
CLAIM FOR DAMAGES AGAINST UNION COUNTY
IF CLAIM IS BEING MADE FOR SPOUSE OR CHILDREN,
SEPARATE TORT CLAIM FORMS MUST BE SUBMITTED.

Forward To: Union County Counsel
Administration Building

Mailing Address

State

Elizabeth, New Jersey 07207

Relationship to claimant: Attorney at Law or

Explain Relationship

3. The occurrence or accident which gave rise to this claim:

)j 30 o

Ccrd Ae (Es+ho
Exact location of the occurrence
i27\ 1\JO4c- 1’

I. Claimant:

Last Name. First, Middle

Street Address/Mailing Addres

//2/
Date of Birth

I Security No.City, State Zip Code
a

2. If notices and correspondence in connection with this claim are to be sent to a person other than
claimant, please state:

Name

Zip CodeCity,

A. 2)zz.Jii
Date Time

B. Describe the location or place of the accident or occurrence

lcL
Municipality



C. Describe how the accident or occurrence happened: If a diagram will assist your explanation.
please use the reverse side of this form.

fov Ic
O c cX o)Q C\S

Ck C\ CC\c re k\d. to
4. A. Claim for Damages (Check the appropriate block)

()Personal Injury jProperty Damage
()Other - Explain in detail___________________________________________________

B. If you claim Personal injury;

B]. Describe your injuries resulting from this accident or occurrence:

B2. Do you claim permanent disability resulting from this injury?

( )Yes ( )No

If yes, describe the injuries believed to be permanent.

B3. For each hospital, doctor or other practitioner rendering treatment, examination, or
diagnostic service, state:

a. Name of Hospita], Doctor or other Facility

b. Address

c. Dates of treatment or services

d. Amount of charges to date

e. Amount paid or payable by other sources such as insurance



B4. If you claim loss of wages or income as a result of the injury, state

Name of Employer Address of Employer

Your Occupation Date of Employment

Rate of Pay Dates of absence from work

Date returned to work

NOTE: If your claim for loss of income arises from self-employment or other than taxes, attach a
calculation showing the basis of your calculation of loss.

5. Set forth any and all other losses or damages claimed by you.

6. If you claim property damage:

A. Describe the property damage:

S
ri4Dc ope ck -i-’o p o1 1 a I e

B. The present location and time when the property may be inspected:.

\3€&.i eJ ci.

_________

LOCATiON DATE TIME

C. Date property was acquired.

D. Cost of property.

E. Value of property at time of accident.



F. Description of damage.

0 ScQ *i r
G. Has the damage been repaired?

If yes, by whom, when and cost of repair.

s-is

_______ _______

Repaired by When Costs of Repairs

H. Attach each estimate of repair costs to this form.

I. Set forth in detail the loss claimed by you for property damage.

/cC

-)--_ dQ1+)r.

7. A. Set forth in detai] all other items of loss or damages claimed by you and the method by
which you made the calculation.

B. The amount of the claim.

8. A. State the name and address of the County agency or agencies that you claim caused your
damage.

Lrom

B. State the names of County employees whom you claim were at fault, including any
information that will assist in identifying and locating them.

9. State the negligence or wrongful acts of the County agency and County employees which
caused your damages.

0 (SLI

bj Ur-o



10. State the name and address of any other persons against whom you are making a claim arisingout of this accident and your theory of negligence or wrongful acts by them.

II. State the names and address of all witnesses to the accident or occurrence.

CbriüØ1Q %CA4WSCk
Name of“Witness

Name of Witness

1 2. A. State the names of all police officers and police departments who investigated the accidentand attach a copy of the police report, if any.

Name of Police Officer Police Department

Name of Police Officer

B. Copy of Police Report attached:
()Yes ()No

Police Department

13. Have you made a claim against anyone else for any of the losses or expenses claimed in thisnotice.

if yes, set forth the names and addresses of all persons and insurance companies againstwhom you have made such claims.

14. Are any of the losses or expenses claimed herein covered by any policy of insurance.

No

Address \1



For each such policy, state the name and address of the insurance company, policy number
and benefits paid or payable.

Name & Address of Ins. Co. Policy Number Benefits Paid or Payable

Name & Address of ins. Co. Policy Number Benefits Paid orPayable

15. Have you received or agreed to receive any money from anyone for the damages claimed
herein.

()Yes No

If so. set forth the details of such agreement.

16. The following items must be submitted with this notice:

A. Copies of itemized bills for each medical expense and other losses and expenses claimed.

B. Full copies of all appraisals and estimates of property damage claims by you.

C. Copies of all written reports of all expert witnesses and treating physicians.

D. A letter from your employer verii’ing your lost wages. If self employed, a statement
showing the calculation of your claimed ]ost income.

E. Completed “Authorization for Release of Health information”, see attached form.



I hereby certify that the foregoing statements made by me are true, that the attachedstatements, bills, reports, and documents are the only ones known to me to be in existence at thistime. I am aware that if any statements made herein are willfully false or fraudulent, that I amsubject to punishment provided by law.

