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Crime Victims’ Compensation
Portal Tutorial for Advocates

PORTAL USE

Advocates may have limited access to the Crime Victims’ Compensation (CVC) portal for the purpose of
assisting victims with applying for and managing their claim. Additional functions of the portal include:

= Submitting an application on behalf of a victim or applicant
=  Uploading documentation

"  Viewing claim status and payment information

= Searching for claims using a claim number

Portal

Features = |dentifying and e-mailing the claim specialist

All CVC applications must include the electronic or uploaded signature of the
victim/applicant to be processed.

Advocates must first register for portal access at:
https: / /justice.oregon.gov /victims /compensation /Account /Login.

Click on “Register”.

Select “Advocate” as your role.

Enter your information and create a password.

Click “Register™.

Wait for a message stating your registration was approved, then confirm your email address.

Ohwbd -

By creating a Claims Management account, you can:

= Zubmit an application.
= Uplkead documente tosclgm. | eeee—
» Check claim status and payments.

» Reguest Aselatance on a claim. m m
Claim information can anly be accessed by the Isted vicim or applicant, and will nol be meleased

without their permission. Please conlact cessdportal@daoj.stste.orus 10 reguest to be added o Errmal woi P

claim.
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https://justice.oregon.gov/victims/compensation/Account/Login

» Once you have submitted your registration, CYSSD will review and approve your
access. This will take between one and three business days.
Things to Once your access has been approved, you're asked to confirm your email address.
Know You must use your work email address to register.

You will have access to claims in your county. If you serve multiple counties, contact
CVSSD to expand your access.
» If the application is submitted by an advocate, the victim can contact CVSSD at
CVSSDPortal@doj.state.or.us and request to be linked to their claim.

* *The victim/applicant must be register for the portal first.

SUBMITTING AN APPLICATION

Advocates may assist victims or applicants in filling out an application. The victim or applicant must sign the
application for it to be submitted. This may be done electronically or by uploading a signature page once
CVC has imported the application.

The Crime Victims’ Compensation Application should be used when the crime has been
Application reported to law enforcement, the victim is a child, and/or the victim is deceased.

Options

The Counseling Only Application should be used if the survivor is a victim of sexual assault,

domestic violence, stalking or human trafficking and did not report the incident(s) to law
enforcement, request a protective order, or have a sexual assault forensic exam. If any
of these actions have been taken, the victim should use the Crime Victims’ Compensation
application.

1. Login to the portal - https: //justice.oregon.gov /victims /compensation /Account /Login.

OREGON DEPARTMENT OF JUSTICE
Crime Victim and Survivor Services

Reducing the impact of crime on the lives of victims and survivors

Tulorial for Service Providers How Dol Search Claims File An Application~

Type of Claims Quick Help File An Application~

Crime Victims Compensation: IF you were the victim of a person crime in the state of Oregon. View a Claim: Search by Claim Number

HMore Types

Cnme Victims Compensation

Counseling Only Application

2. Select “File an Application”. (A R ] (FEE
3. Select “Crime Victims’ Compensation” or “Counseling Only”. (AR ST (HET e



https://justice.oregon.gov/victims/compensation/Account/Login
mailto:CVSSDPortal@doj.state.or.us

All required fields are highlighted in yellow.

Who referred you to our program?

APPLICATION FORM
Please complete the highlighted fields
Wheo referred you to our program?

Police ¥ Victim Assistance Program Medical Provider
Tribal Advocate Child Abuse Assessment Center Other:

You are filing this application because you are (check one):
The victim of a crime The parent or g

uardian of adult victim who can’t apply on their own
The parent or guardian of a crime victim under 18 years of age Other (explain):

A family member of a victim who died as the result of the crime

» Advocates should select “Victims Assistance Program” or “Other” if at a non-profit organization.

Victim Information

Victim Information

(Person who is injured or

First Name Middle Name Last Name
Mailing Address: Apt # City. State Zip:

Oregon -
Phone. Social Security Number Language Spoken

English =
Date of Birth It victim is deceased, date of death: Gender

Please Select -

May we contact you by email? ] It yes, please provide your email address:
No -

» The victim’s information is always required.

