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South Carolina Attorney General’s Office				
South Carolina Crime Victim Services Division
Department of Crime Victim Compensation (DCVC)  

Sexual Assault Protocol (SAP) Billing Claim Form
Flat Fee: $875.00 Maximum Allowed Amount for Forensic Examination







	[bookmark: _Hlk195459841]󠄶 Physician, FNP, NP Fee $200.00

	󠄶 SANE Fee $175.00

	󠄶 ED Fee $200.00

	󠄶 Colposcopy Fee $125.00        
	󠄶 Labs/Meds Fee $175.00
	󠄶 VOUCHER FOR CDC MEDS PAID BY   SCVAN

	               Flat Fee NKC – $475.00 Maximum Allowed For No Evidence Collected

	󠄶 Physician, FNP, NP Fee $200.00

	󠄶 SANE Fee $175.00

	󠄶 Labs/Meds Fee $100.00   

	󠄶 VOUCHER FOR CDC MEDS PAID BY   SCVAN
	
	



	Other Med:    [image: ]After hours Rx given
Approval: Must send a copy of Walgreen Direct Bill with this Protocol
Signature: ________________________________________________
Internal Use: email to Rbrockman@scag.gov
____________________________________________________________

	
Total Amount Billed 
$





	
	Remittance Address Required 





SCEIS #:  
	Health Care Provider must attach a copy of the Medical Examination Release Form to this Protocol Billing Claim Form for payment and forward to:

Department of Crime Victim Compensation (DCVC)

Edgar A. Brown Building, 1205 Pendleton Street, Room 401, Columbia, SC 29201


Telephone 803-734-1900 ● Facsimile 803-734-2261
Email Forms: SAP-Billing@scag.gov 
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South Carolina Attorney General’s Office
South Carolina Crime Victim Services Division
Department of Crime Victim Compensation (DCVC)

In the matter of:

Patient Name of Health Care Provider
Address Address
City State Zip City State Zp

Inaccordance witn South Carolina Victims and Witnesses Billof Righs, signed info law on June 22, 1984, | nereby voluntarly consent and
autthorize the South Carolina Department of Crime Victm Compensation (DCVC) andifs authorized agents to receive my medical records. | aso
authorize DCVC to pay such medical expenses allowed by law to Health Care Providers for outine medicalests and examinations for evidentiary
purposes s prescribed by South Caroiina Law Enforcement Division (SLED)/South Carolina Hospital Association,

Dated thi day of 20, at
, South Garolina.

“Sianature of PatientiGuardian/Responsible Adull " FHealth Care Official's Signature (SANE/MD)

Print Name of Law Enforcement Officer Signature of Law Enforcement Officer

Name of Law Enforcement Agency (Do not abbreviate] For Anonymous Reporting: write in “Anonymous™
Tincident Location _(County and State) T Date of Crime

[The following questions MUST be answered:
Was the incident location in a ederal,state, county or municipal i, prison or ather correctional facilty?' [ves [no

Was the patient confined in 2 federal, state, county,or municipa ail prison or other correctionalfacilty at the time of senicer? L] Yes [INo

[Was physical injury sustained? ~ Yes [] No [] Was medical treatment requieds [ ] Yes [JNo
List injures or pysical complait

.21f you answered NO to questions 2 attach a copy of DCVC Sexual Assault Pratocol (SAP) Billing Statement to this Medical
Exaniination Release Form for payment and forward to

Department of Crime Victim Compensation (DGVC)
Edgar A Brown Buiding, 1205 Pendleton Street, Room 401, Columbia, SC 20201
Telephone 803-734-1900 » Facsimile 803-734-2261

Revised January 2023 Page 2012
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Name (Last, First, MI)

SSi# (last 6 digits)

DOB; Age: Gender: o Male o Female o Other
Ethnicity: Race:

Home Address:

City: State: Zip:

Name of Healthcare Provider:

ACCH#:

Contact Number:

Date of Service (mm/dd/yy)
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Name (Last, First, MI)

SSi# (last 6 digits)

DOB; Age: Gender: o Male o Female o Other
Ethnicity: Race:

Home Address:

City: State: Zip:

Name of Healthcare Provider:

ACCH#:

Contact Number:

Date of Service (mm/dd/yy)