DATED: / /
I Claimant or person filing claim on

behalf of claimant
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UNION COUNTY COUNSEL Fax:908—289-4230 Jan 25 201 11:40am P003/Oil

CLAIM FOR DAMAGES AGAINST UNION (DoukY
IF CLAIM IS BEING MADE FOR SPOUSE OR CHILDRJ
SEPARATE TORT CLAIM FORMS MUST BE SUBMflT4

Claimant:

rc ethi
Last Name,

City, State Zip Code

Date of Birth

Social Security No.

2. 1f notices and correspondence in cormection with this claim are to be sent to a person other thanclaimant, please state:

Name

Mailing Address.

State

Relationship to claimant: Attorney at Law ()or

Explain Relationship

3. The occurrence Or accident which gave rise to this claim:

A.
Date / / Time

B. Describe the location or place of the accident or occurrence

Municipality Exact location ofe occurrence

Forward To: Union County Counsel
Administration Building
Elizabeth, New Jersey 07207

S
First, Middle

42

eet Address/Mailing Address

City, Zip Code



UNION COUNTY COUNSEL Fax:908—289-4230 Jan 252011 11:41am P004/Oil

4

.
-—

A. Claim for Damages (Check the appropriate block)

N()Personal Injury (operty Damage
()Other-Explainindetail SSn(h ñ

__________

13. If you claim Personal Injury;

BI - Describe your injuries resulting from this accident or occurrence:

B2. Do von claim permanent disability resulting from this injury?

( )Yes (4No

If yes, describe the injuries believed to be permanent

B3. For each hospital, doctor or other practitioner rendering treatment, examination, or
diagnostic service, state.:

a. Name of Hospital, Doctor or other Facility

b. Address

c. Dates of treatment or services

d. Amount of charges to date

C. Describe how the accident or occurrence happened: If a diagram will assist your explanation.
please use the reverse side of this fonn.

ç cs

e. Amount paid or payable by other sources such as insurance



UNION COUNTY COUNSEL Fax:908—289—4230 Jan 252011 11:41am P005/Oil

B4. If you claim loss of wages or income as a result of the injury, state

Name of Employer Address of Employer

Your Occupation Date of Employment

Rate of Pay Dates of absence from work

Date returned to work

NOTE: If your claim for loss of income arises from self-employment or other than taxes, attach a
calcuiation showing the basis of your calculation of loss.

5. Set forth any and all other losses or damages claimed by you.

6. If you claim property damage:

A. Describe the property damage:

ttW s yss

B, The present location and time when the property may be inspected:.

____________

‘2- ft)jj
LOCATION DATE TIME ) O

C. Date property was acquired

D. Cost of property.

E. Vaiue of property at time of accident.



UNION COUNTY COUNSEL Eax:908—289—it230 Jan 252011 11;dlani P006/Oil

F. Description of damage.

-

(3. Has the damage been repaired? pj- 3Zy v’—(

If yes. by whom, when and cost of repair.

Repaired by When Costs of Repairs

H. Attach each estimate of repair costs to this form.

I. Set forth in detail the loss claimed by you for property damage.

7. A. Set forth in detail all other items of loss or damages claimed by you and the method by
which you made the calculation.

B, The amount of the claim.

8. A. State the name and address of the County agency or agencies that you claim caused your
damage.

B. State the names of County employees whom you claim were at fault, including any
information that will assist in identifying and locating them.

c\C1C) r

9. State the negligence or wrongful acts of the County agency and County employees which
caused your damages.

xikck ik -e - rck
--

c. o v’cs’



UNiON COUNTY COUNSEL Fax:908-289-4230 Jan 252011 11:4lani P007/Oil

10. State the name and address of any other persons against whom you are making a claim arisingout of this accident and your theory of negligence or wrongIIil acts by them.

11. State the names and address of all witnesses to the accident or occurrence.

Name of Witness Address

Name of Witness Address

12. A State the names of all police officers and police departments who investigated the accidentand attach a copy of the police report, if any.

Name of Police Officer Police Department

Name of Police Officer Police Department

B. Copy of Police Report attached:
()Yes ()No

13. Have you made a claim against anyone else for any of the losses or expenses claimed in thisnotice.

If yes, set forth the names and addresses of all persons and insurance companies againstwhom you have made such claims

14. Are any of the losses or expenses claimed herein covered by any policy of insurance.



UNION COUNTY COUNSEL Fax:908—289—4220 Jan 25 2011 11:41am P008/Oil

For each such policy, state the name and address of the insurance company, policy number
and benefits paid or payable.

Name & Address of Jns Co. Policy Number Benefits Paid or Payable

Name & Address of Ins. Co. Policy Number Benefits Paid or Payable

15. Have you received or agreed to receive any money from anyone for the damages claimed
herein

( )Yes (o

If so, set forth the details of such agreement.

16. The following items must be submitted with this notice:

A. Copies of itemized bills for each medical expense and other losses and expenses claimed.

B. Full copies of all appraisals and estimates of property damage claims by you.

C. Copies of all written reports of all expert witnesses and treating physicians.

D. A letter from your employer verifying your lost wages. If self employed. a statement
showing the calculation of your claimed lost income.

