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VICTIM SERVICES NETWORK




Victim Services Network Member Application


Agency Name:
_____________________________________________________

Director:

_____________________________________________________
Agency Address:
_____________________________________________________




_____________________________________________________




_____________________________________________________

Agency Email/Website:
________________________________________________

Agency Phone:
____________________
Agency Fax:
_____________________

Agency is:
(  Non-Profit
       (  Government-Based        ( Private/For-Profit 

Other: ________________________________________

Agency Mission Statement:

Please describe what your agency does:


How does your agency demonstrate collaboration with the network of victim services?

Along with this application please send in:

· Three reference letters from agencies/programs your agency/program collaborates within the Victim Services Network

Please mail, fax, or email application to:

Victim Services Network

201 West Colfax, Dept. 801
Denver, CO 80202
Fax:  720-913-9229
E-mail: mta@denverda.org
Victim Services Network Parameters for Members:





Agency mission or specific program includes services to victims of crime or a desire to learn more about issues of victimization.


2.	Agency provides services within the City and County of Denver.


3.	Agency demonstrates collaboration and participation with Victim Services Network.
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