1. If the victim is homeless: Add “homeless” to the mailing address or list the address of
a friend or family member whose address is ok to use.
Victim 2. If a child victim is in DHS custody: Add the address of the DHS office where the child’s
Information caseworker works.
3. Social Security Number: Victims are not required to list their social security number on
the application and CVSSD does not look at the victim’s legal status at any time during
the life of a claim

4. E-Mail: If the victim/applicant prefers to be contacted by e-mail please make sure to
provide the e-mail address.

Applicant Information (Legal Guardian)

icant Information

or Guardian of injured victim, or family member of deceased victim)

First Name | Middie Name- Last Name
Mailing Address Apt# [ City State Zip
| Oregon v
Phone | Social Security Number (see page 8): Language Spoken:
Select a Language -

Date of Birth | Gender
| Select a Gender -
if yos, please provide your email address

[ ¥Your relationship to the victim

May we contact you by emaii?
No

» This section is required if the victim is under the age of 14 or is deceased.



Crime Information

‘rime Information
{Required for all claims)

[ Type of Grime.

{ Did tha erima invelve a vehicla?
Alleged Suspect (if known)

Select Type of Grime |
Flease sehedl -
Date of Birth

Additional Suspect (If applicable) Date of Birth

Date of Crime. Date Reported | Report Number

| Mame of Fo
Select Police Department -

[ Was the crime reported within 72 hours? [Ne
If No, please explain why (required)

Department reported to [ Name of Officer

Location of Grime lcnw ‘ State Iznp lcaunw
Crego .

N Select County »

While it is helpful to have as much information as possible about the crime, only the highlighted fields
are required to submit the application.

1. Type of Crime: Select the type of crime that describes the incident.
2. Did the crime involve a vehicle? Mark this question as “yes” if a vehicle was involved
or if the victim was in a vehicle when the crime occurred.
3. Alleged Suspect: If the suspect is unknown, type “unknown” in the first and last name
fields.
4. Date of Crime: While this field is not required, this information is important to include if
available.
5. Name of Police Department: Select the law enforcement agency that received a report
about this incident.
= |If the crime was not reported, mark “unreported” and provide explanation in the
next box.
= |f reported to the Department of Human Services, select “DHS”.
6. Location of Crime: Be as specific as possible. This can be an address, intersection, or the
name of a business.

How can we help you?

How can we help you?
Check all that apply

Medical
Dental
(Fer homicide claims only):

Counseling

Physical Rehabilitation
Funeral

Surviver Counseling

Loss of Earnings
Transpertation
Loss of Support

Was the victim employed at the time of the crime and applying for loss of earnings or loss of supporn?

Please Select

Name of Victim's Employer | Address

Did you miss more than two weeks of work?

‘ Phone

Returned to work?
Please select
lect

Name of Victim's Doctor Address

Fhone

ec
ned to

work

Sick Pay or Disability through employer
Workers' Compensation

Do you have any of the following to help with Loss of Earnings or Support?

Social Security

» Select the crime-related benefits the victim is requesting.

» Victims who were employed at the time of the crime and lost earnings as a result may request
Loss of Earnings. Loss of Support should be selected when a victim of homicide was employed
and financially supporting dependents at tfime of the crime. If requesting either Loss of Support
or Loss of Earnings, be sure to complete all highlighted fields.

» If the crime happened at a victim’s place of employment, a Workers’ Compensation claim needs
to be filed as well.



Injuries and Expenses

Injuries and Expenses
Please describe your injuries (including mental trauma) resulting from the crime

Have you had any medical treatment or counseling as a result of the crime? Please list providers seen for crime-related No ¥

| injuries or trauma, paid or unpaid

Provider Name: Address: City State: | Zip: Phone Number
Select a State v

» This section is not required. The “describe your injuries” field provides space for victims and
applicants to share additional information with CVSSD.

Insurance Information

Insurance Information

required for all claims)

Please check ALL that apply to the victim at the time of the crime, or as the result of the crime. List insurance company and other resource information below. (use
additional pages if necessary)
Private Heaith Insurance Medicare Dental

[ Oregon Health Plan Workers' Compensation None
Insurance Company Name

Do you have auto insurance? No
If yes, Auto insurance name Claim #

» Check the boxes for any of the insurance coverage the victim has including Oregon Health Plan,
private health insurance (e.g. Blue Cross, MODA, Cigna, Keizer, etc.), and/or dental.

*If the victim has private insurance, the name of the insurance company is required.
*If a vehicle was involved, the auto insurance section is required.

Optional Contact

Optional Contact Person
(Person we can talk to about your claim)
First Name: Middle Name:

Last Name: ‘

‘ Contact person’s phone: ‘ Contact person’s relationship to the victim:

Language Spoken: ‘

» The optional contact person is someone the victim or applicant gives CVCP permission to discuss
their claim. CVCP is unable to talk to any person who is not listed in this section. If preferred, the
optional contact person may act as the primary point of contact for CYCP.