E. Completed “Authorization for Release of Health Information”, see attached form.



UNION COUNTY COUNSEL Fax:908—289—4230 Jan 25 2011 11:41am P009/Oil

I hereby certify that the foregoing statements made by me are true, that the attached
statements. bills, reports, and documents are the only ones known to me to be in existence at this
time. I am aware that if any statements made herein are willfully false or fraudulent, that I am
subject to punishment provided by law.

DATED II Ihfj i’
Claimant or person filing claim on
behalf of claimant
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UNION COUNTY SHERIFF INVESTIGATION REPORT CC No.ferral/ConnectingIPioperty Slip # 2 Code jUR Code / Trans Disc No.
t

____________

: !S:.6Cñme Inddent 7 Patrol

13 Time & Date Crime 10 Race 11 Sex 12 Ageor Incident Occurred
African Amencan M 23Date 14 Hour 15 Weekt6 Mont1 17 Day 18 Year 19 Home Address- City - State PhoneBetween

8:30 1 24 11

mne At
CeflIPager No.

20 Location
21 Employer - School 22 Business PhoneLobby_200_W._2nd_St._Plfd

23 Time & Date Unit Notified 24 Person Reporting Crime 25 Age 26 Time & Date Reported10:35am on 1/24/11 10:35 on 1/24/1 1

ADULT ci JUVENILE ci ADULT & JUVENILE NARCOTICS INVOLVED
LIST OF INVOLVED - LIST AND IDENTIFY ADDITIONAL VICTIMS - DESCRIBE PERPETRATORS OR SUSPECTS— ACTION TAKENINCLUDE FINDINGS AND OBSERVATIONS OF INVESTIGATOR - PHYSICAL EVIDENCE FOUND - WHERE - BY WHOM - DISPOSITIONAND TECHNICAL SERVICES PERFORMED - INTERVIEW OF VICTIMS - WITNESSES - PERSONS CONTACTED - SUSPECTS- LIST -
I)IESCRIBE STOLEN PROPERTY - VALUE - COURT ACTION - ATTACH STATEMENTS54 P

SEX AR SPECT
08-9

‘V

908-791-
.

Narrative

After Mr. Morris retrieved his belt from lobby security, he Claimed the officer was responsible for amissing cylinder piece on the belt. The belt is held at security because the buckle is shaped like ahandgun. Mr. Morris frequents this building to receive services and knows the procedure of leavingthis belt at security. I had him write his general information and description of the incident. Hewrites,” I came in gave my belt to the officer than when I came back to get my belt it was a piecemissing. The belt cost me $350 and I would like to be reimbursed for my belt.”I received the tort pact via fax the next day on the 25th of January. I was able to review the securitycameras in between the time of the incident and Mr. Morris return on the 31st. The security camerarevealed Mr. Morris wearing a striped hooded top, dark coat and jeans removing something from hisblue bookbag while on line.
55 Type Name

p 23ail Alexander
Page

1
of

2
Pages

58 Date of Report

Time l33OhrsSignature (E //%, 4___- 59 Typist

gsa
60 Desk Supervisor



UNION COUNTY SHERIFF
CONTINUATION PAGETferraI No. or Reports 2 Code 3 Trans Disc No. 4

*
Closer inspection of the footage while he is moving through the line shows a rolled up belt in hisright hand.

As Mr. Morris reaches the security table he placed the rolled up belt into the security containeralong with his blue bookbag and proceeds through the magnetometer.

Sgt. Clarke removes the rolled up bçlt from the container and places it into an envelope.
Mr. Morris retrieves the belt still rolled up from SIO Sherman-Belin about 10:35am.

On the 31 St Mr. Morris returned, I provided Mr. Morris with the tort paperwork in the securitylobby. I asked Mr. Morris if he was sure that we damaged his belt. He said that he knows it wasperfectly fine beforehari because of the weight of the belt. I asked him where did he removed thebelt. He said that it was by the entrance doors and pointed to an area that is in close proximity to thesecurity table.

After Mr. Morris finished the paperwork, I reviewed the paperwork with Mr. Morris to ensure heanswered as many of the questions as possible. I provided him with a copy.

The building manager copied the security footage to VHS.
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CLAIM FOR DAMAGES AGAiNST UNION CO1J!4TY
tF CLAIM IS BEING MADE FOR SPOUSE OR CHILDREN.
SE?ARATE TORT CLAIM FORMS MUST BE SUBMflTED.

To: Union County Counsel
Administration Building
Elizabeth, New Jersey (Y7207

1. CLaimant:

F4nfkO3nL$4On&
Last Name, First, Mtddk Da of Bdh

A.
D1e I) 1 !Tjtrc

Dcscribc thc location or place of the accident or occrence

\J’1flUflTl :jo

Socüil Secmity No.

