
 

 

 

 

 

 

 

 

 
CRIME VICTIM CONTACT INFORMATION and REQUEST FOR RESTITUTION 

 

RE:  People v.      ; Case No(s).      

 

SECTION 1 – Victim Contact Information 

Victim’s Name:       ; Date of Birth:    

Gender:  ; Street Address:          

City:       ; State:    ; Zip Code:   

Home Phone:    ; Work/Other Daytime Phone(s):      

NOTE:  Please list an alternate contact address and/or telephone number where you may be 

reached:             

SECTION 2 – Medical Bills Incurred (if applicable) 
 

Name of Medical 
Provider 

Address Date(s) of Service Amount of Bill(s) 

    

    

    

    

    

 

SECTION 3 – Property Damages or Losses Incurred (if applicable) 
 

Description of Item 
Damaged or Stolen 

Do you have a receipt 
for this item? (Y/N) 

Did you obtain an 
estimate? (Y/N) 

Was it covered by 
insurance? (Y/N) 

Amount of insurance 
deductible? 

     

     

     

     

     

     

     

 

 



Please attach copies of ALL bills, receipts and/or estimates for the above-listed items. 

Copies of bills, receipts and qualified estimates are required to support a claim for 
restitution in Court. Failure to attach copies may jeopardize your claim for restitution.  

Please attach separate sheet(s) if you do not have sufficient space in the boxes provided. 

 

If you have any questions, please call the Madison County State’s Attorney’s Office at 
(618) 296-5361 and ask for Desi Jellen with Victim’s Assistance.  Thank you. 
 

SECTION 4– Insurance Coverage (if any) 
 

If any of your personal or property losses were covered by insurance, please list below: 
 

 
Type of Expense 

 

 

Name of insurance 

company 

 
Total dollar amount of bills 

submitted to insurance 

 
Total amount Paid or Due 

to you from insurance 

Medical Bills    

Property Damage    

Estimates or bills for 
replacement of un-
recovered stolen 

property 

   

 
 

SECTION 5 – Certification and Releases 
 

Certification of Application:  I hereby certify, subject to the penalties of perjury, that all of the 

information that I have provided herein is true, accurate and complete to the best of my 

knowledge. 
 

Release of Information:  I hereby authorize any hospital, physician, mental health provider, 

municipal, county or state authority, insurance company or any other individual, company or 
agency to release any and all information requested by the Madison County State’s Attorney’s 

Office in connection to this request for restitution. 

 
 

              

Signature         Date Signed 

 
 

NOTE: This form must be signed and returned within 15 days after date of receipt to ensure 

that you will be informed of significant developments in the case and that your claim for 
restitution will be submitted to the Court in a timely fashion.  Thank you for your courtesy and 

cooperation. 

 
Please return completed form to the Victim Advocacy Division of the Office of Madison County 

State’s Attorney William A. Mudge, 157 N. Main Street, Suite 402, Edwardsville, IL  62025 

 


