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PENNSYLVANIA CRIME VICTIMS 

 You are not alone... Being a victim of crime can be very hard.  You might not be able
to focus or remember things. This is all normal for someone who has been a victim of
crime.

 There are victim advocates that can provide free services to you. They are available
to answer your questions and provide supportive counseling.
o To find an organization in your county go to www.pcv.pccd.pa.gov or scan the

QR code below and select “Find Help in Your County.”
 As a victim of crime, you have rights. Go to www.pcv.pccd.pa.gov or scan the QR

code below to see your rights throughout the criminal justice process, including
information on how to exercise additional rights if someone is arrested and/or
convicted, and learn how to access immediate resources, such as shelter and
protection orders, financial assistance and counseling.

 If you are the victim of domestic violence, you have the right to go to court and file a
petition requesting an order for protection from domestic abuse pursuant to the
Protection From Abuse Act (23 Pa.C.S. Ch. 61), which could include the following:
o An order restraining the abuser from further acts of abuse; An order directing

the abuser to leave your household; An order preventing the abuser from
entering your residence, school, business or place of employment; An order
awarding you or the other parent temporary custody of or temporary visitation
with your child or children; An order directing the abuser to pay support to you
and the minor children if the abuser has a legal obligation to do so.

 If you are the victim of sexual violence or intimidation, you have the right to go to
court and file a petition requesting Sexual Violence Protection Order (SVPO)
pursuant to the Protection of Victims of Sexual Assault or Intimidation Act (42
Pa.C.S. Ch. 62A).

              

If you don’t have internet access, SEE BELOW FOR IMPORTANT 
CONTACT INFORMATION 

You have the right to language access and may request an interpreter for 
your primary language without cost

http://www.pcv.pccd.pa.gov/
http://www.pcv.pccd.pa.gov/


Important Local Contact Information - Montgomery County 
Domestic Violence Victims 

Laurel House 
Women's Center of Montgomery County 

800-642-3150
800-773-2424

 

Sexual Assault Victims 
Victim Services Center of Montgomery 
County 

888-521-0983

 

Child Abuse Victims 
484-687-2990
888-521-0983
 

Mission Kids Child Advocacy Center 
Victim Services Center of Montgomery County 

Elder Abuse Victims (24-Hour Elder Abuse Hotline 800-490-8505) 
215-988-1244 
888-521-0983

SeniorLAW Center 
Victim Services Center of Montgomery County 

Violent Crime Victims (to include Homicide) 
888-521-0983
610-277-3715

Victim Services Center of Montgomery County 
T

 

he Lincoln Center for Family and Youth 

Human Trafficking Victims 
New Day to Stop Trafficking Program - 
Adults 
Mission Kids Child Advocacy Center - 
Minors 

267-838-5866

 484-687-2990

 

County Victim/Witness Office 
Victim/Witness Unit of the DA's Office 610-278-3144

 

STATEWIDE CONTACTS 
Address Confidentiality Program 
Pennsylvania Office of the Victim Advocate - 800-563-6399 
or www.ova.pa.gov  
 

Offender Release Notification 
PA Statewide Victim Notification System (PA-SAVIN) –  
866-972-7284 or www.pcv.pccd.pa.gov
 

Financial Assistance
Victims Compensation Assistance Program - 800-233-2339
or www.dave.pa.gov
 

Childline
Pennsylvania Department of Human Services – 800-932-0313
or www.dhs.pa.gov/contact/Pages/Report-Abuse.aspx

http://www.ova.pa.gov/
http://www.pcv.pccd.pa.gov/
http://www.dave.pa.gov/
https://www.dhs.pa.gov/contact/Pages/Report-Abuse.aspx


ACT 71 NOTICE TO VICTIMS 
 

Under Act 71 of the Crime Victims Act, a victim of a personal injury crime for 
which an arrest is made has the right to receive notice of any bail hearing for that 
crime and offer comment regarding a defendant's bail conditions at the time bail is set 
or modified. Under Act 71, a victim has the right to be present and/or give input at 
these bail proceedings. It is not required. Their opinions and thoughts can also be 
conveyed by the police or Assistant District Attorney to the sitting Judge.  

