
Official SEXUAL ASSAULT EXAMINATION INVOICE
Name of Victim:         FORMTEXT 

    
      




Exam Date:  
__________________________________________________________________
Sexual Assault Examiner
     







$     
Payable to (List name of Physician, PA, NP, or RN)


  Exam Fee  (Maximum is $450.00)
         
________________________________________________________________________
    
  
Medications
Type of Medication

  





  Cost

     







$     
     







$     
     







 $                                      
     







$     
     







$     
                                                      
Payable to (Provider Name)
     







$     
Tax ID #







   Total Medication Fee

                                                                                                                                   (Maximum reimbursable $50.00)

_______________________________________________________________________                                   
Facility
      
Payable to (Name of Facility)

     







$     


Tax ID #        





               Facility Supply Fee


________________________________________________________________________
Verification by Physician or Facility Director

(This section is only required for exams performed by SANE personnel) 
I hereby certify that the above named registered nurse has conducted a forensic medical examination as specified above.
____________________________________
     
 Signature





 Title
     
Date
PLEASE COMPLETE AND ATTACH TO SEXUAL ASSAULT EXAMINATION APPLICATION

Revised 2/04/2010

