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Sexual Assault Nurse Examiner (SANE) / Forensic Nurse Examiner (FNE)
Pediatric Sexual Assault Report
September 12, 2013

This documentation form was developed by members of the Wisconsin Chapter of the International
Association of Forensic Nurses (WI-IAFN). This form is recommended for the documentation of the care of the
prepubertal victim of sexual assault. It is not intended to include all that may be needed for an
individual patient and not all that is included in this form will be appropriate for every patient. The
purpose of this form is to provide direction for SANE/FNE in documentation of the care provided to the
prepubertal  sexual assault patient. This form represents what should be included in every
documentation form but does not preclude the addition of what a particular SANE/FNE Program might
consider necessary for their program.

The forensic interview of the child is investigative, performed to gather facts regarding suspicions, allegations or specific incidents.  Forensic interviewing is conducted only by those specifically trained in the forensic interviewing of children.  Forensic interviewing is NOT included in the education of the pediatric SANE/FNE. Whenever possible follow community protocol regarding the timing of the forensic interview and SANE/FNE exam.  Consider obtaining minimal facts from the child at the time of the acute SANE/FNE exam and referring to the Child Advocacy Center for a forensic interview.  Interviewing of the parent/guardian or other adult who accompanies the child should not be performed in front of the child. 
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Name______________________________________________________________ Time of arrival________________________
[bookmark: Check1]|_| Caucasian  |_| African-American |_| Hispanic |_|  Other  ______________________________________________________
SANE/Forensic Nurse Examiner (FNE)___________________________________________________ Time of arrival________
Referral source___________________________________________________________________________________________
Law Enforcement Agency_________________________ Officer’s name____________________Case number______________
Sexual Assault Victim Advocate______________________________________________________________________________
Child Protective Services ____________________________________ Name _________________________________________
Parent/Family/Friend present_________________________________________________________________________________
Who brought child in: _______________________________________  Relationship: ___________________________________
Mother’s name_______________________________________________________________  Phone number: ____/____/______
Father’s name________________________________________________________________  Phone number: ____/____/______
Patient’s primary residence__________________________________________________________________________________
Patient’s primary language______________________________ Translator___________________________________________


HEALTH HISTORY
Vital signs: B/P____________P__________R__________T__________
                   Pain__________Pain Scale____________Intervention(s)________________________________________________

Height __________ Weight_________ Primary physician___________________________  Clinic ________________________
[bookmark: Check3][bookmark: Check4][bookmark: Check5]Allergies___________________________________________________________ Latex allergy   |_| Yes    |_| No  |_| Unknown
Present/recent medications__________________________________________________________________________________
Current & ongoing medical concerns__________________________________________________________________________
________________________________________________________________________________________________________
[bookmark: Check152][bookmark: Check153]Constipation	|_| YES	|_| NO  Comments___________________________________________________________________
Toilet trained	|_| YES	|_| NO  Comments___________________________________________________________________
Bed wetting	|_| YES	|_| NO  Comments___________________________________________________________________
Bubble baths	|_| YES	|_| NO  Comments___________________________________________________________________
Diarrhea		|_| YES	|_| NO  Comments___________________________________________________________________
Recent UTI	|_| YES	|_| NO  Comments___________________________________________________________________
General hygiene___________________________________________________________________________________________
Surgical history________________________________________________________________________________________
[bookmark: Check154][bookmark: Check155][bookmark: Check156]Immunizations up to date	|_| YES	|_| NO	Hepatitis B Series  |_| YES  |_| NO |_| Unknown  Last tetanus_________________
[bookmark: Check9][bookmark: Check10]Physical disability:     	|_| YES	|_| NO     Describe____________________________________________________________
[bookmark: Check11][bookmark: Check12]Cognitive disability:     	|_| YES	|_| NO     Describe____________________________________________________________
Prior sexual abuse	|_| YES	|_| NO     Reported |_| YES  |_| NO     Agency ___________________Date: ____/____/____
                                                                                                                                                                                                                                                                      mn       day         yr
Prior physical abuse	|_| YES	|_| NO     Reported |_| YES  |_| NO     Agency ___________________Date: ____/____/____
                                                                                                                                                                                                                                                                      mn       day         yr
Prior emotional abuse	|_| YES	|_| NO     Reported |_| YES  |_| NO     Agency ____________________Date: ____/____/___
                                                                                                                                                                                                                                                                      mn       day         yr