Examples for optional contacts include a family member (e.g. other parent) or close friend.
y



Additional Counseling

Additional Counseling

Did anyone besides the victim receive or will be requesting counseling because of the crime? (Homicide Survivor | No v
Counseling, Child witness to domestic violence, family member of child victim of sex abuse).
Name of Family Member: Date of Birth:

Relationship to Victim:

Insurance Carrier:

» For each family member listed, include their name, date of birth, relationship to the victim, and
insurance carrier.

This benefit is for immediate family members of:

— ( ]

Victims of child physical or sexual abuse
® Victims of homicide

Children who have witnessed domestic violence and individuals who were the first to

discover the corpse of a friend or acquaintance may also be eligible for this benefit.

For more details on how many sessions are authorized please contact the claim specialist.

Civil Attorney Information

Civil Attorney Information

Have you hired an attorney regarding a civil suit involving this crime? No v
Attorney Name: Telephone
First Name Last Name
Address: City State: Zip:
Select a State v
>

If the victim has hired a civil attorney in relation to this incident, select “yes” from the drop down
menu. If “yes” has been selected, the remainder of the fields in this section become required. If

the victim is unsure if they will hire a civil attorney to represent them, select “undecided” from
the list.

For Homicide Claims Only

For Homicide Claims Only

Please list all out-of-pocket and unpaid Funeral Expenses:
Provider of Funeral Services: | Address: City- State- Zip Phone

Select a State v

Select a State v
At the time of death, was the victim financially supporting any dependents? No v
Name of Dependent: Date of Birth: Address: Relationship to Victim:
First Name Last Name v
First Name Last Name M

» This section is only to be used if the victim is deceased.



e Provider of Funeral Services: Add any funeral provider information you may have.

e Dependents: If the victim was financially supporting any dependents, complete the
appropriate fields in this section for each dependent.

Advocate Contact Information

Advocate Contact Information (Person who is assisting victim with application) County:

Marion v
Advocate name: Advocate e-mail: Advocate phone#:
Cecilia Lucero cecilia.v.lucero@doj.state.or.us 503-378-6269

» The contact information you provided in your portal profile should auto-populate in this
section.

Submit

Once all the required fields (highlighted yellow) are complete, click “submit”. If required
information was not listed or if the signature does not match the name on the application, you will
need to correct these items before submitting the application.

Missing Information: If you did not complete a required field, the portal will automatically
redirect you to the incomplete section and provide additional instructions in red font.

[Who referred you to our program?
Police
DA Office

Medical Provider
Other: | J
iYou are filing this application because you are (chec

Signature Error: If you receive the signature error, check that the name in the Victim Information
section (or Applicant Section if used) matches exactly.

e Check for and remove extra spaces in the name fields. This is the most common cause of a
signature error.

e |If a middle name is entered, make sure to include it in the signature as well.

By chacking s box and typing mry name below | am electronically signing my application. | understand that my electronic signature has the same legal efect and can be enforced i
the same way 83 mry handaritien signature

Signature of VictiWAppiicarnt Date

Signature of 14.17 year old Dite




Application Submitted

Your Online Web Claim Submission has been submitted Your Online Submission Id is 52309

Please allow 3 - 5 days to access claim

If you have any questions email: cyssdportal@doj.state.or.us

Go Back to My Claims

» Immediately after submitting the application you will receive confirmation and the submission

ID.
» As an advocate, you will have access to claims you have submitted under the Claims

Submissions section.
» An email notification that includes the assigned claim number will be sent from CVC once the

application has been received and imported into the system.




Who referred you to our

program?
Who referred you to our program?
Police Victim Assistance Program Medical Provider
DA Office Other |
>

If the victim was referred by an agency please check the appropriate box.

Victim Information

Victim Information

Person who is injured or deceased)
First Name ‘Mldﬂ|9 Name. Last Name
Mailing Address Apt#

City State Zip
Oregon -
Phone Social Security Number Language Spoken
| English
Date of Birth [ victim is deceased, date of death Gender

Please Select

May we contact you by email? [t yes, please provide your email address:
No v

» The victim’s information is always required.

If the victim is homeless: Add “homeless” to the mailing address or list the address of a
friend or family members that is safe or appropriate to use.

/ o E-Mail: If the victim/applicant prefers to be contacted by e-mail, make sure to provide
the e-mail address.

