Sexual Assault (Child) [ ] Law Enforcement Agency
Child Physical Abuse [ ]
Domestic Assault [ ] Was the crime reported within 72 hours of its discovery: [ ] Yes [ ] No
DUI [ ]

Name of Officer/Detective:
Vehicular [ ]
Other [ ] Describethe crime: (Tell us what happened: who, what, when, where, why)

Suspected offender: Has arrest been made? L ] Yes [ ] No

Did the victim know the offender? [ ) Yes [ ) No If yes, in what way?