SANE / FNE Signature_________________________________
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Previous SANE exam	|_| YES	|_| NO            Where ________________________________________Date: ____/____/____
                                                                                                                                                                                                                                                                      mn       day         yr
Recent behavioral/emotional changes |_| YES  |_| NO    Describe ___________________________________________________
________________________________________________________________________________________________________
Prior events which could affect exam physical findings:
[bookmark: Check28][bookmark: Check29]	Genital/Anal injuries     	|_| YES    |_| NO     Describe___________________________________________________
[bookmark: Check30][bookmark: Check31]	Diagnostic procedures   	|_| YES    |_| NO     Describe___________________________________________________
[bookmark: Check32][bookmark: Check33]	Medical treatments       	|_| YES    |_| NO     Describe___________________________________________________
[bookmark: Check34][bookmark: Check35]	Surgeries                        	|_| YES    |_| NO     Describe___________________________________________________

HISTORY OF ASSAULT
Forensic interview |_| YES    |_| NO     When/Where_____________________________________________________________
Person providing history________________________________ Relationship ________________________________________

Date/Time of assault ____/____/____     ______               |_| Multiple incidents over time
                                    mn         day         year                   Time
Location/Address of assault_________________________________________________________________________________

Physical surroundings _____________________________________________________________________________________
Assailant(s) (name/age/ethnicity/distinguishing characteristics) _____________________________________________________
_____________________________________________________________________________________________
[bookmark: Check50][bookmark: Check51][bookmark: Check52][bookmark: Check53][bookmark: Check54]Assailant(s)          |_| Family         |_| Friend         |_| Acquaintance         |_| Stranger        |_| Unknown
HIV risk assessment:  Is assailant(s)
[bookmark: Check55][bookmark: Check56][bookmark: Check59][bookmark: Check60]|_| Gay   |_| Bisexual    |_| IV drug user   |_| HIV positive   |_| From endemic area    |_| Prostitute    |_| Unknown 
[bookmark: Check42][bookmark: Check43][bookmark: Check44][bookmark: Check45]Loss of memory     |_| YES    |_| NO   |_| Unknown                Lapse of consciousness    |_| YES    |_| NO   |_| Unknown
[bookmark: Check159][bookmark: Check160][bookmark: Check161]Drug Facilitated Sexual Assault (DFSA) suspected |_| YES   |_| NO   If yes, obtain specimen(s) for toxicology   |_| Not indicated
Type/amount of alcohol/drugs consumed________________________________________________________________
When consumed___________________________________________________________________________________
Physical injuries, pain and /or bleeding following assault__________________________________________________________
________________________________________________________________________________________________________
Patient’s name for female genitalia______________male genitalia_______________breasts______________anus____________
Were pictures/videotapes taken |_| or shown |_|?   |_| NO   |_| Unknown?   If yes, describe______________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