Additional information regarding your rights as a victim can be found at: 
https://montcopa.org/248/Crime-Victim-Rights 
 

Preliminary Arraignment 
Bail is addressed and decided at a defendant’s preliminary arraignment. 
This is a virtual court proceeding held via Zoom at 9:30 a.m., 2:30 p.m., and 7:30 p.m.   

Go to website:   Zoom.us 
Click: "Join" or "Join Meeting" 
Enter: 
Meeting ID: 992 7017 8847 
Passcode: 383838 
https://zoom.us/j/99270178847?pwd=VWZsV1FJM2FabTJXUDFFVUR6aH

Judz09 
 

 
 

During the preliminary arraignment a Magisterial District Judge will make the 
defendant aware of the criminal charges they are facing along with when their next 
court hearing will be. The Assistant District Attorney and Public Defender will then 
make argument as to what an appropriate bail should be and the Judge will decide the 
defendant’s bail and any special conditions.  
 
Bail Review Hearing 

Should the defendant be given electronic monitoring OR cash bail that they are 
unable to post, they will be entitled to a bail review hearing the next business day in 
front of a Court of Common Pleas Judge at 1 p.m.  

Meeting ID: 935 7260 3334 
Passcode: 837150 
https://zoom.us/j/93572603334?pwd=MVhuZ3dJc1NWWnFaVm1HTlBud0

grdz09 
The Assistant District Attorney and Public Defender will make argument as to 

what an appropriate bail should be and the Judge will decide if the defendant’s bail 
and any special conditions should be modified.  
 

 

https://montcopa.org/248/Crime-Victim-Rights
https://zoom.us/j/99270178847?pwd=VWZsV1FJM2FabTJXUDFFVUR6aHJudz09
https://zoom.us/j/99270178847?pwd=VWZsV1FJM2FabTJXUDFFVUR6aHJudz09
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Fzoom.us%2Fj%2F93572603334%3Fpwd%3DMVhuZ3dJc1NWWnFaVm1HTlBud0grdz09&data=05%7C01%7CKelly.Lloyd%40montgomerycountypa.gov%7C1b59b00816f443eff64108db32154a74%7Cabb624ec6a274c8195ceb75e7c96ad9c%7C0%7C0%7C638158839241312328%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=6%2FQr054Jty9q%2F4D2pDRJUlDLaqVHM0DZUOIilUOJySU%3D&reserved=0
https://nam11.safelinks.protection.outlook.com/?url=https%3A%2F%2Fzoom.us%2Fj%2F93572603334%3Fpwd%3DMVhuZ3dJc1NWWnFaVm1HTlBud0grdz09&data=05%7C01%7CKelly.Lloyd%40montgomerycountypa.gov%7C1b59b00816f443eff64108db32154a74%7Cabb624ec6a274c8195ceb75e7c96ad9c%7C0%7C0%7C638158839241312328%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=6%2FQr054Jty9q%2F4D2pDRJUlDLaqVHM0DZUOIilUOJySU%3D&reserved=0


Medical Expenses       Transportation Expenses 

Counseling Expenses    Childcare 

Loss of Earnings    Home Healthcare Expenses 

Loss of Support    Stolen Cash (if your main source of income is  

Relocation Expenses     Social Security Retirement, Disability  

Funeral Expenses     Income, Supplemental Income, Survivor  

Crime Scene Cleanup                        Benefits, Retirement/Pension(s), Disability,  

       or Court Ordered Child/Spousal Support) 

 

Office of Victims’ Services 

  

Mailing Address: Street Address: 

P.O. Box 1167 3101 North Front Street 

Harrisburg, PA 17108-1167 Harrisburg, PA 17110 

Website: www.pcv.pccd.pa.gov  

Phone, Fax & Email: 

(800) 233-2339 

(717) 783-5153 

(717) 787-4306 (FAX) 

ra-davesupport@pa.gov  

You may either complete and mail this form to the address listed above  

or file online at https://www.dave.pa.gov  

Victims Compensation Assistance Program Short Form 

Please read the following before completing this form. 

