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Oklahoma District Attorneys Council, 421 NW 13TH, Suite 290, Oklahoma City, OK  73103-3710
405-264-5006 (OKC)   1-800-745-6098 (Toll-Free)  Fax: 405-264-5097  Website: http://www.ok.gov/dac
REQUEST FOR TRADITIONAL AMERICAN INDIAN SERVICES
PLEASE COMPLETE IF YOU ARE THE ELDER, SPIRITUAL HEALER, MINISTER, PASTOR, OR FAITH-BASED COUNSELOR PROVIDING SERVICES:
Name   _____________________________________________  Title ______________________________
Mailing Address _________________________________________________________________________
 _________________________________________________________ Telephone ____________________  
Ceremony Date(s)  _______________________________________________________________________
Items provided by the victim or family member for the ceremony(ies): ______________________________ 
_______________________________________________________________________________________ 

[image: image2.wmf]Service(s) provided:        Traditional Native Healing        Healing Lodge        Faith-Based Counseling



                Ceremonial Burial Services       Other ____________________​​​​​​​​_________________
Signature of Provider of Service to the Victim or Family Member(s) _________________________________
PERSON(S) RECEIVING THE ABOVE LISTED SERVICES
The above ceremony was for:        injured victim of a violent crime




       family member(s) of a deceased victim of a violent crime

Note: State law allows reimbursement only for services provided to the injured victim and families of deceased victims. 
Name of injured or deceased victim __________________________________________________________
Name and relationship of each family member receiving the services listed above ______________________
________________________________________________________________________________________
PERSON REQUESTING REIMBURSEMENT FOR COSTS  AFTER ALL TRADITIONAL HEALING AND COUNSELING SERVICES ARE COMPLETE - This may be the claimant, relative, trusted Elder/Friend.
Name ______________________________________  Signature____________________________________
Mailing Address  _________________________________________________________________________
Telephone Number ________________  
                   Social Security _____________________________







             (required by State of Oklahoma for reimbursement)
Amount Requested: $_________________  (receipts and information on what is being requested must be attached)
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