CLAIM AGAINST THE CITV OF PORTLAND

* for damages 1o persons or property *

S5 A 2022-012132-20 S
il — Recieved-by Risk Ma IRTRMN 27 27’30‘L2732‘¢

A claim must be filed with City of Portinnd Risk Management within 18U days after the occurrence of the incident or event.
Normal business hours: Monday through Friday, R:00am to 5:00pm. Closed on official holidays.
Claims received during regular business hours will be recorded on the date received.
Faxed or emailed claims received alter business hours will he recorded on the next working day.
Please be sure your claim is against the City of Portland, aof unather public entitv,
Where space is tnsufliciens. please use additional paper and idenafv information by section number and ftetter.
Completed forms may be mailed, emailed, Joxed, or hand-delivered to:
Risk Management/Liability, 1120 S.W, 5" Ave, Suile 1040, Poriland, OR 97204-1912, Ph: 503-823-5101,
Fax: 503-823-6120 LizbilityClaims@portlandoregon.gov

1. Claimant (Circles Mr\\ir\ Ms. \1.«)l\l() (.{\ 12 DQ \(}?S; Date of Birth

a. Address "?5! ) NE t LY ‘Q! N, ({Q(_uy Hl”‘)bO‘(U slalcOZ Zip ('IQ"Z

b. Home Phong SU 3\5 \lg- 31 { )‘ Cell Phoncy
c. Occupation “l'ﬁ Y/ 'Tl JV d. Marital Status: Single () Married () Divorced or Widowed ( )

If manied, name of spouse

d. E-mgil address
2. If claim involves a vehicle: a. Ycar, make and model
b. License Plate Number A IO& Driver’s License Numbeé
c. Attime of acciHQm, were you (check all that apply) Owner:

o . Drver

d. Name and address of owner if different from claimant (1. Above)

3. Occurrence or event from which the claim arises: .
a Date Jan (4% 2022 Time 8 ; Circle AM /(g\/d
b. Place (exact and specific location) _A0+" < Meldn omdn 10 IPCIl’kL_mi-

c. Specify the particular occurrence, event, act, or omission by the City that you believe caused the injury or
damage (use additional paper if necessary): L T turped 9040 mliagmah ang my tralor
Wt ths ot hole  cawsing (T 40 be (MNSatfe and iliesg! ty Arive _due
o the wrc/ ggfhv\; ]g.uw}' ant 04311 Hha e o /mau (0 My Fraler,

d. State how the City of Portland or its employees were at fault: I W/AS uncler 4
et <7y _ronds_ il susppst fu e puued and upKept Alsy Frée

Trom Jma holes  ike m e E /u

e. Were youon thJOb at the time of the accident?  Yes )( No ﬁa J
Redlby&s ByhRIsk mgﬁgé%ﬁ{&hwmﬁof cmployel T em __/_QJ ntract




Description: Describe :iﬁ%]Hﬁyeﬂaﬁé.%‘%NL%I??&%’R%%%’QV%QRA the time of this claim.
Tadoe hre to Pxel arl peak oud of placey Undriyabie . tnd needed Ea7

e 1O vork. - a
*Weare vequired (o xeport all claims lor injuries to Medicare/Medicaid Services®

IT you were injured please provide the following: Suocial Security 1

Medicare Medicaid Beneficiary? Yes No
Give the name(s) of the City ecmployee(s) and/or City Bureau cansing the damage or injury

Name and address of any vther personinjured

Name and address of the owner of any damaged property if different from claimant

Damages claimed:

S
Sl A
S

a. Amount claimed as of this date:

b. Estimated amount of future costs:

c. Total amount claimed:
d. Basis for computation of amounts claimed (include copics of all bills, invoices, estimates, etc.): -

trailur ”‘h,‘ Fshmate rp,fau.dp,!,

Names, addresses / phone ##s of all witnesses

Blox Alexy  (503) $09 2790

Any additional information that might be helpful in considering vour claim

WARNING: IT IS A CRIMINAL OFFENSE TO FILE A FALSE CLAIM! (ORS 162.085)

[ have carefully read the statements made in this claim, including any altached sheets, and 1 know them to be true ol my own

except as to those matters stated upon information or beliel and to such matters 1 believe the same to be true. |
aim are made to a public servant of the City of Portland, and

knowledge, rmat
understand and acknowledge that all statements made in this ¢l :
that the statements are in connection with an application for a benelit from the City ol Portland.

Date:

== )
DY Nolun _ DolsfF
= : Print Name

~Tlaimant’s Signaturc

Recieved by Risk Management 04/01/2022

CAnnCNER AT TIARILITY 1 AM form