Insurance Information

Insurance Information
(required for all claims)

Please check ALL that apply to the victim at the time of the crime, or as the result of the crime. List insurance company and other resource information below. (use additional pages if
necessary)

Private Health Insurance Medicare QOregon Health Plan None
Insurance Company Name:

Insurance Policy Owner Name:

» Check the boxes for any of the insurance coverage the victim has including Oregon Health Plan,
private health insurance (e.g. Blue Cross, MODA, Cigna, Keizer,etc.), and/or dental insurance. If
the victim has private health insurance include the name of the insurance company.



Optional Contact

Optional Contact Person
(Person we can talk to about your claim)
First Name: Middle Name: Last Name:

Contact person’s phone Contact person’s relationship to the victim Language Spoken

» The optional contact person is someone the victim or applicant gives CVCP permission to discuss
their claim. CVCP is unable to talk to any person who is not listed in this section. If preferred, the
optional contact person may act as the primary point of contact for CVCP.

Examples for optional contacts include a family member (e.g. other parent) or close friend.

toct 4

Counselor Information

Counselor Information

Counselor Name (First, Last): Licensure

Mailing Address

City State Zip Phone
Select a State v

» If the victim is seeing a counselor for crime-related treatment, provide the counselor’s information
here.

Crime Information

Crime Information
Type of Crime Date of Crime
Select Type of Crime v | 01/01/0001
Offender's Name (If known)

SUN,

Additional Offender’s Name (If applicable)
irst Name ast Name

Did the crime occur in Oregon? What county did the crime occur?

No ect County

e of Police Department reported to

v | Seiect Police Depanment

Did you file a Protective Order or undergo a Sexual Assault Examination? No

If yes, in which county did you file the order or undergo the exam?

Select County.

Flease describe the incident(s)

Have you reported this incident?(you are not required to report)
No

» Most of the crime information fields are required. Please complete the highlighted fields.
Depending on the information that is added, other fields might become required.



Type of Crime: Select a type of crime that best fits the incident.

Crime Date: If you don’t know the exact date, please enter your best estimate.
Alleged Suspect: If the suspect is unknown, type “unknown” for first and last name.
Describe the Incident: Describe the incident with as much information as possible to
help the CVC program make a determination on the claim.

S =

Submit

» Once all the required fields (highlighted in yellow) are complete, click “submit”.

» If a required field was missed, the portal will redirect you to the incomplete section.

» Signature Error: If you receive the signature error, check that the name shown in the victim section
(or applicant section if an applicant is entered) matches the signature exactly.

e Check for and remove any extra spaces in the name fields. This is the most common cause
of a signature error.

e If a middle name is entered, make sure to include it in the signature as well.

By checiing this box and ryping rmy nams bekow | am sleceronically signing my apgplication. | undersiend that my slecironic sigeatuse has the same legal eflect and cam be enlforoed in
i e ety b iy handwelien signatur

Sagnasiure of VictimlAppicant Dister

Application Submitted

Your Online Web Claim Submission has been submitted Your Online Submission Id is 52309

Please allow 3 - 5 days to access claim

If you have any questions email. cvssdportal@doij.state or.us

Go Back to My Claims

» Immediately after submitting the application you will receive confirmation and the submission
ID.

» As the advocate who submitted the application you will have access to it under the Claims
Submissions section.



EXPLORING THE PORTAL

(Gawiecoes ]

There are two main ways to locate a claim.

1. If you helped the victim fill out an application through your account on the portal, the claim
will appear under Claims Submissions. Use the filter to search if you have a lot of claims in

your view.

Claim Submissions

Note: If you'd like access to claims filed online prior to the portal, please email cvssdportal@doj state or us
Filter: Show |10 *

Edit Claim Number Online Submission Id Submission Date i + Application Status 0

09/03/2019

cecilia test Submitted

1. Edit: The edit icon is not available under the advocate role since applications
are not able to be saved.

2. Number: The number CVC assigns to a victim’s application.

3. Online Submission Id: This ID is assigned at the time the application is
submitted.

4. Victim: The name of victim/survivor.

5. Application Status:

Claim Submission —

Field Explanation

a. “Submitted”: The application has been submitted, but CVC has not
reviewed it yet.

b. “Incomplete”: Victim or applicant has saved the application to
their profile but have not submitted it yet.

c. “Received”: CVC received and imported the application into their
system.

