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Child Maltreatment Protocol Billing Statement Supplement

DOB (mm/dd/yy): Date of Evaluation (mm/dd/yy):

Laboratory Services

Urine Drug Screen ($50)

Radiographs/ Imaging Studies
Skeletal Survey Complete ($140)

Skull - 4 Views ($80)

Chest PA & Lateral ($29)

Humerus ($55)

Forearm ($25)

Hand - Minimum 3 Views ($52)

Pelvis AP ($75)

Pelvis & Hips - Infant ($90)

Femur ($25)

Tibia Lower Leg ($25)

Cervical Spine ($90)

Spine Entire AP LAT ($275)

Total Amount Billed $
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Gonorrhea Culture GramStain CBC ($35)

Oral ($12)

Rectal ($12)

Vaginal ($12)

Urethral ($10)

Vaginal ($10)

RPR, VDRL, Syphilis ($10)

Chlamydia Culture

NAAT ($50)

Herpes Simplex Culture ($20)

Vaginal Culture ($20)

Wet Prep/ KOH Prep ($10)

Hepatitis B ($40)

HIV by Elisa ($20)

B-HCG, Blood ($25)

Urinalysis ($18)

Urine Culture & Sensitivity ($20)

Urine Pregnancy Test ($20)

Platelet Count ($20)

SMA - Basic Metabolic Panel ($27)

Liver Function Test ($59)

Amylase ($22)

PT & aPTT ($40)

Fibrinogen ($37.50)

von Willebrand Antigen ($126)

Ristocetin Cofactor ($56)

Blood Drawing Fee ($5)

Vaginal ($35)

Rectal ($35)

Supplies ($12)

Miscellaneous Fees

Colposcopy Fee ($90)

Procedures

Emergency Room Fee ($75)
Clinic Fee ($50)
Healthcare Provider Fee ($105)

Medical Services

Tax ID Number:

Please remit payment to:

Healthcare provider and/or facility must attach a copy of the Law Enforcement Incident Report/Supplemental Report, Authorization
and Release Form, along with pages 1 and 2 of this Child Maltreatment Protocol Billing Statement for payment.

CAT Scan ($500) 
Abdomen

Lumbar Spine ($95)

Thoracic Spine ($90) 

CAT Scan ($500) 
Head

Trichomonas Vaginalis Culture ($35)



State Office of Victim Assistance
Sexual Assault Protocol (SAP)

Billing Statement

Name (last, first, MI):_______________________________________      SS#:  ______/_____/_________

DOB: _____/______/_____ Medical Age: _______ Gender:  Male Female
Ethnicity: ___________________________________ Race: ______________
Home Address: ______________________________
City:_________________________   State: ______ Zip Code:___________

Name of Healthcare Provider: _________________________________________   ACC#:___________________
Date of Service: (mm/dd/yy) ____/____/___          
             

Laboratory Services Medical Services
Gonorrhea Culture         Gram Stain                  

Oral ($12)     Urethral ($10) Physician, FNP, NP Fee ($105)
Rectal ($12)                                 Rectal ($10) Emergency Room Fee ($75)      
Vaginal ($12)     Vaginal ($10) SANE Fee ($80)

Colposcopy Fee ($90)
            RPR, VDRL, Syphilis ($10) Clinic Fee ($50)

Chlamydia Culture         Presence of motile sperm  ($5) Supplies ($12)
Oral ($35)           Hepatitis B ($40)
Rectal ($35)           HIV HTLVI ($20)
Vaginal ($35)           Urinalysis ($18)         

             Blood Drawing Fee ($5)         
             Urine Culture ($20)

 NAAT ($50)             Urine Pregnancy Test ($20)
 Herpes Culture ($20)  Blood Pregnancy Test ($25)
 Vaginal Culture ($20)
 Wet Prep/KOH Prep ($10)

Medications

 Rocephine (injection)(Ceftriaxone  ($85)____ Plan B Levonorgestrel ($25)
     Ovral (tabs/each)-Norgestrel ($1.75)

