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CRIME VICTIM COMPENSATION PROGRAM
  Capitol Hill Building, 320 W. 25th  Street, 2nd Floor, Cheyenne, WY  82002
            Phone (307) 777-7200   Victim Toll-Free (888) 996-8816     Fax (307)777-6683
   			 E-mail: ag-victimservices@wyo.gov     Website: victimservices.wyoming.gov

ASSOCIATED VICTIM APPLICATION

	Associated Victim Information

	Name of Associated Victim
	Social Security #

	Address
	City
	State
	Zip

	Primary Phone #
(             )
	E-mail

	Gender
Male       Female
	Date of Birth
         /             /
	Relationship to Primary Victim

	For Federal Statistical Purposes Only

	Race
 Caucasian   Hispanic   African American   Native American   Asian or Pacific Islander   Multi-Racial

	Disabled   YesNo
	Age     17 - under18 - 6314 - over

	Primary Victim Information

	Name of Primary Victim
	Date of Crime
         /             /
	Date Crime Reported
         /           /

	Type of Crime
 Homicide   Domestic Violence   Sexual Assault    Child Sexual Assault    Other ______________________

	Was a claim filed for crime victims benefits on the primary victim?         YesNo

	Treatment Services Information

	Name of Mental Health counselor
	Phone number
(            )

	Address
	City
	State
	Zip

	Insurance Information (check all that apply)

	Commercial Health Insurance
	Medicare
	Medicaid

	VA/Military Insurance 
	Indian Health Services
	Employee Assistance Program

	None
	Other (please explain)



DOCUMENTATION AND/OR RECEIPTS OF LOSS ARE REQUIRED

Claim #__________________
           For Office Use Only







REPAYMENT AND SUBROGATION AGREEMENT

	I understand that Wyoming law requires me to contact and repay the Division of Victim Services Compensation Program if I receive payments from the offender, a civil lawsuit, an insurance program, or any other government or private agency after I receive payment from the compensation program.  I also agree to notify the division if I hire an attorney to represent me in any action related to this crime.


AUTHORIZATION TO OBTAIN RECORDS, RELEASE OF INFORMATION, AND TO CONDUCT AN INVESTIGATION TO REVIEW AND EVALUATE MY CLAIM

	I give permission to any hospital, doctor, federal, state, or local law enforcement agency, insurance agency/company, employer, social service agency, or any federal, state or local government agency, including the Social Security Administration, and privately retained attorneys to release all records, to answer any questions, and to provide any information to assist the Division in processing this compensation claim.  I also give my consent to the Division to exercise its own discretion in releasing or withholding information regarding my crime-related losses to any person or entity responsible for submitting restitution requests to the court.  I agree that the Division may release information regardless of whether I have received a compensation award.  I understand that this information will be released only for the purpose of obtaining an order of restitution from the defendant(s) or for determining eligibility for compensation.  Furthermore, I understand that this release form which I have signed in no way obligates the Division to release information, to gather and present more information than it already possesses, to pursue an order of restitution on my behalf or to pursue collection of restitution on my behalf.  I understand that the issue of restitution collection rests solely with the court system and not with the Division.

	I understand that the Division is the payer of last resort.  It is my responsibility to make sure that all other forms of payment have been exhausted.  If other forms of payment become available during the processing of the application, I will notify the Division.  Otherwise, failure to provide this information may jeopardize my eligibility for compensation.

This authorization is valid for two years from the date given below.  A photo copy of this authorization is as effective and valid as the original.

I certify the information in this application is true and correct to the best of my knowledge.  I understand my signature says I agree to all statements specified in this agreement.


FORM MUST BE COMPLETED AND SIGNED TO RECEIVE COMPENSATION



	 	 		
Signature		        Date


			
Signature of Legal Guardian (required if associated victim is minor)	        Name of associated minor victim	


	              _________________________________
Social Security Number 		       Date
(SSN of legal guardian if associated victim is minor)


		   	
       Street Address or Box Number		           City, State, Zip

	

	
RETURN TO:                                                                                                                                                                WOLFS-109 

	DIVISION OF VICTIM SERVICES                                                                                                               Attorney General Office Use Only

	320 West 25 Street, 2nd Floor                                       STATE OF WYOMING

	CHEYENNE, WY 82002

	PHONE (307) 777-7200                                      REQUEST FOR TAXPAYER

	FAX (307) 777-6683                            IDENTIFICATION NUMBER & CERTIFICATION

	

	PLEASE PRINT OR TYPE: Forms that are illegible or incomplete will not be processed.

	

	PURPOSE OF THE FORM: The State of Wyoming is required to file an information return with the IRS and must have

	your correct Taxpayer Identification Number (TIN) to report.

	

	 
	IRS regulations provide the following:  If you fail to furnish your correct TIN to a requestor, you may be subject to a penalty 

	 
	of $50 for each such failure unless your failure is due to reasonable cause and not to willful neglect.  If you make a false

	 
	statement with no reasonable basis that results in no backup withholding, you may be subject to a $500 penalty.  If you 

	 
	willfully falsify certifications or affirmations you may be subject to criminal penalties including fines and/or imprisonment.

	 

	 

	 
	Individual/Sole Proprietor
	
	
	
	
	
	
	

	 

	NUMBER:
	 
	NAME:
	 

	 
	(SSN)
	
	(Official Tax Reporting Name)

	 
	
	

	 
	
	

	    MAILING ADDRESS: (Number, Street, and Apt. or PO Box):
	 
	

	 
	 
	 
	 
	

	CITY
	STATE
	ZIP
	

	    PHONE NUMBER: (Include area code)
	 
	
	FAX: (Include area code)
	 
	

	 
	
	

	 
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	
	
	

	 

	 
	     I CERTIFY UNDER PENALTY OF PERJURY THAT:

	 
	        1.  The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me),

	 
	       *2.  I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by 

	 
	                 the IRS that I am subject to backup withholding as a result of a failure to report all interest and dividends, or (c) the IRS has 

	 
	              notified me that I am no longer subject to backup withholding.

	 
	       3.  I certify I am a U.S. Citizen

	 
	 
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	 
	
	
	
	
	
	
	
	
	
	
	
	
	 

	 
	* You must cross out item (2) above if you have been notified by the IRS that you are currently subject to backup withholding because 

	 
	of under reporting interest or dividends on your tax return.

	 
	 

	 
	 

	 
	SIGNATURE:
	 
	DATE:
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


IN ORDER TO RECEIVE APPROVED BENEFITS,
THIS FORM MUST BE COMPLETED, SIGNED AND DATED!!
Revised 01/2018
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