City of Uowney

CLAIM FOR DAMAGES - TO PERSONS OR PROPERTY

File Completed Form By Mail or In Person
City of Downey, City Clerk’s Office
11111 Brookshire Avenue, Downey, CA 90241

INSTRUCTIONS

1. Claim for death, injury to person or to personal property must be filed no later than six (6) months after
the occurrence (Gov. Code Sec. 911.2).

2. Claims for damages to real property must be filed no later than one (1) year after the occurrence (Gov.
Code Sec. 911.2).

3. Complete the Claim form in its entirety. Read entire claim form before filing. Attach separate sheets, if
necessary, to give full details. Please print or type your information.

4. Pursuant to the Public Records Act, the submitted claim is subject to public disclosure.

5. Claim must be signed and dated at the bottom of page 3.

CLAIMANT INFORMATION

Name of Claimant

(First Name) (Middle Initial) (Last Name)
Address

(Include City, State, Zip Code)
Contact Phone Number (__ ) **Social Security #
**Date of Birth CA Driver's License #

**Effective January 1, 2010, the Medicare Secondary Payer Act (Federal Law) requires the City to report all
claims involving payments for bodily injury and/or medical treatments to Medicare. As such, if you are seeking
medical damages you must include both your Social Security Number and your Date of Birth.

CLAIM INFORMATION

Type of Loss: [ | Personal Injury  Other

[ ] Property Damage
When did injury or damage occur?

(Month/Day/Year) (Day of Week) (Time)

Where did injury or damage occur? (Street address, intersecting streets, or other location)
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How did injury or damage occur? (Describe accident or occurrence in detail)

Why do you claim the City is responsible?

Describe in detail the injury or damage:

Was damage and/or injury investigated by police? ] Yes [_] No

If so, name City Police Report #

Were paramedics/ambulance called? [ ] Yes [ | No If so, name City or Ambulance

If injured, provide date, time, name and address of doctor of your first visit:

Witnesses to injury or damage: (List all person(s) and address of person(s)).

(Name) (Address) (Contact Phone Number)

(Name) (Address) (Contact Phone Number)

Doctor & Hospital Information:

(Name, Address, Phone Number)

FINANCIAL INFORMATION
Please attach copies of supporting documentation for the amounts claimed.

Amount claimed as of this date:

Damage to Property:

Expenses for Medical & Hospital Care:

Loss of Earning:

Special Damages for:

General Damages:

Total Damages Incurred to Date:

@ BH BH B B B P

Total amount claimed to date upon presentation of this Claim:
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Estimated Future Damages:

Expenses for Medical & Hospital Care:

Future Loss of Earnings:

Other Future Special Damages

Furture General Damages:

L R R

Total Estimate of Future Damages:

PLEASE READ CAREFULLY

For all accident claims place on the following diagram:

Names of streets, including North, East, South and West;

Place of accident by marking an “X” and showing house numbers or distances to street corners;

If City Vehicle is involved, mark location of vehicle where you first saw it with the letter “A” and location
of vehicle at the time of the accident with “A-1";

Mark location of yourself or your vehicle where you first saw City vehicle with the letter “B” and location
of yourself or your vehicle at the time of the accident with “B-1";

Mark point of impact with the letter “X”.
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Signature: Date

Print Name:

PLEASE NOTE: CLAIMS MUST BE FILED WITH THE CITY CLERK (Gov. Code Sec. 915A)
PRESENTATION OF A FALSE CLAIM IS A FELONY (Pen. Code Sec. 72)
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