Massachusetts Office For Victim Assistance

MOVA

Victim & Witness Assistance Board

Application for Victim Compensation

MOVA Victim Compensation Confidentiality Statement:

All information provided to the Massachusetts Office for Victim Assistance (MOVA) related to this
application will be maintained as confidential and privileged. The information will not be disclosed by
MOVA to any third parties unless authorized by the applicant or required by law."

1. Victim Information

*Victim’s name: Gender:
First Middle Initial Last

Mailing address: City/State/Zip:

Primary Phone: Email address:

Date of birth: Preferred Language:

*Victim includes a person who is injured physically or psychologically attempting to prevent a crime, assisting a
victim, or apprehending a person committing a crime in your presence.

Applicant Information (If the victim is the applicant, write “same.” If the victim is under 18, the
applicant is a parent/guardian.)

Applicant’s name: Gender:
First Middle Initial Last

Mailing address:

City/State: Zip:
Primary Phone: Email address:
Date of birth: Relationship to victim:

Preferred Language:

124 CMR 2.09
Application for Victim Compensation, 1



3. Optional Designated Contact Information
| give permission to MOVA to share and receive information regarding my victim compensation claim
with my designated contact.

Designated Contact’s name: Gender:

First Middle Initial Last
Mailing address:

City/State: Zip:
Primary Phone: Email address:
Relationship to victim: Relationship to applicant:

Preferred language:

4. Crime Information
Type of crime (check all that apply)

Arson Child Sexual Abuse Material Homicide Sexual Assault
Assault Child Sexual Abuse Human Trafficking Stalking
Burglary Operating Under Influence Kidnapping Terrorism
Robbery Child Physical Abuse Other Vehicular Crimes Other

Please check here if the crime is domestic, family, or intimate partner violence

Location of crime, if known
Street:

City/State:

Date of Crime: Date crime was first reported:

Crime was reported to:

Police/llaw enforcement department name:
Local Federal |:|State Housing Authority MBTA School/Univ

Crime was reported to other authority:

Department of Children and Families Application for a restraining order under M.G.L. c.
209A or 258E

Executive Office of Aging and Independence Citizen application for a criminal complaint

Disabled Persons Protection Commission Medical provider report of a sexual assault

Correctional Institution Name

Name(s) of person(s) who committed crime (if known):




5. Expenses (for homicide, please skip this section and see #8)

Please check types of expenses for which you seek compensation and attach copies of bills and/or
receipts.
Counseling Lost wages (victim only)

Dental services Replacement of bedding/clothing taken as evidence or

destroyed as result of an investigation

Medical services Replacement homemaker services performed by the victim

Medical supplies/pharmacy Security Measures necessary for victim’s safety

Crime scene cleanup

6. Additional Contact Information

Attorney representation is NOT required to apply for Victim Compensation. If you are represented by an
attorney for this application, please provide contact information.

Name: Phone: Email;

If you are working with a victim witness advocate on this application, please provide contact information.

Name: Phone: Email:

Who referred you to Victim Compensation?

7. Additional Information
Please provide any access needs you would like us to be aware of:

Race/ethnicity of victim (for statistical purposes only):

American Indian/ Alaska Native Native Hawaiian and Other Pacific Islander
Asian White/Non-Latino

Black/African-American Other Race

Hispanic/Latino Multiple Races

| decline to answer this question

8. Homicide Expenses (all other crime types, skip this section and move on to section #9)
Funeral and burial

Name of funeral home or crematorium: Phone:
Name of monument business: Phone:
Business name for other expenses: Phone:




Additional expenses

Counseling for family members of homicide victim

Replacement homemaker services if the victim was solely performing homemaker services for
one year prior to crime.

Loss of financial support for dependents of homicide victims

If filing on behalf of minor dependent(s) of homicide victim, relationship to minor
dependent(s):

Release of Information
Ancillary Funeral/Burial Expenses and Funeral/Burial Expenses

l, , give permission for MOVA to verify expenses paid or owed
related to funeral and/or burial expenses as well as ancillary expenses. | understand that MOVA will
contact the individuals and/or entities named above under Funeral and Burial and/or Ancillary Funeral
and Burial to verify the compensation requested.

Applicant signature: Date:

9. Acknowledgement — Signature Required for all Applicants

| understand that MOVA will verify my claim and obtain information from law enforcement according
to section 5 above. | understand that information related to this application will be used solely to
review my claim for victim compensation benefits.

| understand that the Victim Compensation Fund is a fund of last resort. | agree to inform MOVA if |
receive any funds for losses for which | have requested victim compensation. | agree to reimburse

MOVA for any funds awarded to me or on my behalf within forty-five (45) days of receipt of the funds.

| certify, under the pains and penalties of perjury, that all information and supporting documentation
provided is true and accurate to the best of my knowledge and belief.

Applicant signature: Date:

Check here if parent/guardian for a minor victim or legal guardian of adult victim.

Return signed and completed application via mail, fax, or email to:
Massachusetts Office for Victim Assistance

One Ashburton Place, Suite 1310

Boston, MA 02108

Phone: (617) 586-1340 Fax: (617) 742-6262

Email: VCCorrespondence@state.ma.us



VCCorrespondence@state.ma.us
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