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	STATE OF MAINE

MAINE DEPARTMENT OF CORRECTIONS

	LINE OF DUTY DEATH BENEFIT APPLICATION

	The information below is being requested in order for the Commissioner of the Maine Department of Corrections to determine whether a line of duty death benefit may be awarded to one or more persons pursuant to 25 MRSA Sections 1611 & 1612 and Department Policy 3.32, Line of Duty Death Benefit for Corrections Officers & MDOC Law Enforcement Officers.

	PART I.  DECEDENT OFFICER information

	1. Legal name of officer:
	LAST NAME, FIRST NAME, MIDDLE NAME

	2. Date of birth of officer:
	MM.DD.YYYY
	3. Social Security Number of officer:
	###-##-####

	3. Official title of officer:
	TITLE

	4. Date of officer’s death:
	MM.DD.YYYY

	5. Officer’s agency of employment:

	     

	PART iI. survivor information

	1. Is the officer survived by 

	
	1a. A spouse?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	1b. One or more children, whether natural born or unborn child, legally adopted child, or stepchild?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	1c. One or more parents, whether natural or adoptive, mother or father, or stepmother or stepfather (whose parental rights have not been terminated)?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	for each “YES” response indicated ABOVE, please attach a separate sheet of paper with the following information regarding each respective survivor of the officer (if known):

· Full legal name

· Date of birTH
· Mailing address
· telephone number

· E-mail address 

· Social Security Number
· WHETHER THIS APPLICATION is being filed BY oR on behalf of the Named survivor
IF YOU ARE COMPLETING THIS FORM ELECTRONICALLY, YOU MAY PROVIDE THE INFORMATION REQUESTED ABOVE IN THE FOLLOWING FIELD:

	PART III. RELEASE OF RECORDS AND OTHER INFORMATION 

	By signing below, I authorize the Maine Department of Corrections and its employees and agents to access and obtain copies of any and all records or information that may be needed in order for a determination to be made with respect to the claim that is being made for a line of duty death benefit. 

	Signature:
	
	Date:
	MM.DD.YYYY

	Printed/typed name:
	     

	Relationship to decedent officer:
	     


	PART IV. INCIDENT INFORMATION

	1. At the time of the death or the injury or illness that resulted in death, was the officer working during a regular shift or an assigned overtime shift?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	1a. If “NO,” what was the officer’s duty status?
	     

	2. Officer’s employment status when injury occurred:
	 FORMCHECKBOX 
 Full-time

 FORMCHECKBOX 
Part-time
	 FORMCHECKBOX 
 Other:      

	3. Was the death or the injury or illness that resulted in the death of the officer in any way the result of 

	
	3a. the officer’s intentional misconduct or the officer’s intent to cause the injury or illness that resulted in death?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	3b. the officer’s intention to bring about the death (unless the officer died by suicide as a result of events or actions experienced by the officer while in the line of duty)?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	3c. the officer’s being voluntarily under the influence of alcohol, illegal drugs, or abused or misused prescription drugs?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	3d. the officer performing in a grossly negligent manner?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	
	3e. the actions of any person who may be entitled to a line of duty death benefit (i.e., any survivor listed above)? 
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	For each “YES” response ABOVE, please attach a separate sheet of paper with a detailed explanation of the factual basis for providing the “YES” response.

IF YOU ARE COMPLETING THIS FORM ELECTRONICALLY, YOU MAY PROVIDE THE INFORMATION REQUESTED ABOVE IN THE FOLLOWING FIELD:

	     

	4. Please list the name of each agency that investigated the incident that resulted in the death of the officer:

	
	     



	Please attach and forward with this form a copy of any investigation reports regarding the incident (IF AVAILABLE).

	CERTIFICATION

I certify that the information provided in and submitted with this form is correct and complete to the best of my knowledge and belief.  

	Signature:
	
	Date:
	MM.DD.YYYY

	Printed/typed name:
	     

	Relationship to applicant(s) if person completing this form is doing so on behalf of a minor or an adult under guardianship, or is otherwise acting as an applicant’s agent:
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