Revised 5/08
Advocate Name & Phone No. ST. LUKE’S/ROOSEVELT HOSPITAL

CRIME VICTIMS TREATMENT CENTER Sexual Assault Survivor [_]
ADVOCATE REPORT Domestic Violence Survivor [_]

Check here if Report is for a Co-Survivor [_]
[ ]Yes [ |No Permission for CVTC to contact survivor?
[]Yes [ ]No Bookletand CVB Pamphlet given to survivor?

SURVIVOR INFORMATION

St. Luke’s ED[ |  Roosevelt ED[_|
Name:
Address: Date Seen in ED:
City, State, Zip: Time Arrived: Time Left:
Phone Numbers: Date of Birth:

Safe to leave message? Yes[ | No[ ]

Race/Ethnicity: Caucasian[ | African American[ | Latino[ | Asian[ ] Other:

Female[ | Male[ ] Disability: Physicall | Mental[ | Substance Abuse[ ]
ASSAULT INFORMATION
No. of Perpetrator(s): Caucasian[ | African American[ | Latino[ | Asian[ | Other:

Relationship to Survivor: Stranger]| | Acquaintance] | Partner | Ex-Partner | Relative | Other:
Force Used: Physical[ | Verbal Threatl | None[ | Unknown[ | Other:

Weapon Used: Gun[_| Knife[ ] None[ | Unknown[ | Other:

Brief Description of Assault (include date, time, and place of assault if known):

EMERGENCY DEPARTMENT INFORMATION

If Sexual Assault: If Domestic Violence:

Medical Exam Completed? Yes[ | No[ ] DV Medical Form Completed? Yes[ | No[ ]
Evidence Collected? Yes[ ] No[ ] Photos Taken? Yes[ | No[ ]
Rape Drug Sample Taken? Yes[ | No[ ] If Yes, Type: Polaroid[ | Digital[ ]

SAFE Examiner? Yes[ | No[ ] Existing Order of Protection? Yes[ ] No[ ]

Emergency Contraception Provided? ~ Yes[_| No[ |
If No, Reason: Patient Declined | No Possibility of Pregnancy[ | Other:

Name of Examining Physician or Nurse:
Comments on Treatment of Survivor by ED staff:




POLICE INFORMATION

Police Called: Yes[ | No[ ]
Report Made: Yes[ | No[ | Precinct: Complaint No:
Special Victims Detective(s) Responded? Yes[ | No[ ]

Name/Badge No. of Patrol Officer(s) and/or Detective(s):

Comments on Police Treatment of Survivor:

COMMENTS

Briefly describe survivor’s coping behavior and interaction with you and others at ED:

Briefly describe survivor’s living situation (lives alone; with roommate, partner, parents, etc.):

Briefly describe survivor’s support system (family, friends, etc.):

Problems/Comments:

Fax Form to: (212) 523-4781 REMEMBER:

Mail Form to: . .
Crime Victims Treatment Center The next Worklng day after bemg
411 W. 114th Street #2C called to the ED, phone CVTC at:
New York, NY 10025 (212) 523-4728

Confidentiality Notice: This communication and any attachments may contain confidential and privileged information for the use
of the designated recipient(s) named above. If you are not the intended recipient, you are hereby notified that you have received
this communication in error and that any review, disclosure, dissemination, distribution or copying of it or its contents is
prohibited. If you have received this communication in error, please notify us immediately by calling (212) 523-4728.




