JJ PKPR 3000/3026 V

AUTO LIABILITY

CLAIM AGAINST THE CITY OF PORTLAND
* for auto accidents involving a City vehicle *

File Number: 2022-012045-22

A claim must be filed with City of Portland Risk Management within 1 80 days after the occurrence of the incident or event.
Nommal business hours: Monday through Friday, 8:00am to 5:00pm. Closcd on official holidays.
Claims received during regular business hours will be recorded on the date received.
Faxed or emailed claims received after business hours will be recorded on the next working day.
Please be sure your claim is against the City of Portland, not another public entity.
Where space is insufficient, please use additional paper and identify information by section number and letter.
Completed forms may be mailed, emailed, faxed, or hand-delivered to:
Risk Managcement/Liability, 1120 S.W. 5 Avc., Suite 1040, Portland, OR 97204-1912, Ph: 503-823-5101,

Fax: 503-823-6120, email: LiabilityClaims@pottlandoregon.gov

1. Claimant (Circle: Mr. Mrs. Ms. Miss) W stine 6&41\ Datc of Birth
a. Addess_\20F N Coing St iy~ HerHand sate DR zip_4F2
b. Home Phone N / A Business Telephone Cell Phone 503- 't'ﬁﬁ - H13
¢. Occupation ; d. Marital Status: Single ¢ Married () Divorced/ Widowed ( )

If married, name of spouse @M// H’% Mm y
d. E-mail address

2. If claim involves a vehicle: a. Ycar, make and model 2)I®  Subavu v/(} uttracle—
b. License Plate Number _rivcr’s License Numbcr_ State (771

c. Attimc ofaccident, were you (check all that apply): Owner Driver Passenger
S RECEIVED
d. Name and address of owner if different from claimant: (1. Above) n l&
MAR 1 0 2022
e. Name & address of driver if different from claimant: (1. Above) 4 / A City of Portland-Risk Management
Phonc number of Driver Datc of Birth of Driver,

f. Names / addresses / phone #s of all occupants of vehicle at the time of the incident __JJ0 O ne else in

Cav pesidas me .

3. Insurance: a. What company insures the damaged vehicle? ’a/rmtbtré TDWSMW- . aj-
b. Policy Number ‘ ____Claim Number: ne, as l was n ¢l
¢. Name and address o r adjuster M/i k@ mu SS
Typc of Coverage

4. Occurrence or event from which the claim arises: [0
a. Date of incident a/}?zgog’)’b. Exact location ?UV'H anhd /Enn‘ S CM?”/; Pd/y‘k’ihé T

¢. Were you injured? Yes No X _ Wasanyonc clsc injured? Yes No )<

(If there was no injury, please state “No Injuries™)

d. Naturc and cxtent of any injurics 0 “/l\)l_ Wries

H: Projects'\Web Pages\Liability Documents\2020 ALTO LIABILITY claim form.doc