2. 11 notices and correspondence in connection with this chum re to be sent to a person othcr than
claimant, pleasc state:

Name

Mailing Address

City. State Zip Code

Relationiihip to claixuzant Attorney at Law ()or

Eplaio Relationship

3. Th occurrcncc or accident which gave risc to this chim:

nCd4Pd ithcxin
Municipality Exact location fthe occurrice



MPR-7-2011 5:i2 FPOM:O 9082416850 TO:19092994230 p.
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C. Describe how the accident or occurrence happened: If a diagram will assist your explauation,

please use th revcmc side of this forrxi

5ktj 1-ho+

\IL)i)CI)d ñt* fl\JC) Iuoz oa-Lc.n a-r
11 &SE eaptc3o remLro p+ho Lq
4. A Claim for Damages (Check the appropiiae block)

0 Personal Ixmuxy (oprty Damage
()Oth&r Explain w detaiL_i2h51.XZifS_fl_JX4QQX

R If you claim Peroual Injury;

B 1. Deacribe your injuries resulting from thig accident or occurrence:

132. Do you claim nianent disability resulting from tha injuzy?

Ycs (4’Jo

If yes,, describc the injuries bclieved to bc pcrruanent.

B3. or each hospital, doctor or other practhioncr rczaderixig treatment, examination, or
chagnosbe service, state:

a. Name of Hospital, DocTor or other Facility

b. Addre.s

c. Dates of treatment or services )

d. Amount of charges to date )

e. Amount paid or payable by hcr soces sh insurance



MR-7-2O11 15:1E FROM:O 90824i95Ø TD:19n92994230 P4
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134. If you claim loss of wages or income as a result of the injury, state

NamcToyer Addrcss ofEmployer

Your Occupatkn Date of ErnpIoymnt

Ratc ofPy

Date returned to work

Dates of absence from work

rJO] If your chnm for loss of income añrcs froin se[f-employtnent or other than taxes, attach a
calculation showing the basis of your calculaticm of loss.

5 Set forth any arid all other losses or damages c1ined by yo

6 If yo cThin property damage:

A Lescribc th property damagc: 4jr n rn
c2.O Rfl+iflQ OfliW

onrx4

B. The prrsent location arid time when the property may be iniected:. jyj—4hj ct
p, u*im ik- \ ba--cx oJ- hoy

o2p
ir

C. Date property ws acquired.

_4aoio
D. Cost of property.

LOCKi K

E. Value of property at time of accident.



MOR—7-2011 O rrOM.O 909211S850 TO:19O82B942 P c
titiür UJ1JflY WtJ1tLL LooL3u -

F. Description of damage.

hmSip4U(11D
G. Has the damage been repaired?

If yes, by ithom, wbcn and cost of xrpis.

Repaired b,) Wh Costs of Repairs

H. Attach each estimate of repair costs to this form.

F Set forth in detail the ]oss claimed by you for property damage.

7. A. Set forth in detail all other items of loss or damages cLaimed by you and the method by

which you marie the calculation.

B. The nmourit of the claim

8. A. Sinte the name and address of the County agency or agencies that you claim caused your

damage.

B. State the names of County employees whom you claim were at fanit., including any

info rmation that will assist in idcntifyüj.g and locating them.

9 State the negligenec or wrongful acts of the County agency and County employees which

caused your damagcs [jç of
c *CQc€D %uLCLLf

_

cuciS



Mnp72Ø11 p5:12 EROM:O 9082416850 TO: 19082894230

For each such policy, state the name and x3dres of the insurance company, policy number
and benefits paid or payable.

AdthesofC Policy Number Ben Paid orPle

Jame & Address o Ins. Co. Policy Number Beothts Paid orPaybJe

15. Have you rtc.eived or agreed to neeive any money from anyone for the damages claimed
herein.

( )Ycs (-ØJo

If so. set forth the details of such agrennent

16. The following items must be submitted with this notice:

A. Copirs of itemiied bills for each medical expense and other losses and expenses claimed.

13. Pull copies of all appraisals and etirnatcs of property daiaage claixim byyoii

C. Copies of all written reports of all expert witnesses ndtreatIngphysicians.

D A letter from your employer verifying your lost wages. If self employed., a statement
showing the calculation of your claimed lost income.

E. Completed “Authorization for Release of Health Itfonnation”, sec attached form.



tJ9ibID TO: 19082994230 P.?

Village Automotive Services
1225 Magie Ave

Union NJ 007083
908-289-1423

14120Tf342
page 1

Repair Order #16441
Mortelilto, Janirie Day Phone I rEve Phone *‘: J9.. c.a...QQ

Vehicle : 2008 Pontiac 06 3.5 L 214 CID V6 OHV with VVT TaglState : WGA73T I NJVIN
Color : Blue
Last Mileage : 20900Created :311/20112:17:36 PM Odometer In 35035
Odometer Out: 35035Oty CodeITech Re!cenca De,cri(ion Condition Unk PrIce Pricet 006’ TOWING tow cnarges $65.00 $6500tow car from michigan eve kenitworth

both rlht side rime ben?
2 - RIM wheat tire rim I 8x7 pontiac relurblahod $300.00 $600.002 - TIRE oodye.r o.glo 225 50 r 18 $150.00 $300.002 006 MOUNT Mount Balance $20.00 $40.00

Labor
$105.00

Parts
s900.oo

Sublet/Misc
$0.00Other Charges $5.00Charges
$0.00Sales Ta Tax@ S1.010.007.0000% $70.70

. Repair Total¶ách tertitic.iionL
ooe

I hereby authorize the repair work herein set forth to be done along with the necessaiy material andagree that you ore not responsible for loss or damage to vehicle or articles left in vehicle in case of fire,theft or any other cause beyond your control. I hereby grant you and/or your employees permission tooperate the vehicle herein described on streets, highways or elsewhere for me purpose of testing and/orInspection. An express garagekeeper’s lien is hereby acknowledged on the above vehicle to secure theamount or repairs thereto. All Vehicles left over 48 hrs. after repaws are completed WILL INCURE A$25.00 PER DAY STORAGE FEE..

