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Victim Impact Statement

***Please be aware that the defendant and legal counsel may view this statement***
Victim’s Name:  ____________________________________Date ____________________________________

Defendant’s Name: __________________________________Cause Number: ___________________________

 (If Victim is a business, child/dependant or is deceased, please list the victim representative)

Victim Representative: __________________________________________________________

Relationship or Title: ___________________________________________________________

How has this crime affected you physically, mentally, and/or financially?  Please describe: (attach additional pages if necessary)__________________________________________________________________________________
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

What would you like to see happen as the defendant proceeds through the criminal justice system? Please be aware that some of these options may not be applicable to this case.  Speak to your advocate if you have questions. 

Check the terms you feel are appropriate:

Pre-Trial Diversion: 
Yes ________ No ________
Jail Time:

Yes ________ No ________     
Home Incarceration:    Yes________ No ________
   
Sentencing Options/Conditions:

________ No Contact Order



________ Substance Abuse Counseling

________ Domestic Violence Program

________ Restitution

________ Community Service Work


________ Risk and Needs Assessment

________ Attitude/Behavior Change Class

________Intensive Supervision

________Mental Health Counseling 


________Other (please explain) ________________________
Is there anything else you want the court to know? ____________________________________________________________________________________________

____________________________________________________________________________________________

Please check if you would like to be notified of upcoming court dates: 
NOT FOR PUBLIC ACCESS 

Restitution Claim Form

***Please be aware that the defendant and legal counsel may view this statement***

Your Name: _________________________________________________________________________
Defendant’s Name:__________________________
     Cause Number: ________________________
 (If Victim is a business, child/dependent or is deceased, please list the victim representative)

Victim Representative: __________________________________________________________

Relationship or Title: ___________________________________________________________

Please itemize the expenses you may have incurred as a result of this crime on the BACK of this form and bring the totals forward to this side. Attach copies of receipts, estimates, bills, employer statements and/or insurance settlement forms and return as soon as possible. 

Personal Injury (Include all medical, dental, optical or burial expenses)          $_________________

Property Damage






                    $_________________

(Include all losses and damages to property using actual cost of repair or replacement)

Insurance Deductible (if applicable)




        $_________________
TOTAL AMOUNT OF RESTITUTION REQUESTED                                  $_________________

An Order of Restitution MAY be made a part of a defendant’s sentence, probation, or plea agreement.  
Any final decision to order restitution rests exclusively with the Judge.
____________________________________________________________
     ___________________

Signature








                 Date

CONTACT INFORMATION – CONFIDENTIAL

In order to best serve you, we must have current information on file at all times.  This information will be kept in your file at the Washington County Prosecutor’s Office.  If at any time this information changes, please contact your advocate.

PLEASE PRINT CLEARLY

VICTIM NAME _________________________________________________________ DATE_______________

ADDRESS______________________________________________________________

CITY_______________________________STATE_____________ZIP______________

DATE OF BIRTH __________________     PHONE (__________)________________

ALTERNATE PHONE (__________)____________________________________
EMAIL ADDRESS______________________________________________________________

If Victim is a business, child/dependent, or is deceased, please list the victim representative:

Victim Representative: _____________________________________________________ 
Relationship or Title: ______________________________________________________

If different from victim please provide the following:

Address_________________________________________________________________

City_____________________________State_____________Zip___________________

Phone ___(_________)_______________________________

Email Address_________________________________________________________________