2. If you did not help the victim apply through your portal account, you can search for it by
the claim number. Do this by entering the numerical part of the claim number. If you do not
have the claim number, e-mail CVSSD to request it at cvssdportal@doj.state.or.us.

Search Claims

Search: Claim Number cv - }

*NOTE: To make searching simple
please enter only the number in a
CV number (example 01234-01)



mailto:cvssdportal@doj.state.or.us

The search results will populate below.

Search Results

Filter: Display|25 *

Victi 0 (;::gﬂe‘enmmhon ) (I;:i:lExpiml.iun 0

CV 05029-07 Claim accepted 07/11/2017 06/06/2021 Christy Christy

Showing 1to 1 of 1 entries

Claim Number: The number CVC assigns to a victim’s application.
Victim: The name of victim/survivor.

Search — Field

Claim Determination Status: The determination status of the claim.

Explanation

Date Received: The date when the application was received.

Claim Expiration Date: The date when the claim will expire.

Assigned Examiner: The person who determines eligibility.

Assigned Specialist: The person who assists in processing bills.

Status: Status of the CVC claim (different from the determination status).
a. “Predetermined’”: CVC is reviewing the claim

©®NOUAWN=

b. “Inactive”: CVC accepted the claim, but it has been moved to inactive
status due to lack of activity (e.g. no bills)

c. ‘““Open-Accepted”: CVC is actively processing bills or requesting
information.

CLAIM INFORMATION

Claim Detail

To see claim information, click on “Select Claim”. Claim

This section shows information about the claim including the date of the crime, the victim’s insurance
information, and the determination status.

CV 05029-07 [ Claim Dstail 1| Paymente ] Forme [ Claime Search ]
Claim Detail (=Y
Viction: Doe. Jans
Clalm Number: ©v 05029-07
Date Racaived: orr1z017
Status: Predstermined
Ciaim Expiration Date: 06/06/2021
Date OF Crime: 1211712007
Raferrad By: Child Asssssment Center
Examiner Assigned: Christy
Spacialist Assigned: Christy
Reported To: Marion County Sheriffs office
Date Reported:

Crime County: Marlon

Datarmination Status: Ciaim accaptad

(5 o T = 06/06/2018

Insurance

Filter: Show (10 =

| o Nama T | Data | Policy. Number . |
one Current Heann insurance 11112017 120000 AM 78736018
Blue Cross Blus Shiela of laanc Current Heaitn insurance 16112017 12:00:00 AM

Showing 1 to 2 of 2 entries

Claim Info- Insurance Information Section: The name of the current insurance company, the
Field effective date, and the policy number (or OHP ID) will be shown.

Explanation

From this page you can tab to “Payments” and “Forms”. You can also return to

the main page by clicking on “Claims Search”.




Payment

By selecting the “Payment” tab, you will see payments made under the claim.

CV 04079-15 [ Fayments | Forms [ crame searen

Claim Detail

Payments

Filter:

Display | 25 ~

Detail Western Psychological & Counseling - Corporate Counseling Western Psychological & Counseling - Corporate $30.00
Detail Waestern Psychological & Counseling - Corporate Counseling Western Psychological & Counsaeling - Corporate $425.00
Detail Providence St Vincent Medical Center-payments Hospital Providence St Vincent Medical Center-payments $200.00
Detail Providence St Vincent Medical Center-payments Hospital Providence St Vincent Medical Center-payments $19,424.20
Detail Waest Valley Fire Disctrict Ambulance Waest Valley Fire Disctrict $777.00

Payment -
Field
Explanation

N wWN =

Detail: Additional information for that specific payment.

Pay To: The person or provider to whom the payment was made.
Transaction Type: The type of service the victim received.
Provider Name: The provider who provided the service the victim.
Amount Paid: The amount CVSSD paid.

Payment Detail

Click on “detail” of the payment for more information.

Payment Detail
Pay To:

Date Service Started:
Date Service Ended:

FProvider Name:

Western Psychological & Counseling -
Corporate

02/15/2017

03/09/2017

Western Psychological & Counseling -
Corporate

Authorized By:
Date Authored By:
Check Comments:

Check Request Verbiage:

Transaction Type: Counseling
Account Number:

Date Bill Received:

Amount Billed: $700.00
Amount Allowed:

Paid By Prior: ($0.00)
Fee Schedule: ($275.00)
Other D i ($0.00)
Amount Of Payment: $425.00

Cecllla Lucero
02/13/2018

Dates of service 2/15/17 (Intake), 2/22/17

3/2/17, & 3/9/17. 12 Counseling hours.
Fee Schedule Reduction LCSW,
LPC, LMFT

Amount Billed: May include one or more dates
of service.