 Flagyl(tabs/each)-Metronidazole ($3)  Zithromax  ($10 each)
 Phenergen(tabs/each)-Promethazine ($2.20)  Lidocaine ($21)
 Phenergen(suppository 50mg each) ($12.74)  Tetanus ($21)
 Other (specify)   Other (specify)

Please Remit Payment To:      

Fed Tax#___________________

Total Amount Billed $

Health Care Provider must attach a copy of the Medical Examination Release
Form (located in the SLED approved protocol kit) to this Protocol Billing
Statement for payment and forward to:

State Office of Victim Assistance
1205 Pendleton Street

Edgar A. Brown Building, Room 401
Columbia, SC  29201
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State of South Carolina 
State Office of Victim Assistance 

Medical Examination Release Form 

In the matter of: 

_______________________________             _______________________________
Patient                                  Name of Health Care Provider 
_______________________________            _______________________________
Social Security Number              Federal Tax Number
_______________________________            _______________________________
Address                                 Address
_______________________________            _______________________________
City                          State                   Zip                           City                                State                Zip 

In accordance with South Carolina Victims and Witnesses Bill of Rights, signed into law on June 22, 1984, I 
hereby voluntarily consent and authorize the South Carolina State Office of Victim Assistance (SOVA) and its 
authorized agents to receive my medical records. I also authorize SOVA to pay such medical expenses 
allowed by law to Health Care Providers for routine medical tests and examinations for evidentiary purposes as 
prescribed by South Carolina Law Enforcement Division (SLED)/South Carolina Hospital Association sexual 
assault protocol kit.  

Dated this ________________ day of ______________________ , 20_____, at 

____________________________________________________________, South Caolina. 

_______________________________________         ___________________________________________ 
Signature of Patient/Guardian/Responsible Adult             Health 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) 

Incident Location (County and State)                                Date of Crime

Health Care Provider must attach a copy of SOVA Sexual Assault Protocol (SAP) Billing Statement 
(located in the SLED approved protocol kit) to this Medical Examination Release Form for payment and 
forward to:   

STATE OFFICE OF VICTIM ASSISTANCE 
1205 Pendleton Street, Rm. 401 
Columbia, South Carolina 29201 

Phone: (803)734-1900 

Rev. June 2008                                                                                                                                                                                  Form PSD003   
                                                                                                                                                                                                           Page 2 of 2 

42



State of South Carolina Vendor Administrator
Comptroller General’s Office
           (9/07)

Substitute W-9 DO NOT send to IRS

Taxpayer Identification Number (TIN) Verification

Print or Type
Please see attachment or reverse for complete instructions

Certification
Under penalties of perjury, I certify that:

1. The number shown on this form is my correct taxpayer identification number, AND
2. I am not subject to backup withholding because (a) I am exempt from backup withholding, or (b) I have

not been notified by the Internal Revenue Service (IRS) that I am subject to backup withholding as a
result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am no longer
subject to backup withholding.

3. I am a U.S. person (including a US resident alien).

Trade Name
If doing business as (DBA) or enter business name of Sole
Proprietorship

Order Address (where orders should be mailed) 
PO Box or Number and Street, City, State, Zip + 4 

Remit Address (where checks should be mailed, if
different from Order Address) PO Box or number and street, 
City, State, Zip + 4 

Entity Designation (check only one) Required

□ Individual / Sole Proprietor

□ Partnership

□ Corporation (includes service corporations)

□ Limited Liability Company – Partnership

□ Limited Liability Company – Corporation

□ Governmental or Tax Exempt Entities
(specify, e.g. 501( c ) ( 3 ), etc.)

Taxpayer Identification Number (TIN)
If you are a sole proprietor and you have an EIN, you may
enter either your SSN or EIN. However, using you EIN may
result in unnecessary notices to the requestor. Required

___ ___ ___ ___ ___ ___ ___ ___ ___

Check Only One Required

□ Social Security Number (SSN)
□ Employer Identification Number (EIN)
□ Individual Taxpayer Identification

Number for U.S. Resident Aliens
(ITIN)

Legal Name
(as entered with IRS) If Sole Proprietorship enter your Last, 
First, MII 

Printed Name Printed Title

DateSignature

Telephone Number

( )
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