Ci Customer Signature

IIllHhI1U
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1 ii6by ccrtify thai thc fortgoing staiements xuIe by me are true, that the attached
statements, bills1, reports, and documents are the only otcs known to me to be in eithtencc at this

time. I am aware that if any statexnnts made herein are willfully false or fraudulent, that I urn
subject to punishment provided by laix,.

DATED:
C)aim4t or pcrscro filing claii on

behalf f claimant.
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AUTFIORIZATION FOR RLLEASE OF ifEALTIT INFORMATION

I ber;by nuthone the nac or disclosure of my tndividnzilly idenfabk health informdion

3 described below. 1 undeytand that thi is vokntary.

My bc-alth information is to be released to:

The Ceunty of TJnion
Office of County Counsel

o Elizabethtowxi Plaza
Elizabeth, New Jersey 07207

Patient Namr:

Soc Sec. Number:

Patient Addre9:

City I Sêate /Zip Code:

My health infoitnatton is to be relcased by the following
facilities andlor healthcarc providco

Name of Pro’wider or Facility;

City I State I Zip Code:

treatment):



MOR-7--2011 O5:i EPor1r 9082416950 T:j909299423O P 10
- UIILJ .AlTT ukrnxL rA.1uoo)-’ULJL, UIJ LU SUIT It. ILOHI ruILIJ,

The pnrpoe of this disclosure is to &Uow the Connty of Union to eva1uite th medical

condition of the oidrvidual listed above in coxmection with tbcir Tort Claim against the

County. This hiforoiation will be utilized by the County of Union to determine the validity

and everity of any claimed medical condition for the pnrpwie of potential settlement The

County rcscrves the right (0 htLve the disclosed health information evaluated by an outside

phyicüw or beaith-art provider-, as approprlute.

This information is to be released for the purpose stated .bove and may not be used by the

recipient for any other pumpose. I understand that authorizing disclosure of this health

infonnation is vountary and that I can refuse to sign this anthorizatIoit I thtb understand that

I may obt.arn a copy of thc information to be used or disclosed. The County of Union may not

condition atment, payment, eroflxucnt or eligibility for health bene.fits on vhether or not this

Release is executed 1 understand that Imay revole this authoriznrion at any time by notifying

the County of Union, Office of County Counsel in writing; however this revocation will not

have any effect on actions taken prior to any revocation. If this authorization is not revoked,, it

will terurjnate one ycar from the date of my signature This Release iE intended to comply with

the Privacy Regulations enacted under the Ffealrh Insurance Portability c.ridAccounlabthryAct

(HIPAA). (45 jjj 164.508)

Printed Name ofPrIentAhorrzingthsRe)ese:

____

(Person rus.kirg claim)

Date: Safit

2



CLAIM FOR DAMAGES AGAINST UNION COUNTY
IF CLAIM IS BEING MAJYI FOR SPOUSE OR CHl
SEPARATE TORT CLAIM FORMS MUST BE SUB5EL

Forward To: Union County Counsel
Administration Building
Elizabeth, New Jersey 07207

1. Claimant:

No&i rE 1\

Last Name, First,
Qc.2-7 - 1q—7(

Date of Birth

2. If notices and correspondence in connection with this claim are to be sent to a person other than
claimant, please state:

Relationship to claimant: Attorney at Law ()or

Explain Relationship

3. The occurrence or accident which gave rise to this claim:

A. -- ii
Date Time c)OcLr-%

B. Describe the location or place of the accident or occurrence

u.., c. C;) tk3 P’-T tA’LE
Exac location of the qccurrence
c -- fcT

Ly*1 \) C l

- -.

MAR 8 2011
‘DMINISTRATIoN BUILDING

ELIZABETH, NJ

Middle

Street AddreSsfl4aiIing Address

— tc& -.{& C

Social Security No. { 4f

Name

Mailing Address

City, State Zip Code

Municipality



C. Describe how the accident or occurrence happened: If a diagram will assist your explanation,
please use the reverse side of this form.

v Lc
J U

‘ot -v- kc c{ - c- c i2-

4 ZL r- C — L -T t
4. A. Claim for Damages (Cleck the appropriate block)

() Personal Injury ()4operty Damage
() Other - Explain in detail ( re.y li -j -

S

B. If you claim Personal Injury;

BI. Describe your injuries resulting from this accident or occurrence:

c\

B2. Do you claim permanent disability resulting from this injury?

( ) Yes

If yes5 describe the injuries believed to be permanent.