Paid by Prior: The amount shows the victim’s
insurance payment and deductible.

Fee Schedule: The amount a provider writes-off
that must be taken if the provider accepts
payment from CVCP.

Other Deductions: May include out-of-pocket
payments or restitution paid to the provider or
victim.

Date Authorized: The date the payment was
authorized and sent to fiscal for payment
processing.

Check Comments: May include specific dates
of services, counseling hours remaining, etc.
Amount Paid: This is the amount CVSSD paid.

o




CVC will be adding more forms to the portal in the future. The “Getting Started with Crime Victims” is the
initial letter we send to participants.

CV 04079-15 [

Claim Detail

l [ Payments ] [ Forms ] [ Claims Search

Getting Started with Crime Victims (English)
Getting Started with Crime Victims (Spanish)

DOCUMENT UPLOAD

The documents listed below can be uploaded through the portal. Please upload any statements or bills
you receive from the victim.

Select File Category

Authorization Release (Sig Page)
Bilts

Chart Notes

DHS Report

Employment Documents
Expianation of Benefits
Forensic Interview

Letter

Medical Assessment
Meagical Suppiemental
Poiice Report

Request for Reconsigeration
Request for Sessions
Treatment Plan

Victim Statement

w-g

Work Release

1.
2.
3.
4

This is the upload icon that can be found throughout the portal.

Select the upload icon for the appropriate claim.
Select Category — choose the type of document you are uploading.

Click on “Choose File” to browse your computer for the document.
Click on “Submit”

Aulid Clalin Documient

Category: i) Flis CRSHTy . Documsnts assocished with Claim
Dcumant Gl Pl | Ho Tie cherien
Fila:

If you have questions regarding a specific claim, contact us through the portal.

This is the message icon that can be found throughout the portal. Q

et Assistance on Claim

If you need assistance with Claim Number CV 0055319, please submit an email

raquest.

Select Question Type M
Select Question Type

Claim Status
Determination

Financial Obligation

Loss of Eaming
Other

Restitution

‘Get Assistance on Claim

If you need assistance with Claim Number CV 00553-19, please submit an email

1. Select the message icon for the appropriate reauest

claim.

2.Select the type of question from the

Select Question Type B

dropdown menu. This helps our system identify
the best way to route your message.

3.Enter your message and then click “Request Assistance”.
4.Please allow one to three business days for a staff member to respond.

Crime Victims’ Compensation Portal Tutorial for Advocates| pg. 16




BILLING CRIME VICTIMS’ COMPENSATION

Crime Victims’ Compensation (CVC) assists victims with an accepted claim in paying for crime-related
medical and counseling treatment. We've included this information to assist you in answering questions you
may receive from victims. If you and/or the victim/applicant, have questions after reviewing the information
below, please feel free to contact us at 503-378-5348 or cvssd@doj.state.or.us .

Insurance

The victim will need to provide all necessary medical and auto (if appropriate) information to each
provider. If the victim has insurance (including OHP), the insurance must be billed as primary. The
provider must submit the explanation of benefits (EOB) to CVC. Insurance must be billed in a timely
fashion as CVC can only pay patient responsibility. If the primary insurance denies for untimely billing
and there is no patient responsibility, CVC may deny payment as well.

Fee Schedule/Write-off

If the patient does not have insurance, a Workers’ Compensation Fee Schedule will be applied. By law,
the provider cannot bill the patient for the fee schedule (write-off).

Sending Victims to Collections

The victim will need to contact their providers to let them know that they have a CVC claim. If the
victim has been sent to collections for any crime related medical bills, please notify CVC.

Counseling

Chart notes are not required for counseling sessions unless requested by CVC.
A treatment plan is required after 15 sessions.

Therapist must be licensed.

Therapy is reimbursed using the CVC fee schedule.

Contact CVC with the name and address of the therapist so that CVC can send the provider a
packet authorizing sessions.

Vision

e CVC will reimburse the provider for the exam and office visit using the workers comp fee
schedule.

e The victim will need to pay for glasses and then be reimbursed by CVC for their out of pocket
expense. CVC cannot pre-pay for services.


mailto:cvssd@doj.state.or.us

e Dental work must be pre-authorized. The provider will need to submit a treatment plan and
chart notes.

e CVC will reimburse the provider using the dental fee schedule when there is not dental
insurance coverage.
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