	FA-260-FF (1-05)
	ARIZONA DEPARTMENT OF ECONOMIC SECURITY

Family Assistance Administration
	


CLAIM OF SEXUAL ASSAULT
	CASE NAME (Last, First, M.I.)
     
	AZTECS NO.

     

	ADDRESS (No., Street, City, State, ZIP)
     
	PHONE NO.

(     )      

	SITE CODE

     
	EI’S NAME

     
	EI’S PHONE NO.

(     )      


I hereby state that my child(ren) was conceived as the result of sexual assault or incest.  I understand that my claim will be referred to the Office of Special Investigations (OSI).  I authorize the Department of Economic Security to investigate all allegations of sexual assault and incest by contacting any source necessary to establish my eligibility for assistance.

	VICTIM’S NAME (Last, First, M.I.)
     
	SOC. SEC. NO.

     
	DATE OF BIRTH

     

	NAME OF CHILD CONCEIVED AS A RESULT OF SEXUAL ASSAULT (Last, First, M.I.)
     
	SOC. SEC. NO.

     
	DATE OF BIRTH

     

	NAME OF CHILD CONCEIVED AS A RESULT OF SEXUAL ASSAULT (Last, First, M.I.)
     
	SOC. SEC. NO.

     
	DATE OF BIRTH

     

	NAME OF CHILD CONCEIVED AS A RESULT OF SEXUAL ASSAULT (Last, First, M.I.)
     
	SOC. SEC. NO.

     
	DATE OF BIRTH

     

	KNOWN INFORMATION ON ALLEGED OFFENDER(S)

	NAME (Last, First, M.I.)
     
	SOC. SEC. NO.

     
	DATE OF BIRTH

     

	ADDRESS (No., Street, City, State, ZIP)
     
	PHONE NO.

(     )      

	NAME (Last, First, M.I.)
     
	SOC. SEC. NO.

     
	DATE OF BIRTH

     

	ADDRESS (No., Street, City, State, ZIP)
     
	PHONE NO.

(     )      

	Please give approximate dates/description of alleged sexual assault or incest.

     


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Has there been previous contact with the police in regard to this matter?  Provide supporting documentation, if 
available.

	I certify that the information given above is true and correct to the best of my knowledge.

	CLIENT’S SIGNATURE
	DATE

     

	FOR AGENCY USE ONLY

	WORKER’S NAME

     
	SITE CODE

     
	PHONE NO.

(     )      
	DATE REFERRED TO OSI

     


Equal Opportunity Employer/Program  Under the Americans with Disabilities Act (ADA), the Department must make a reasonable accommodation to allow a person with a disability to take part in a program, service, or activity.  For example, this means that if necessary, the Department must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials.  It also means that the Department will take any other reasonable action that allows you to take part in and understand a program or activity, including making reasonable changes to an activity.  If you believe that you will not be able to understand or take part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible.  This document is available in alternative formats by contacting your local office manager.
FA-260-FF (1-05) – REVERSE
Completion Instructions for FA-260-FF
CLAIM OF SEXUAL ASSAULT
A.
Purpose.


To provide a method for the parent or non-parent relative to provide a statement that the child was conceived as a 
result of sexual abuse or incest.

B.
Completion.


To be completed by the client and signed by the Eligibility Worker (EI).

C.
Routing.


Original to be filed in case record, copy to OSI, and copy to the client.
D.
Retention.


To be retained in the permanent section of the case record until the record is destroyed.

