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CLAIM AGAINST THE CITY OF PORTLAND

* for damages {0 persons or property *
2022-011844-20

71 iebility. 1 .2 29, £ g
Risk Management/Lishility 503-823-6120 LiabilityC

F;.t:
Clsimant (Circle: Mr. Mrs. Ms. Miss) fMisS . A@U‘ .AQ\"MDuofm
5439 SE 39 AvE  ciyrhomd  swedR 7972006

b. Home Phone£54t]650 1343 Business Telephone Cell Phone (5411650 - 1343
. Ocoupation =1 I Srodent d. Marital Status: Single () Married () Divorced or Widowed ()

If married, name of spouse

¢ emaitoseress [

2. If claim involves a vehicle: a. Year, make and model QOOQ Hﬂﬂdﬁ ‘A'(!GOYV{

b. License Plate Number | MMMMIN_Driver's License Number [N Stxte OR
¢. Attme of accident, were you (check all that apply) Owner: X Driver X Passenger _ N/A__
d. Name and address of owner if different from claimant (1.Above)__

3. Occurrence or event from which the claim arises:

« Due_\=\&5-22 e © 136 Circle AM/ @)
®. Place (exact and specific location) _S%t\é SL‘,L\,\. l \e a

Specify the particular occurrence, event, act, or omiss; on by the City that you believe caused the injury or

damage (use additional Paper if necessary): O\ mur&&i_ﬁ_‘-@————g———— gt T b
{ ¥

%*kvle, L- T inthes dcep-i_ksx&___r
W‘# jDYUW‘W& \QQQ,L:‘NT. This pofhdc%s;

A \ <

rland or itS employees were at fault: (D ik on fhe i
, b lmlwhwrkngmdbhmc Ay Qe {»ou.:coo o Sth
A ‘ S o oy mb Wee Lill . T srolaced twe hves, Lo
¢ Were you on the job at the time o‘f t‘he accident? Yes No X‘
If yes, what is the name / phone number of employer _Wné fhe hye &&L&—MM
pothole paid Loy
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4 Description: Describe the injury, property damage or 1055 50 far as is known at the time of this claim.
ook Ctank Ve aomerly (Vined,

"JL £ e ' el

2 2. O NOLAED PVYOIOS . A an _Sevd v 8)s075) A# lw ‘Slf\bﬁd_fl
*We equired to repor laims for iniuries 10 Medicare/Medicaid Services* M\ei2r been lef
5. YE AL L5 : : .
Ifyouwercinjured please provide the following: Social Security #: Yo :
Medicare/Medicaid Beneficiary? Yes No o

6. Give the name(s) of the City employee(s) and/or City Bureau ﬂuhg the damage or injury
eever Yore vp e

7. Name and address of any other personinjured H Z 10 & le < (
Tronk  (Towk Ve .

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

9. Damages claimed:

a. Amount claimed as of this date: $ ‘.ﬂql . qg
b. Estimated amount of future costs:

$
. Total amount claimed: s Slqr1.gs
d. Basis for computation of amounts claimed (include copies of all bills, invoices, estimates, etc.):
eipt Mioohe 4

10. Names, addresses / phone #s of all witnesses Poskn P‘Fg’\n Fnﬁln
S439 ST R98 e PoHond or . G7:6C
[50%) 860 -1l

Any additional information that might be helpful in considering your claim

11.

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

I'have carefully read the statements made in this claim, including any attached sheets, and I know them to be true of my oOw!
knowledge, except as to those matters stated upon information or belief and to such matters I believe the same to be true.

understand and acknowledge that all statements made in this claim are made to a public servant of the City of Portland, ar
that the statements are in connection with an application for a benefit from the City of Portland.

u_r?lDl Muonden?

Print Name
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