 SANE / FNE Signature_________________________________
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What happened during assault________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ SANE / FNE Signature_________________________________
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METHODS USED BY ASSAILANT FOR CONTROL
                         Details Described
[bookmark: Check61][bookmark: Check62][bookmark: Check63]Mere presence (Coercion, 		|_| YES	|_| NO	|_| Unknown__________________________________________________
       Intimidation, Grooming)
[bookmark: Check94][bookmark: Check95][bookmark: Check96]Threat of harm 			|_| YES	|_| NO	|_| Unknown _________________________________________________
What was the threat________________________________________________________________________________
	To whom or what__________________________________________________________________________________
[bookmark: Check64][bookmark: Check65][bookmark: Check66]Grasping/Holding/Grabbing  	|_| YES	|_| NO	|_| Unknown__________________________________________________
[bookmark: Check67][bookmark: Check68][bookmark: Check69]Body as restraint			|_| YES	|_| NO	|_| Unknown__________________________________________________
[bookmark: Check70][bookmark: Check71][bookmark: Check72]Use of ligature (where used)	|_| YES	|_| NO	|_| Unknown__________________________________________________
[bookmark: Check73][bookmark: Check74][bookmark: Check75]Presence of weapon (what kind)	|_| YES	|_| NO	|_| Unknown__________________________________________________
[bookmark: Check76][bookmark: Check77][bookmark: Check78]Weapon inflicted injuries		|_| YES	|_| NO	|_| Unknown__________________________________________________
Physical Blows
[bookmark: Check79][bookmark: Check80][bookmark: Check81]	Hands			|_| YES	|_| NO	|_| Unknown _________________________________________________
[bookmark: Check82][bookmark: Check83][bookmark: Check84]	Feet			|_| YES	|_| NO	|_| Unknown _________________________________________________
[bookmark: Check88][bookmark: Check89][bookmark: Check90]Strangulation			|_| YES	|_| NO	|_| Unknown _________________________________________________
(If yes, use Strangulation Documentation Form) 
[bookmark: Check85][bookmark: Check86][bookmark: Check87]Bites (where bitten)		|_| YES	|_| NO	|_| Unknown _________________________________________________
[bookmark: Check91][bookmark: Check92][bookmark: Check93]Burns				|_| YES	|_| NO	|_| Unknown _________________________________________________
Other methods of control used_______________________________________________________________________________
[bookmark: Check97][bookmark: Check98][bookmark: Check99]Injury to assailant 		|_| YES	|_| NO	|_| Unknown _________________________________________________

ORAL CONTACT
[bookmark: Check100][bookmark: Check101][bookmark: Check102][bookmark: Check103]Did assailant kiss patient?		|_| YES	|_| NO   |_| Attempted 	|_| Unknown   Location ___________________________
[bookmark: Check104][bookmark: Check105][bookmark: Check106][bookmark: Check107]Did assailant lick patient?		|_| YES	|_| NO   |_| Attempted 	|_| Unknown   Location ___________________________
[bookmark: Check108][bookmark: Check109][bookmark: Check110][bookmark: Check111]Did assailant bite patient?		|_| YES	|_| NO   |_| Attempted 	|_| Unknown   Location ___________________________
Did assailant’s mouth contact patient’s genitals?	|_| YES	|_| NO    |_| Attempted    |_| Unknown
Did patient’s mouth contact assailant’s genitals?	|_| YES	|_| NO    |_| Attempted    |_| Unknown
Did assailant’s mouth contact patient’s anus?	|_| YES	|_| NO    |_| Attempted    |_| Unknown
Did patient’s mouth contact assailant’s anus?	|_| YES	|_| NO    |_| Attempted    |_| Unknown
Other ___________________________________________________________________________________________________
________________________________________________________________________________________________________
Fondling:  |_| YES   If yes, location_____________________________     |_| NO  |_| Attempted  |_| Unknown
________________________________________________________________________________________________________
SANE / FNE Signature_________________________________
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GENITAL CONTACT
Did assailant’s penis contact patient’s external genitals?	|_| YES     |_| NO  |_| Attempted  |_| Unknown   
Did assailant’s penis enter patient’s vagina?			|_| YES     |_| NO  |_| Attempted  |_| Unknown  
Did assailant’s fingers contact patient’s external genitals?	|_| YES     |_| NO  |_| Attempted  |_| Unknown
Did assailant’s fingers enter patient’s vagina?		|_| YES     |_| NO  |_| Attempted  |_| Unknown
Did a foreign object contact patient’s external genitals?	|_| YES     |_| NO  |_| Attempted  |_| Unknown   
Did a foreign object enter patient’s vagina?			|_| YES     |_| NO  |_| Attempted  |_| Unknown   
	Describe object____________________________________________________________________________________
Did assailant have patient touch assailant’s  genitals?		|_| YES     |_| NO  |_| Attempted  |_| Unknown  
Other__________________________________________________________________________________________________________________________________________________________________________________________________________

