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5 FAMILIES RESTITUTION CLAIM FORM
This document must be completed and submitted by the state agency filing a claim on behalf of an individual for
restitution of direct medical expenses and/or property damage up to $1,500 caused by foster children, or direct
medical expenses and/or property damage up to $1,000 caused by shelter children, or escapees or inmates of state
institutions under the Department of Children and Families, the Department of Juvenile Justice, or the Department
of Corrections.

Please type or print legibly and complete all numbered items. Mail this compieted document to the address shown
on page 2.

1. Date of Incident ,

2. Name and address of the claimant (the person who suffered personal injury or property damage).

Name:

Address:

City/State: Zp

Home Telephone: Work Telephone:

Social Security Number:

3. Ifthe claimant is a child, incompetent, deceased or otherwise incapable of preparing the claim, give the
following information on the person who will receive the restitution payment on behalf of the claimant:

Name:

Address:

City/State: ZIP
Home Telephone: Work Telephone:

Social Security Number:

The relationship to the claimant:
Parent Legal Guardian Estate Representative Other
If “Other”, explain:

4. Give a brief statement of the facts upon which the claimant seeks restitution for injury or damages, or
attach your agency incident report. Include sufficient information to establish that the person causing
the injury or property damage was an inmate, escapee, patient, shelter or foster child. Include the full
name(s) of the person(s) causing the injury or damage.
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5. Name and address of the state facility under the Department of Children and Families, Department of
Juvenile Justice or Department of Corrections at which the child in custody, inmate, escapee or patient
was assigned at the time of the claimant’s injury or property damages. For claims resulting from the
actions of shelter or foster children, indicate the Department of Children and Families office and case
worker.

Name of Facility:
Chief Administrative Officer or Case Worker:

Address:

City/State: ZIp

Telephone:

6. Total amount of damages to property: (Attach itemized receipts or
estimate of repair)

7. Total amount of direct medical expenses: § {Attach itemized receipts)

8. Statement of Claimant

By my signature, I certify that all information contained herein is accurate, based upon my direct and
personal knowledge.

Signature of Claimant or Claimant’s Representative Date

9. Statement of State Agency Representative

1 am aware of the circumstances regarding this incident and I believe the information contained herein
is accurate to the best of my knowledge.

Signature Date

Print Name:

Position:

Telephone:

Mazil the completed original claim form and attachments to:
Office of the Attorney General
Bureau of Victim Compensation
The Capitol, PL-01
Tallahassee, FL 32399-1050
INSTRUCTIONS:

The claim must be fled in writing with the Office of the Attorney General within 120 days of the ocourrence of the physical
injuty or damage upon which the claim is based. Failure to file within the prescribed time frame wilf result in denial of the
claim.

Tt s the responsibility of the state agency to ensure that all information necessary to determine eligibility is provided.

In order to protest a decision of the Office, the claimant shall request a hearing, in wniting, within 60 days foliowing the date of
the claim notice, pursuant fo the provisions of Section 120.57, Florida Statutes, and Chapter 28-5, Florida Administrative Code.
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