You may be eligible for compensation if: 

• The crime occurred in Pennsylvania. 

• The crime was reported to the proper authorities within 3 days. 

• You cooperate with law enforcement authorities investigating the crime, the courts, and the Victims 

Compensation Assistance Program in processing the claim (some exceptions apply). 

• Deadlines for filing may apply.  Please visit www.pcv.pccd.pa.gov or call 1-800-233-2339 for additional 
information on filing requirements. 

• Minimum loss requirements may apply.  Please visit www.pcv.pccd.pa.gov or call 1-800-233-2339 for 
additional information on filing requirements. 

You may be awarded compensation for: 

 
An overall maximum award shall not exceed $35,000; however, certain benefits, such as counseling and 
crime-scene cleanup, may be paid over and above the maximum. Monetary limits apply to most benefits. 

The Program does not cover: 

• Pain and suffering. 

• Stolen or damaged property (except replacement of stolen or damaged medical equipment). 

A claim may be determined ineligible or an award may be reduced if the conduct of the victim contributed to 
the injury. 

(800) 233-2339 HELP FOR VICTIMS OF CRIME IN PENNSYLVANIA     www.pcv.pccd.pa.gov  

http://www.pa/
mailto:davesupport@pa.gov
https://www.dave.pa.gov/
http://www.pcv.pccd.pa.gov/
http://www.pcv.pccd.pa.gov/
http://www.pcv.pccd.pa.gov/
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Victims Compensation Assistance Program Short Form 

Your cooperation with the Program and the submission of complete and accurate 
information will assist us in processing your claim in a timely manner. 

IMPORTANT NOTE: You do not have to wait until the trial is over or all of your bills 
are received to file a claim. You may file a claim if there is no known offender or if an 
arrest has not been made. 

General instructions for submitting your claim: 

• Please print clearly. 

• Complete only those sections that apply to your claim. 

• Provide an accurate mailing address, a safe phone number or email address where you 
can be reached during the day. 

• Provide as many of the requested documents as you can when filing your claim. You 
may submit your claim even if you do not have all the required documents. The 
Program may request additional information once the claim is received. 

• Sign the Acknowledgement and Reimbursement Agreement and Authorization 
to Obtain Information and the HIPPA Authorization and Release Agreement (if 
applicable) sections on the back of the claim form. 

• If you would like assistance in filing your claim you may contact the Victim Service 
Program listed on the back of this form. If no agency is listed, you may contact the 
Victims Compensation Assistance Program at (800) 233-2339 for assistance. 

Please Note: It is important that you inform the Program if you change your mailing 

address, phone number or email address. To process your claim, we 

must be able to contact you. 

The Victims Compensation Assistance Program is the payer of last resort. This means your 
award will be reduced by the monies you receive from any other source as a result of the 
crime, such as insurance, restitution, and civil suit settlements, including monies received 
for pain and suffering. 

We will make every effort to process your claim as quickly and efficiently as possible. 

 



Victims Compensation Assistance Program Short Form    Claim # _____________________________ 

Victim Information 

Name _________________________________ Date of Birth _____/_____/_____ Soc Sec # _______________________         

Address __________________________ City ________________ State __________________ Zip Code _____________ 

County ________________________ Daytime Phone ______________________ Email __________________________        

Claimant Information      If victim is the claimant, check here: □     Claimant must be 18 years or older. 