B3. For each hospital, doctor or other practitioner rendering treatment, examination, or
diagnostic service, state:

a. Name of Hospital, Doctor or other Facility

b. Address

c. Dates of treatment or services

d. Amount of charges to date

e. Amount paid or payable by other sources such as insurance



B4. if you claim loss of wages or income as a result of the injury, state

Name of Employer Address of Employer

Your Occupation Date of Employment

Rate of Pay Dates of absence from work

Date returned to work

NOTE: If your claim for loss of income arises from self-employment or other than taxes, attach a
calculation showing the basis of your calculation of loss.

5. Set forth any and all other losses or damages claimed by you.

-A

6. if you claim property damage:

A. Describe the property damage\ --

t c4 c

-

B. The present location and time when the property may be inspected:.

LOCATION DATE TIME

C. Date property was acquired.

D. Costof property.

9iE

F. Value of property at time of accident



F. Description of damage.

\ C.
.

G. Has the damage been repaired?

If yes, by whom, when and cost of repair.

i T ck
- -

Repaired by When Costs of Repairs - -

— -.-., - — N
L (

H. Attach each estimate of repair costs to this form. I

I. Set forth in detail the loss claimed by you for property damage.

çc(s1 C(C) C 24

7. A. Set forth in detail all other items of loss or damages claimed by you and the method by
which you made the calculation.

B. The amount of the claim.

8. A. State the name and address of the County agency or agencies that you claim caused your
damage.

jL’c

-( r> & (i (co

B. State the names of County employees whom you claim were at fault, including any
information that will assist in identifying and locating them.

9. State the negligence or wrongful acts of the County agency and County employees which
caused your damages.

-



10. State the name and address of any other persons against whom you are making a claim arising
out of this accident and your theory of negligence or wrongful acts by them.

11. State the names and address of all witnesses to the accident or occunence.

f’ (4\

Name of Witness

( A.

Name of Witness

Address

—

Address

12. A. State the names of all police officers and police departments who investigated the accident
and attach a copy of the police report, if any.

Name of Police Officer

Name of Police Officer Police Department

B. Copy of Police Report attached:
( )Yes (\..44o

13. Have you made a claim against anyone else for any of the losses or expenses claimed in this
notice.

If yes, set forth the names and addresses of all persons and insurance companies against
whom you have made such claims.

14. Are any of the losses or expenses claimed herein covered by any policy of insurance.

t\1o—

r\ ‘

Police Department
l



For each such policy, state the nhe and address of the insurance company, policy number
and benefits paid or payable.

Name & Address of Ins. Co. Policy Number Benefits Paid or Payable

—

Name & Address of Ins. Co. Policy Number Benefits Paid or Payable

15. Have you received or agreed to receive any money from anyone for the damages claimed
herein.

( )Yes (4No

If so, set forth the details of such agreement.

16. The following items must be submitted with this notice:

A. Copies of itemized bills for each medical expense and other losses and expenses claimed.

B. Fu1l copies of all appraisals and estimates of property damage claims by you.

C. Copies of all written reports of all expert witnesses and treating physicians.

D. A letter from your employer verifying your lost wages. if self employed, a statement
showing the calculation of your claimed lost income.

E. Completed “Authorization for Release of Health information”, see attached form.



I hereby certify that the foregoing statements made by me are true, that the attached
statements, bills, reports, and documents are the only ones known to me to be in existence at this
time. I am aware that if any statements made herein are willfu1ly_fIse or fraudulent, that I am
subject to punishment provided by law. // /

DATED —, - I

C)aimthit”or person filing claim on
behalf of claimant.



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

I her;by authorize the use or disclosure of my indwidually identifiable health information
as described below. I understand that ti)is anthoi5tion is voluntary.

Patient Name:

__________________

Soc. Sec. Number:

_________________________

Date of Birth:

________________________

Patient Address: /
City I State / Zip Code: //

My health information is to be released by the following physi/s, hospits, healthcare
facilities and/or healthcare providers: /

Name of Provider or Facility:

____________________________________________________

/

Address: /

City / State I Zip Code:
1

Name of Provider or Facility: /
Address: /
City I State [Zip Code: /

Name of Provider or Facility:

__________________________________________________

Address: /
City! State! Zip Code:

____________________________________________________

I

The health information tobe released (include specific description of injury and dates of
treatment): /

My health information is to be released to:

-le-County of Union
Office of County Counsel
10 Elizabethtown Plaza
Elizabeth, New Jersey 07207

I



The purpose of this disclosure is to allow the County of Union to evaluate the medical
condition of the individual listed abovelh conneetao with their Tort Claim against the
County. This information will be utilized by the County of Union to determine the validity
andeverity of any claimed medical condition for the purpose of potential settlement. The
County reserves the right to have the disclosed health information evaluated by an outside
physician or healthcare provider, as appropriate.

