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POLICY AND PROCEDURES 

• If you are a healthcare provider or healthcare facility seeking reimbursement for a forensic medical exam performed on a patient who presents 
with a chief complaint of sexual assault or child sexual abuse, you must submit a claim to our program to be reimbursed. The patient’s health 
insurance should not be billed. Our program is the primary payer for healthcare services rendered in conducting a forensic medical exam. 

• Please review LA R.S. 40:1216.1 which outlines the procedures for a patient who presents for treatment.  

• The healthcare provider who performed the forensic medical exam will be reimbursed $600.00. The healthcare facility where the forensic medical 
exam was conducted will be reimbursed $1,000.00. The reimbursement amounts will cover the healthcare services listed below which are found 
in LA R.S. 40:1216.1(6). 

• Forensic examiner and hospital or healthcare facility services directly related to the exam, including integral forensic supplies. 

• Scope procedures directly related to the forensic medical exam including but not limited to anoscopy and colposcopy. 

• Laboratory testing directly related to the forensic medical exam, including drug screening, urinalysis, pregnancy screening, syphilis 
screening, chlamydia culture, gonorrhea coverage culture, blood test for HIV screening, hepatitis B and C, herpes culture, and any other 
sexually transmitted disease testing directly related to the forensic medical exam. 

• Any medication provided during the forensic medical exam. 

• You cannot directly or indirectly bill the patient for any of the healthcare services listed above. 

• The reimbursement claim form and attestation form are the only two documents required for reimbursement. Please ensure both forms are 
filled out and signed when you submit a claim. If either form is missing, incomplete, or not signed, the claim will not be reimbursed. 

• Any other healthcare services rendered that are not directly involved in conducting a forensic medical exam must be billed to the patient or their 
respective health insurance. Our program cannot be listed as an insurance plan for other healthcare services nor can our program be directly 
billed for other healthcare services. 

• If all information is submitted correctly, you will receive a payment within 30 days from the date the claim is received by our program. 

• Please inform the patient that our program may be able to assist with any medical bills they receive that are a direct result of a violent crime. 

REIMBURSEMENT CLAIM FORM INSTRUCTIONS 

• The reimbursement claim form should be filled out by a billing representative for the healthcare entity, or a combination of the healthcare 
provider who performed the forensic medical exam and billing representative. 

• Do not use an alias for the patient’s name. The patient’s legal name must be used. If the patient has two surnames, include both surnames. 

• If the patient chooses not to give their full mailing address, please provide us with at least the state in which the patient resides. 

• The patient’s date of birth is required. 

• Did the incident occur while the patient was incarcerated? If yes, the correctional facility must be contacted for payment. Our program does not 
reimburse this type of claim. 

• Did the patient present for a medical evaluation with a chief complaint of sexual assault or child sexual abuse? If not, do not submit a claim to 
our program. The patient must be billed. 

• Did the incident occur in the state of Louisiana? Our program can only reimburse a claim if the incident occurred in Louisiana, or if the patient is 
a resident of Louisiana and the incident occurred in another state that does not have a crime victims reparations program. If the incident occurred 
in another state with a crime victims reparations program, you must seek reimbursement from that state. 

• You are required to provide the location of the incident. Do not use unknown or not available. 

• If the exact incident date is not known, provide an approximation which can be a month/year or date range. Do not use unknown or not available. 

• If the patient is a minor or vulnerable adult, mandatory reporting is required by law. If the incident was reported to law enforcement or another 
investigative agency, you must list the name of the agency. Do not use an acronym for the agency name. 

• During the visit, was a forensic medical exam performed on the patient? If not, do not submit a claim to our program. The patient must be billed. 

• You are required to fill in the name and credentials of the healthcare provider who performed the forensic medical exam with their license 
number and the name of the facility where the exam was conducted. Credentials mean RN, SANE-A, APRN, MD, etc. Do not use an acronym for 
the facility name. 

• Select the healthcare entity requesting reimbursement. The healthcare provider is the individual who performed the forensic medical exam (e.g., 
Registered Nurse, Nurse Practitioner, etc.). The healthcare facility is the hospital or institution where the forensic medical exam was conducted. 

• The payee information and billing representative information are required. The form must be signed and dated by a billing representative. 

ATTESTATION FORM INSTRUCTIONS 

• The attestation form must be included with the reimbursement claim form and completed and signed by the healthcare provider who performed 
the forensic medical exam. 

