1 CENTRAL SANJOAQUIN VALLEY. N AEM RM
'- - RISK MANAGEMENT AUTHORITY

(P%ease Type Or Print) JAN 2 8 ng
CLAIM AGAINST (D A/ZL ¢ O 'f@ '{/f” MOO/Q—E':CIW CLERK'S OFFICE
TLoHPT LT (Name of Entity)

Claimant's Name LI‘ o A‘ : @ ex\jomte z
Claimant’s Date of Bitth ___ 9.7 / / ';L" / /9@0 Telephone # (LS5 7__) _,
Cottronweod L. kemooke CA 432445

Claimant’s Address

Agﬁdress where Notices about Claim are fo be seni, if different from above:

Date of |®A¢ci&émﬁ\rrést / // 0 // @) C} ]

Date injuries, Damages or Losses were discovered: Z / 7 / 1) Q

. Losation of incident/ Accident/Arrest: TG m M,M LANE (L’) VEVOHT“OV} q‘h‘e_ CHL‘-I DOC\ JDG‘#—/( Ga?‘e_)

What dnd Enmy ot Empieyee do 1o cause this Loss, Damag@ or Injury?
/ el ' ﬁd..d.f«;ﬁ as ) Droge: overitscth my front +ire.
The Cwev lifted piy Cav. slghtly as . '+ rolled underneats,. /Zflu Cari's

a /‘?f}"b’ WK Fopd Probe. JAenny 12iscolt . MI@@M!{)«Q&" He/aed wie

{Use Back of this Form or Sepatater Shea{ it naces.sary ta answaer this Question in 6e!a}| ]
V@P ace e Colear Svep Ane MHole rr Lo read.

What are the Names of the Entity’s Employees who caused this Injury, Damage or Loss (if known)?

What specaflc tn;uraes Damages or Losses did Claimant receive? DOWLCLG@ +o Yo vear S&P@M \['I\UY\
Kr My (0D T have. HWMM an esHmate 415 \le s &La}emm“i
{Use back of this form or separiaie sheetif necessary o answer this QUBSﬂDf! in detail.}

hat amount of money is ciaimant seeking, or if amount is in excess of $10,000, which is the appropriate court of | urisdlction Note: if
Superior-and Municipal Courts are consolidated, you must represent whether it is a “limited civil case” [see Government Code 910{f)]

I 156 T

{Use back of this form or separtate sheet if necessary to answer 1his questaon in detall ) » )

How was this amount calculated (please itemize)? ___j /, ?* 06. 44 f"-viIOaJV S éi/? 00 . ;(’ 857/777405

‘ / v {Use back of this form of separtate sheet  necessary to answer this quastion In detail.)
Date Signed: // / (5// o} Signature: %ﬂ er Q) p WW\

1 signed by ﬂepresema!we

Representatwe s Name

Address _..

Telephone #

Relationship to Claimant

1/03 Revision



