Request for Restitution

STATE V. _______________ Your Name: ______________Today’s Date: ___/___/___

1. Property Loss: List the property that was lost as a result of this crime, this is property that has not and is not expected to be recovered.  


ITEM


MAKE


MODEL

VALUE




(if applicable) 

(if applicable)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Total

$____________________
2. Property Damage- List property damaged as a result of this crime.

ITEM

MAKE


MODEL
          REPAIR COST



(if applicable) 

(if applicable)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Total

$____________________

Was the property recovered by law enforcement?

(
) Yes (

) No

Have you had the opportunity to inspect property?

(
) Yes (

) No

If recovered, has the property been returned to you?

(
) Yes (

) No
3. Total Hospital/Medical Costs 

$____________________
4. Counseling Costs                                            $____________________

5. Funeral Costs                                                  $____________________

REIMBURSEMENT RECEIVED 

6. Insurance Claims (Auto, Health, and Home Owner Insurance)

Name, Address and Phone number of insurance company or companies:

________________________________________________________________________________________________________________________

Policy Numbers: _____________________________________________

Claim Numbers:______________________________________________
7. Health/Hospital/Medical Claims Paid
 
            $ ______________________
8. Homeowner Claims Paid   



$ ______________________
9. Auto Claims Paid               



$ ______________________

Total Reimbursement Received 

$_______________________

Insurance Deductible 


$______________________  

Total Amount of Restitution Requested:                           $ ________________


_________________________

______________________


        Signature of Victim


               Date

Please attach any and all relevant documentation that supports your restitution request, included but not limited to: medical bills, property damage repair estimates, documentation supporting cost of lost items, etc.
PLEASE REMEMBER:  if restitution is ordered in this case you must keep the Belknap County Probation and Parole, Division of Field Services, 64 Court Street, Laconia, NH  03246 (603-528-9399) advised of your current address until paid in full.

Please sign and return as soon as possible to:

Belknap County Attorney’s Office








64 Court Street








Laconia, NH  03246








603-527-5440

Or Email to your assigned advocate