ANAL CONTACT
Did assailant’s penis contact patient’s anus?			|_| YES     |_| NO  |_| Attempted  |_| Unknown
Did assailant’s penis enter patient’s anus?			|_| YES     |_| NO  |_| Attempted  |_| Unknown
Did assailant’s fingers contact patient’s anus?		|_| YES     |_| NO  |_| Attempted  |_| Unknown
Did assailant’s fingers enter patient’s anus?			|_| YES     |_| NO  |_| Attempted  |_| Unknown
Did a foreign object contact patient’s anus?			|_| YES     |_| NO  |_| Attempted  |_| Unknown
Did a foreign object enter patient’s anus?			|_| YES     |_| NO  |_| Attempted  |_| Unknown
	Describe object____________________________________________________________________________________
Did assailant have patient touch assailant’s anus?		|_| YES     |_| NO  |_| Attempted  |_| Unknown
Other ___________________________________________________________________________________________________ ________________________________________________________________________________________________________
Did assailant wear a condom?				|_| YES     |_| NO  |_| Unknown
Was jelly, foam, lubricant used?				|_| YES     |_| NO  |_| Unknown
	If yes, describe substance and location__________________________________________________________________
Did assailant ejaculate?					|_| YES     |_| NO  |_| Unknown
	If yes, where? _____________________________________________________________________________________
Injury to assailant?					|_| YES     |_| NO  |_| Unknown
              If yes, describe____________________________________________________________________________________
Position(s) of patient during assault___________________________________________________________________________
_____________________________________________________________________________________________|_| Unknown
Additional Information _____________________________________________________________________________________
________________________________________________________________________________________________________
SANE / FNE Signature_________________________________
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POST-ASSAULT ACTIVITY
[bookmark: Check112][bookmark: Check113]Voided			|_| YES	       |_| NO 		Vomited			|_| YES	       |_| NO
Defecated		|_| YES	       |_| NO		Genital wipe/Wash	|_| YES	       |_| NO									Changed clothing		|_| YES	       |_| NO
	Bath/Shower		|_| YES	       |_| NO		Location of clothing worn during/after assault
	Drank fluids		|_| YES	       |_| NO		_____________________________________________
	Oral gargle/Swish	|_| YES	       |_| NO		Missing clothing		|_| YES	       |_| NO
	Brushed teeth		|_| YES	       |_| NO		If yes, what___________________________________

PHYSICAL ASSESSMENT
Sexual Maturation Rating:    |_| Stage 1   |_| Stage 2  |_| Stage 3  |_| Stage 4  |_| Stage 5
Exam method:  |_| Direct visualization  |_| Colposcope  |_| Other magnification
Exam positions/methods:          Separation         Traction        
           Supine                                  |_|                    |_|                   
           Prone / Knee Chest              |_|                     |_|                   
           Lateral decubitus                 |_|                     |_|                   

	
	No Injury Noted
	Injury/Variant (Describe or See Body Map)

	Not Done


	Head
	
	
	

	Face
	
	
	

	Mouth
	
	
	

	Neck
	
	
	

	Chest/Breasts
	
	
	

	Right arm
	
	
	

	Left arm
	
	
	

	Abdomen
	
	
	

	Hip/Pelvis
	
	
	

	Back
	
	
	

	Buttocks
	
	
	

	Right leg
	
	
	

	Left leg
	
	
	


                                          

SANE / FNE Signature_________________________________
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FEMALE GENITAL ASSESSMENT 
	
	No Injury Noted
	Injury/Variant (Describe or See Body Map)

	Not Done 

	Inner thighs
	
	
	

	Mons
	
	
	

	Labia majora
	
	
	

	Clitoral hood
	
	
	

	Clitoris
	
	
	

	Periurethral tissue
	
	
	

	Urethral meatus
	
	
	

	Labia minora
	
	
	

	Perihymenal tissue
	
	
	

	Posterior fourchette
	
	
	

	Hymen
	
	Annular |_|    Crescentic  |_|     Other_____________
Hymenal estrogenation:  Yes |_|  Partial |_|   No |_|
	

	Vaginal vault
	
	
	

	Perianal
	
	
	

	Anus
	
	
	


                    
MALE GENITAL ASSESSMENT
	
	No Injury Noted
	Injury/Variant (Describe or See Body Map)

	Not Done

	Inner thighs
	
	
	

	Penis
 
	
	|_| Circumcised

 |_| Uncircumcised
	

	Urethral meatus
	
	
	

	Scrotum
	
	
	

	Perianal
	
	
	

	Anus
	
	
	