This information is to be released for the purpose stated above and may not be used by the
recipient for any other purpose. I understand that authorizing disclosure of this health
information is voluntary and that I can refuse to sign this authorization. I further understand that
I may obtain a copy of thJinfotmtin to be used ot disclosed. The County of Union may not
condition treatment, payment, enrollment or eligibility for health benefits on whether or not this
Release is executed. I understand that I may revoke this authorization at any time by notifying
the County of Union, Office of County Counsel in writing; however, this revocation will not
have any effect on actions taken prior to any revocation. If this authorization is not revoked, it
will terminate one year from the date of my signature. This Release is intended to comply with
the Privacy Regulations enacted under the Health Insurance Portability and Accountability Act
(HIPAA). (45 C.F.R. 164.508).

c\L& ZC2L(Printed Name of Patient Authorizing this Release:
(Person making claim)

Date: Signature:

‘‘

2



ii



MEMBER MEMBERNAME:

STREET
MAKEADDRESS:

CITY/STATE fl YR. PZIP CODE: II_ - —

MEMBER ODOMETERTELEPHONE

MEMBER iDOIvIPLETELY FILS IN ABOVE AND.O.T. #s
1.

2.

3.
4.

ROAD HAZARD FREE WITH EVERY TIRE PURCHASE TIRES P1..TIRE SERVICE INSTALLATION $15.00 PER TIREINCI UDES
LIFETIME TIRE BALANCE
LIFETIME FLAT REPAIR (R.M.A. STANDARDS)
LIFETIME TIRE ROTATION
MOUNTING AND NEW RUBBER VALVE STEM
RESET TPMS (IF NECESSARY)
TIRE DISPOSAL

TIRE BAY SERVICES QTY. STYLE # TOTAL
HIGH SPEED BALANCE — 080365
TIRE ROTATION — 556572
MOUNT / DISMOUNT — 804940
TIRE REPAIR — 586331
WHEEL LUG NUT — 804959
TIRE DISPOSAL 523070

PRE-VEHICLE CONDITION I DESCRIPTION:
MISSING J DAMAGED OK —

R64S

H-CAPS
C-CAPS

() ()LUG NUTS

ON OFF STPMS
TELLTALE

—

NOTES/SPECIAL INSTRUCTIONS: USE THIS SECTION TO NOTE AN,
TORQUE FT. LB. ADDITIONAL ISSUES BEFORE OR

AFTER INSTALLATION

AIR PRESSURE

N 8 11 B 8 R C ii P ‘?

11111 IIiI 11tH 11111 1I11 11111 flH111 I11I 11II Hill itItIhhi 1111 iii020902b612031s

Ire MeteLet shi p Thai Pti’-j tou baLk

Upriie to a BJ eojr 05 FIt Ler,h: pand ear 2z Poba0k on PiOSt
itt—U tub and at I BJ LUøt iurchaey.

DettiuI at the Mtnbr Se-1t:ea DrtJ
or ‘is:i BJs.c!riardt

YOUR INSTALLER IS_________

OrginaI Tread Depth Chart
— ,FaflTulra.G2JG2IOG2I apse Am vGa

PERCENTAGE OF USAB TREAD REMaJMNG

14/3 100

13/3 92 100

12/3 93 91 100

11/32 75 82 90 100

10/3, 67 73 63 89 100

9/32 56 64 70 78 86 100

6/32 50 55 60 67 75 86 100 —

___________

BAY NO_______

TIRE MANAGER ON DUTY
QUALITY CHECK

LUG NUTS TIGHTENED TO
MANUFACTURERS SPECIFICATIONS
SECURED HUB CAPS

PROPER TIRE INFLATION
VALIDATED PICK UP SLIPS &
RECEIPTS TO MATCH INVOICE
REVIEWER X

____________________

AM
- PM

Shop BJ5 coifl fur aa’.’ina on
ttouaaido of other eat prodiicta
[ion I rites out on erialie oiih SpEnjol

offers airt up at RJsoo

!))
2/c

r .pt,naar.a sfl. Lfl ...-
.I have been advised by a B/s Team Member that tire manufacturerssapgest that on new tire purchases coNisting of less than all fourl4f tiresJ being replaced/installed at the souse time. that the first two td5 tires be

1003 ROUTE UNL NORTH
LIJILUN, NJ

?I2-63L 1800

UNEIJEN ExoItIlNLE

0026 Ubi 2Ui U’,U’:I]lHSI1-1 1L 1 1?:P.? ‘IL

MEMBERSHIP ID. 06?’130Th082 **
MEMBERSHIP EXPIRES ON 01112 **

* ************* **************** 6*6*66*
0880 OR CREDIT
LONE I N0O 08

S2[i1’I4 LJNR2OSJLSRIO
ENUIRON lOx
SE 80108 PRO

ui42L5 0N8205’85R15
ENUIRON lox
888011:8 P80

So B I UT H
NJ ia

10100

(0 8i p

1 8008
tOO -R

SuN

10. 00

0 00

HMERIUHN ExPRESS H ‘12
XX XX Xxx XX

HUIH S28 ‘10

RE LtHHIiS EON8D HO OF U 08,’ 11 8 I

7/32 42 45 50 56 63 71 53 100
TIME CHECKED OUT:



SOItRSET TIRE SERVIC
343 SOUTH liVE C

l.STFIE O7Ei%-1465
dkib-232-l3Vb

rlrht ID: 8t128dl435
Trria ID: OR1734O8GI288S43SGGt

Sale
XxWXxXXX*

2ii11
iflV : 6ø6
prvd: 1ine

Ctata’uer CGPt

tn4ct t1L(lt1.
ACCOUNT NO.