Name _________________________________ Date of Birth _____/_____/_____ Soc Sec # _______________________         

Address __________________________ City ________________ State __________________ Zip Code _____________ 

County ________________________ Daytime Phone ______________________ Email __________________________ 

Relationship to Victim ________________________________________ 

Crime Information 

Date of Crime _____/_____/_____              Date Reported to Police or PFA Filed _____/____/_____ 

Did it happen at work?  □ Yes      □ No                               Were the injuries caused by a motor vehicle?  □ Yes      □ No        

Location of crime (street name and number)_______________________________________________________________          

City ____________________________     State ____________________    County ______________________________ 

Police Department ____________________________     Police Incident Number ________________________________ 

Person(s) who committed crime________________________________________________________________________ 

Briefly Describe the crime and injuries: _________________________________________________________________ 

__________________________________________________________________________________________________ 

   Please complete the section(s) for the benefits you are applying for and provide as much of the requested 

documents that you can at this time.  The Program may request additional information once the claim is received. 

Benefit: Medical/Counseling Expenses 

Did you incur medical expenses?  □ Yes      □ No                   Did you incur counseling expenses?  □ Yes      □ No

Do you have insurance to cover your medical/counseling expenses?  □ Yes      □ No

Provide itemized medical or counseling bills and insurance benefit statements, if applicable. 

Benefit: Funeral Expenses/Loss of Support 

Did you incur funeral expenses?  □ Yes      □ No       

Did you receive any monies due to the death? (life insurance, Social security death benefit)  □ Yes      □ No

Were you or others financially dependent on the deceased victim?  □ Yes      □ No 

Provide copies of the itemized funeral bills/receipts and statements of any benefits received. 

Benefit: Loss of Earnings 

Dates you missed work _____/_____/_____ 

Employers name and address: _________________________________________________________________________ 

__________________________________________________________________________________________________ 

Doctor’s name and address who can verify you missed work because of the crime ________________________________ 

__________________________________________________________________________________________________ 

Benefit: Stolen Cash 

Amount of money stolen? $___________________ 

One of the following benefits must be your main source of income to file for stolen cash.  Check all that apply. 

□ Social Security benefit      □  Retirement/Pension      □ Disability      □ Court ordered Child/Spousal support

Do you have homeowner’s/renter’s insurance? □ Yes      □ No       Are you required to file IRS tax returns? □ Yes      □ No

Provide copies of your monthly benefit statement for the month/year of the crime, insurance declaration page and most

recent tax returns, if applicable.

Benefit: Relocation, Crime Scene Cleanup, Transportation Expenses 

Did you have to relocate due to the crime?  □ Yes      □ No

Did you incur crime scene cleanup expenses?  □ Yes   □ No

Did you incur transportation expenses?  □ Yes      □ No

Representation by Others 

Are you represented in this matter by an attorney:      In filing this compensation claim?  □ Yes    □ No

In a civil lawsuit?  □ Yes    □ No In an insurance action?   □ Yes      □ No

Victim Service Program Information 

For assistance in filing your claim, please call the agency listed here.  If no agency is listed, please call 800-233-2339 for 
assistance. 



Acknowledgement & Reimbursement Agreements and 

Authorization to Obtain Information 

The Acknowledgement and Reimbursement 

Agreement and Authorization to Obtain Information 

must be signed before a claim can be verified and 

processed for payment. 
Acknowledgement and Reimbursement Agreement: The decision to approve my claim is that of the Program. I may object to all or 

part of the Program’s decision in writing within 30 days from the date of the decision. I must prove the exact amount of my losses 

before the Program will consider awarding compensation from the Crime Victims Compensation Fund. I may later file for 

reimbursement of any additional expenses incurred relating to the crime. My claim may be denied if I do not cooperate fully with law 

enforcement agencies, the courts, and the Program, or maintain a valid address with the Program.  Making a false claim would be a 

criminal offense under 18 P.S.§ 11.1303 of the Crime Victims Act. Making a false statement in this claim form with the intent to 

mislead the Program would be a criminal offense under 18 Pa. C.S. § 4904, Unsworn Falsification. Making a false statement which the 

Program relies upon to award compensation is a criminal offense under 18 Pa.C.S.§ 3922, Theft by Deception. 