SANE / FNE Signature_________________________________
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Photographs taken by SANE / FNE:	  
[bookmark: Check120][bookmark: Check121]   Colposcope  |_| YES    |_| NO     If yes, complete log
   Camera         |_| YES    |_| NO     If yes, complete log 

Medical specimens:      
[bookmark: Check122][bookmark: Check123][bookmark: Check124][bookmark: Check125][bookmark: Check162]   Pregnancy test:   |_| YES   |_| NO   Type: |_| Urine  |_| Serum  |_| Pregnancy test not indicated
[bookmark: Check126][bookmark: Check127]                               Results:    |_| Positive    |_| Negative  
[bookmark: Check129][bookmark: Check130][bookmark: Check131][bookmark: Check151][bookmark: Check132][bookmark: Check163]   STD testing:   |_| Gonorrhea    |_| Chlamydia   |_| Wet Prep   |_| Syphilis   |_| HIV  |_| Not indicated
   Microscopic / presence of sperm:  |_| YES |_| NO   Type: Urine |_| Wet Prep  |_|     |_| Not indicated        
                                            Results:____________________________________________________________________                                                             
    Other (List):  _________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________		
Behaviors observed during exam:
[bookmark: Check133][bookmark: Check134][bookmark: Check135][bookmark: Check136]	|_| Fidgeting         	|_| Restless 		|_| Withdrawn    		|_| Lack of eye contact
[bookmark: Check137][bookmark: Check138][bookmark: Check139][bookmark: Check140]|_| Loud     		|_| Quiet     		|_| Staring     		|_| Sobbing     
[bookmark: Check141][bookmark: Check142][bookmark: Check143][bookmark: Check144]|_| Tearful	 	|_| Trembling		|_| Tense		|_| Yelling
|_| Responded only when asked questions          	|_|Responded in 1 – 2 word sentences
|_| Responded in full sentences			|_|Talked and cried at the same time
|_| Other(describe)_________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Statements made during exam/additional information: ____________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________
[bookmark: Check146][bookmark: Check147]Referred to ED staff for evaluation		|_| YES    |_| NO        Report given to: ____________________________________
Reason:   ________________________________________________________________________________________________
________________________________________________________________________________________________________
______________________________________________________________________________________________
SANE / FNE Signature_________________________________
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SANE/FNE Program Evidence Collection Sheet
Name of Examiner: __________________________________ Date/Time of Collection: _______________________________
Exam Room #________ Name(s) of person(s) present during exam: ________________________________________________
                                                                                                             ________________________________________________
	WI Crime Lab Sexual Assault Evidence Collection Kit
	Collected
	Not Collected, Why

	Sexual Assault Report Form
	
	

	Optional Toxicology – Blood
· 10mL gray top tube within 24 hrs of ingestion
	
	

	Optional Toxicology – Urine
· 10mL gray top tube within 4 days of ingestion
	
	

	Oral Swabs & Smear & Floss
	
	

	Buccal Cell Standard (DNA)
	
	

	Fingernail Evidence – scraping/swabbing
	
	

	Clothing
· List pieces of clothing collected 
· Note anything unusual about clothing
· Note location on clothing of possible evidence
· Collect sheet over which patient undressed 

	
	

	Debris

	
	

	Dried Secretions
· Note location where swab(s) obtained

	
	

	Pubic Hair Combing 
	
	

	Pubic Hair Standards
	
	

	Vaginal Swabs & Smear
	
	

	Rectal Swabs & Smear
	
	

	Other evidence obtained



	
	


           Star (*) item(s) most likely to contain forensic evidence
Date/Time when evidence collection completed: ____/____/____      _______
					            mn       day         yr                  time
Date/Time when evidence given to law enforcement: ____/____/____      _______
					                       mn       day         yr                 time
Items which require further drying: ___________________________________________________________________________
Officer’s Name (printed): _______________________________________ Signature: ___________________________________
Badge #______________ Law Enforcement Agency: _________________________________ Case #______________________



SANE / FNE Signature_________________________________
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Pediatric Anatomical Front View 			                                           (Pt. Sticker)
Description of injuries to include size, color, shape 
and how sustained. Note areas of c/o pain.