• If you are a healthcare provider not directly associated with the healthcare facility where the forensic medical exam was conducted, you must 
leave a photocopy or exact reproduction of the completed and signed attestation form with the healthcare facility. The healthcare facility must 
submit the completed attestation form with their reimbursement claim form. 
 

Mail all completed and signed forms to the: 
 Louisiana Crime Victims Reparations Board Office  

P.O. Box 3133 
 Baton Rouge, LA 70821-3133  
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SECTION 1 – PATIENT INFORMATION 

First Name Middle Initial Last Name Suffix 

Address City State Zip Code 

Date of Birth Social Security # 

Did the incident occur while the patient was incarcerated?  Yes  No If yes, the correctional facility must be contacted for payment. 

The information listed below is voluntary and will be used for statistical purposes only. 

Gender Race 

 Male 
 Female 

 Decline to State 

 Asian 
 American Indian/Alaska Native 
 Native Hawaiian/Other Pacific Islander 

 Black/African American 
 Hispanic/Latino 
 White Non-Latino/Caucasian 

 Multiple Races 
 Other 
 Decline to State 

SECTION 2 – INCIDENT INFORMATION 

Did the patient present for a medical evaluation with a chief complaint of sexual assault or child sexual abuse?  Yes  No 

If you answered no to the above question, do not submit a claim to our program. The patient must be billed. 

Did the incident occur in Louisiana?  Yes  No Date of Incident  Date Reported  

Location of Incident City  Parish  State 

Was the incident reported to law enforcement or another investigative agency?  Yes  No 

Name of Agency  Report # (if known)  

If the patient is a minor or vulnerable adult, mandatory reporting is required by law. If the incident was reported to law enforcement or another 
investigative agency, you must list the name of the agency. 

SECTION 3 – FORENSIC MEDICAL EXAM INFORMATION 

During the visit, was a forensic medical exam performed on the patient?  Yes  No Date of Exam 

If you answered no to the above question, do not submit a claim to our program. The patient must be billed. 

Name and Credentials of Examiner  License # 

Facility Where Exam Was Conducted 

SECTION 4 – REIMBURSEMENT INFORMATION 

Select the Entity Requesting Reimbursement  Healthcare Provider ($600.00 Limit)  Healthcare Facility ($1,000.00 Limit) 

Payee Information 

Remit To  

Address City State Zip Code 

Account # or Invoice # Date of Service FEIN 

Billing Representative Information 

Name Job Title 

Email Phone Fax 

On behalf of the healthcare entity requesting reimbursement, I authorize this completed form to be reviewed in accordance with all applicable 
laws. I agree and certify that no person shall incur any legal liability to me by releasing any information pursuant to this authorization. A 
photocopy or exact reproduction of this signed release shall have the same force and effect as the original. I hereby certify, subject to the penalty 
of fine and/or imprisonment, that all the information submitted with this form is true and correct to the best of my knowledge and the expenses 
and/or losses to be claimed are for the healthcare services rendered in conducting a forensic medical exam. 

Signature of Billing Representative for Healthcare Entity Date 
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This attestation form must be completed and signed by the healthcare provider who performed a forensic medical exam on a patient 
who presented with a chief complaint of sexual assault or child sexual abuse. When filing a claim with our program, this form must be 
submitted with a completed and signed reimbursement claim form. If you are a healthcare provider not directly associated with the 
healthcare facility where the forensic medical exam was conducted, you must leave a photocopy or exact reproduction of this 
completed and signed form with the healthcare facility. The healthcare facility must submit this completed form with their 
reimbursement claim form. The patient’s full legal name must be provided. Please avoid using acronyms for the facility and agency 
fields. Please avoid using the term unknown for any information you provide on this form. 
 
 
 
Patient’s Name  

 
 
Date of Birth   Social Security #  

 

 
 
 
Date of Incident   Date of Exam  

 
 
Location of Incident (City/Parish and State)  

 
 
Facility Where Exam Was Conducted  

 
 
Agency the Incident Was Reported To  

 

 
 
 
I hereby attest that I am the healthcare provider who performed a forensic medical exam, as defined in LA R.S. 15:622, on the above-
named patient. I also attest, subject to the penalty of fine and/or imprisonment, that all the information provided on this form is true 
and correct to the best of my knowledge. 
 
 
 

Printed Name and Credentials of Forensic Medical Examiner 
 
 

License Number 

 
 

Signature of Forensic Medical Examiner 
 
 

Date 

 
 

SANE Program or Healthcare Entity You Are Representing 
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