MR TRMN 2730/2732V

GENERAL LIABILITY £ 2R
CLAIM AGAINST THE CITY OF PORTIMARI 1 2022 \
* for damages to persons or property * \ /|
File Number: 2022'01 20 50'20 jD“gEYMoif\TXSTEmT b

A claim must be filed with City of Portland Risk Management within 180 days after the occurrence of the incident or event.

Normal business hours: Monday through Friday, 8:00am 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 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 Management/Liability, 1120 S.W. Fifth, Room 709, Portland, OR 97204-1912, Ph: 503-823-5101, Fax: 503-823-6120
anblht)Clalms(wportlandoregon gov

“1/(/1 ﬁ lCltya State U(621p (/r] D% D

= gusinéss Telephone Cell Phone

If married, name of spouse
d. E-mail address

2. If claim involves a vehicle:

. Year, make and model %DHD\TUI H\f U‘ ‘ﬂ AO A
Driver’s License Numben State () (@

c. Attime of accident, were you (check all that apply) Owner: \/ Driver \/ Passenger  N/A

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

3. Occurrence or.event from whlfzkthe claim arises:
a. Date Q{ 2 Time [b [ )’7 Circle ‘é/ M ) PM
b. Place (exact and speciﬁc location) q {hq Q D ‘ \/ \051 L/()

b. License Plate Numbe

c. Specify the particular occurrence, event, ac rT(/snon by the City that you b3€¢ve caused the injucyfd\r

age( use additional paper if necessary): l qD B DDD \Y%Q —ﬁ,\'
ABT i, .

d. State how the City pf Portland or its employees were at fault (- &/) I %\(\C)}
T ot Nole corcectl L r Rade Fsige
UD WG NTEY J J
e. Were you on the job at the time of the accident? Yes No \/ \?)U"V \A-)ﬂg oNn N\\/ m\{

If yes, what is the name / phone number of employer
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-lh

scription: Describe the inj pr(grty damclre or ISSS so far as is lmown at the time of this claim.

‘Dﬂ(@ﬂ

5. *We are required to report all claims for injuries to Medicare/Medicaid Services*

If you were injured please provide the following: Social Security #:
Medicare/Medicaid Beneficiary? Yes ~ No
6. Give the name(s) of the City employee(s) and/or City Bureau causing the damage or injury

7. Name and address of any other person injured

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: $ L% ? DQ.@_-
b. Estimated amount of future costs: $ P
c. Total amount claimed: $ L S? X O i

d. Basis for computation of amounts claimed (include copies of all bills, invoices, estimates, etc.): | .
ove 1O dplnce, O { CafC (NS , PruRe

\S 1 N , _
10. Names, addyesses/ phone #s of all witnesses L,l lntq DL 1 O }
O‘—/q ]

Any additional information thagt might be helpful in sidering your claim ‘_q l Q pﬂ%
'\/\e/qe(’on;} HME, j( Tmoce/m I

V\f(

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 own
knowledge, except as to those matters stated upon information or belief and to such matters I believe the same to be true. I
understand and acknowledge that all statements made in this claim are made to a public servant of the City of Portland, and
that the statements are in connection with an application for a benefit from the City of Portland.

in oogn e Mbedl V\lﬁ&hﬂdh \r

Claimant’s Signature \/ \/ Print Name
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