		









								


































                                                  SANE/FNE Signature:_________________________
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Pediatric Anatomical Sheet - Back View				               	(Pt. Sticker)
Description of injuries to include size, color, shape 
and how sustained. Note areas of c/o pain.






			SANE/FNE Signature ______________________________


						




































                                           SANE/FNE Signature: ____________________________
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Pediatric Female Anatomical Sheet - Genital				                    (Pt. Sticker)
Description of injuries to include size, color, shape 
and how sustained. Note areas of c/o pain.  
Use diagram that best illustrates the findings. 


 















 (
Knee-Chest
)				
                                                                             






          Supine

















                                           SANE/FNE Signature: ____________________________
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Pediatric Male Anatomical Sheet - Genital					(Pt. Sticker)
Description of injuries to include size, color, shape 
and how sustained. Note areas of c/o pain.












                                          

                                            SANE/FNE Signature: ___________________________
				


WI-IAFN PEDIATRIC
SEXUAL ASSAULT FORM
											(Pt. Sticker)
		

Discharge Summary / Instructions
During your visit we have discussed the following concerns:

Pregnancy
Your child was tested for pregnancy:  Yes ___     No ___  The pregnancy test result was:  Positive ___ Negative ___ Testing not indicated ____
You were given verbal and written information about emergency contraception.  Parent/Legal Guardian Signature:________________________
Your child was given __________________as emergency contraception to prevent pregnancy.
You have decided that your child not receive emergency contraceptive at this time.  Parent/Legal Guardian Signature: _____________________


Sexually Transmitted Infections
Your child was tested for sexually transmitted infections:  Yes____  No____
Your child was tested for the following sexually transmitted infections:
	Gonorrhea  ____		Chlamydia    ____		Trichomoniasis   ____	
	HIV  	   ____		Syphillis 	      ____		Other                  ____			
Your child received ________________________________ as treatment to prevent Gonorrhea.
Your child received ________________________________ as treatment to prevent Chlamydia.
Your child received ________________________________ as treatment for __________________________.
Your child received ________________________________ as treatment for __________________________.
Your healthcare provider may provide treatment at the time of follow-up if results to tests for STIs done today are positive and if treatment was not given today.
You have decided that your child not receive preventive treatment for STIs at this time.  Parent/Legal Guardian Signature: _________________

HIV Risk Assessment
We have discussed with you the potential risk factors for exposure to HIV from the assault.  
_____Your child’s exposure was not considered to be high risk.  We recommend that you have a baseline HIV test done within two weeks. 
_____Your child’s exposure was considered to be high risk.  Referral made to: __________________________________________________
                            **Medications which may prevent HIV MUST be started within 72 hours of the assault.**
 
Evidence Collection
___ While your child was here, evidence was collected and given to law enforcement officers to become part of the legal record.  It may take bruises hours or days to be seen.  If you see new bruises, please contact law enforcement or the SANE Program to arrange for documentation / pictures to be taken of any bruises that appear after your child’s exam today.
___While your child was here, evidence was not collected for the Crime Lab.


Safety
Discharged to : __________________________________________________ Time: _______________________ 


Follow-up Phone Call
I will call you in _______ days to give you your child’s test results and see how your child is doing.  If you need to speak with me before that time, please call and leave a message at _____________________ and I will call you back.
Phone numbers:   Home _______________________Work _______________________	Other _______________________
Best time to call:  Daytime _________	Evening __________ Is it okay to leave a message?   Yes____   No____

Counseling
You have been given a folder containing information about the care provided today, community resources that are available to assist you and important issues related to your child’s recovery.  In addition, if you would like to talk with a Sexual Assault Crisis Advocate, call ______________________.  

Medical Follow-up
It is extremely important to seek follow-up care with your child’s healthcare provider.  
Please call and make an appointment to be seen in ___________ days.
**Important Note**
When your child sees your healthcare provider for follow-up we recommend you discuss the need for further or repeat testing for pregnancy and sexually transmitted infections.  If your child has not received the Hepatitis B vaccine series, it is recommended you also discuss the initiation/completion of this series with your follow-up healthcare provider.  


__________________________________________________	___________________________________________________________
SANE/FNE	     	  		   Date/Time	Parent/Legal Guardian 				    Date/Time
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