I understand that the Crime Victims Compensation Fund is the payor of last resort. I specifically agree to inform the Program of and 

repay to the Commonwealth any funds that I may receive from any other source that has not already been considered, as a result of the 

crime and to the extent of the award. That is, I agree to repay any funds that I receive from the offender or any other person or source, 

which compensates me for the injury I suffered, including proceeds from an insurance policy, as well as any award or settlement from 

a civil law suit, which was stems from the crime that is the  basis for this claim. I further agree that if the claim is at any time 

determined to be in error, false or fraudulent, I will refund the Program all sums of money paid by the Program. 

Authorization to Obtain Information: I hereby authorize any funeral director or other person who rendered related services, any 

employer of the victim or claimant, any police or government agency, including state or federal taxing authorities, any insurance 

company, or any organization having relevant knowledge to furnish to the Office of Victims’ Services, Victims Compensation 

Assistance Program, any and all information in their possession with respect to the crime that is the basis for this claim 

________________________________________________            _______________________________ 

Claimant’s Signature            Date 

HIPAA Authorization and Release Agreement If applying for medical or counseling expenses, this 

acknowledgement must be signed before the claim 

verification process can begin. 
I hereby authorize, in accordance with the privacy regulations under HIPAA (the Health Insurance Portability and Accountability Act, 

42 U.S.C. § 1320d, et seq.), any hospital, physician, health care provider or other person who attended, examined, or provided 

treatment to ________________________  (print name of victim) to furnish to the Office of Victims’ Services, Victims Compensation 

Assistance Program any and all information in their possession with respect to the crime that is the basis for this claim. Copies of this 

authorization may be used in place of the original. **I understand that I may revoke this authorization at any time by providing the 

Office of Victims’ Services, Victims Compensation Assistance Program, with a written, dated request to do so. Further, this 

authorization expires in 5 years from the date of my signature below or on the date that this claim is closed, whichever is sooner.  

__________________________________________________        _______________________________ 

Claimant’s Signature            Date 

Victim Statistical Information Completion of this section is strictly optional. 

The following information is used for statistical purposes only. 

Race/Ethnicity: □ White     □ Black/African American     □ Hispanic/Latino     □ American Indian/Alaskan Native   

□ Asian     □ Native Hawaiian/Other Pacific Islander     □ Some Other Race     □ Multiple Races

Gender: __________________________                Primary Language:  _________________________________________ 

How did you find out about the Program:  □ Hospital     □ Prosecutor     □ Brochure     □ Police     □ Website/App

□ Victim Service Program     □ Other ___________________________

Mailing Address Street Address  Phone and Fax Numbers 

PO Box 1167  3101 North Front Street 800-233-2339   

Harrisburg, PA 17108-1167 Harrisburg, PA 17110 717-783-5153 

717-787-4306 (FAX) 

Email  Website: 

ra-davesupport@pa.gov www.pcv.pccd.pa.gov File online at https://www.dave.pa.gov 

Aug - 21  

mailto:ra-davesupport@pa.gov
http://www.pcv.pccd.pa.gov/
https://www.dave.pa.gov/


  



 





I acknowledge receiving my basic rights as a crime victim 
and information on related services available to me. 

My name and telephone number  
____may 
____may not  

be provided to the appropriate agency to provide assistance. 

(The completed and signed copy of this form 
shall be retained by Law Enforcement.)

PENNSYLVANIA CRIME VICTIMS

Receipt of Information

Police Department: 
_______________________________

_______________________________________________ 
NAME

__________________________________________ 
SIGNATURE

__________ / __________ / __________ 
DATE

_________________________________________ 
INCIDENT NUMBER

__________________________________________ 
SAFE CONTACT NUMBER

__________________________________________ 
SAFE MAILING ADDRESS 



24-hour crisis hotlines

Toll Free: 888-521-0983

Sexual assault hotline: 610-277-5200 

Other crimes: 610-277-4781 

Email: VSCMontCoPA@vscmontcopa.org 
Fax number: 610-277-6386

Lineas directas de crisis las 24 horas: 

Sin cargo: 888-521-0983 

Linea directa para victimas de abuso sexual: 

610-277-5200 Otros delitos: 610-277-4781
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