OFFICIAL SEXUAL ASSAULT EXAMINATION INVOICE

Name of Victim:   _____________________                                 Exam Date:  ______________
 	__________________________________________________________________ Sexual Assault Examiner  
________________________________ 	  	       $ ___________________ 
Payable to (List name of Physician, PA, NP, or RN) 	                                             (Maximum exam fee $800)          
________________________________________________________________________      	   	Medications 
 
	Type of Medication 	   	 	 	 	 	                Cost  	 
______________________________ 	 	 	       $___________________ 
 
______________________________ 	 	 	       $___________________ 
 
______________________________ 	 	 	       $___________________ 
 
______________________________ 	 	 	       $___________________ 
 	 
______________________________ 	 	 	       $___________________ 
 
______________________________     	 	 	       $___________________ 
Payable to (Provider Name) 
______________________________ 	 	 	       $___________________ 
Address/City/State/Zip  	 	 	 	 	 	                 Total Medication Fee	 		       	 	 	 	 	                                     (Maximum fee $100) 
______________________________	 	 	 	 	 	 	                        
Tax ID #                                                                                            
________________________________________________________________________ Facility 

Name of Facility ___________________________                                                         $_________________________
                                                                                                                                                  Facility exam fee
Facility payment address _____________________

Tax ID #_________________________________ 
           
Verification by Physician or Facility Director 
(This section should not be completed by the person performing the sexual assault examination.) ______________________________________________________________________________ Verification by Physician or Facility Director (This section should not be completed by the person performing the sexual assault examination.) I hereby certify that the above named registered nurse has conducted a forensic medical examination as specified above. 
 
___________________________________                                       _____________________________________________________ 
Print Name 			 	                   Title of Physician or Facility Director/Coordinator  

___________________________________                                      ______________________________________________________
 Signature                                          Date 	                                           Telephone Number                        
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