
RESTITUTION INFORMATION FORM 
 

VICTIM  PROBATION 
OFFICER:  

ADDRESS  RE:  DOB:  

CITY/STATE/ZIP      

      

      

    Request mediation services to assist with restitution compensation decision. 
 
Please itemize actual financial loss such as un-recovered/damaged property or medical bills. 
Do not include information relating to compensation for pain and suffering or lost work time. 
If you have written estimates or bills, please photocopy and attach.  If additional space is 
needed, the back of this form or an additional sheet may be used.  A self-addressed envelope 
is enclosed for your convenience in returning this form. Please make any corrections to your 
mailing address as necessary. 
 

PROPERTY DESCRIPTION AMOUNT OF RESTITUTION 

1.  $  

2.  $  

3.  $  

4.  $  

5.  $  

 TOTAL  $  

 
MINUS AMOUNT RECEIVED FROM INSURANCE 

COMPANY  $  

 TOTAL RESTITUTION REQUESTED  $  

INSURANCE COMPANY  POLICY #  

AGENT’S NAME/ADDRESS/PHONE #  

  

  
 
     

SIGNATURE OF PERSON COMPLETING THIS FORM DATE  HOME PHONE 
     

    WORK PHONE 
 



 