Experience the Difference
EMPLOYEE OWNERSHIP

aI$T5
Visit our Website at www.ststirc.com

EDATEINVOIENO

PAGE:

eby waive

repass, and
)nze the above wi

risen estimate tot the reqties
materials

Sod your errlployees raV —‘ . aire along with irene
testing.

nOon or delivery at my flak Its vehicle tot purposesuponsai for loss or damage by Their-at that this company assumesiust placed writs them tar storage, Sale, reliT vehicle r apress mechadas lien is eclcnowhel on abov’hile road testing.
the amount of repairs

0. agree that the title to the merchand deschbnd abe.
with the seller such

a all obtigatiom noted herein are met and paul in full. I:s ‘—derstood that alt parts not
‘tie descrihej are new.

CUSTOMER

Entry 1ethd: Swed

$ 22.6

12:27:28

4TROL NO. ORDER DATE CUST. ORDER NO. SLS TERMS DATE SHIPPED

ITEM NO. — DESCRIPTION
ORDERED SHiPPED RFPS

PRICE SVC. BY] EXTENSION

SHIP VIA isis ORDER

INVOICE
TOTAL

CUSTOMER SIGNATURE



CLAIM FOR DAMAGES AGAINST UNION COUNTY

Forward To:

1. Claimant:

IF CLAIM IS BEING MADE FOR SPOUSE OR CHILDREN,
SEPARATE TORT CLAIM FORMS MUST BE SUBMrrrED.

Union County Counsel
Administration Building
Elizabeth, New Jersey 07207

UNIONc
gNs

vt: ifçç

Mailing Address ‘\ c&c

City, State Zip Code

Relationship to claimant: Attorney at La/)6or

Explain Relationship

3. The occurrence or accident which gave rise to this claim:

A.
Date Time e1 S2 Qv\

B. Describe the location or place of the accident or occurrence

Last Name, First, Middle Date of Birth

Social Security Io.

2. If notices and correspondence in connection with this claim are to be sent to a person other than
claimant, please state:

Name

Municipality Exact location of the occurrence



C. Describe how the accident or occuirence happened: If a diagram will assist your explanation,
please use the reverse side of this form.

cv
3Cfç

4. A. Claim for Damages (Check the appropriate block)

1ersonal hjury ()Property Damage
(j Other - Explain in detail_____________________________________

B. If you claim Personal Injury;

Bi. Describe your injuries resulting from this accident or occurrence:

U\&J 1

B2. Do you claim permanent disability resulting from this injury?

()Yes ()No

If yes, describe the injuries believed to be permanent.

\ \

B3. For each hospital, doctor or other practitioner rendering treatment, examination, or
diagnostic service, state:

a. Name of Hospital, Doctor or other Facility

s \c’
b. Address J)fl

c. Dates of treatment or services ft.. a’\ E. \ c
.ci. imouni 01 cnarges to aate ‘, ‘-Lfr4!

e. Amount paid or payable by other sources such as insurance



B4. If you claim loss of wages or income as a result of the injury, state

Name of Employer Address of Employer

Your Occupation Date of Employment

Rate of Pay Dates of absence from work

Date returned to work

NOTE: If your claim for loss of income arises from self-employment or other than taxes, attach a
calculation showing the basis of your calculation of loss.

5. Set forth any and all other losses or damages claimed by you.

6. If you claim property damage:

A. Describe the property damage:

B. The present location and time when the property may be inspected:.

LOCATION DATE TIME

C. Date property was acquired.

D. Cost of property.

E. Value of property at time of accident.



F. Description of damage.

G. Has the damage been repaired?

If yes, by whom, when and cost of repair.

_________ _______

tj
Repaired by When I Costs ofepairs

H. Attach each estimate of repair costs to this form.

I. Set forth in detail the loss claimed by you for property damage.

J\j)
(1-v

7. A. Set forth in detail all other items of loss or damages claimed by you and the method by
which you made the caiculation.

B. The amount of the claim.

U)Q o(

8. A. State the name and address of the County agency or agencies that you claim caused your
damage.

\ ç
j- 5j-c 4-

B. State the names of County employees whom you claim were at fault, including any
information that will assist in identifying and locating them.

9. State the negligence or wrongful acts of the County agency and County employees which
caused your damages.

p p Q&



10. State the name and address of any other persons against whom you are making a claim arising
out of this accident and your theory of negligence or wrongful acts by them.

11. State the names and address of all witnesses to the accident or occurrence.

t ) 3iJ t\j jr)

________________________

Name of Witness Address

Name of Witness Address

12. A. State the names of au police officers and police departments who investigated the accident
and attach a copy of the police report, if any.

Name of Police Officer Police Department

Name of Police Officer Police Department

B. Copy of Police Report attached:
DYes ()No

13. Have you made a claim against anyone else for any of the losses or expenses claimed in this
notice.

If yes, set forth the names and addresses of all persons and insurance companies against
whom you have made such claims.

14. Are any of the losses or expenses claimed herein covered by any policy of insurance.

-



For each such policy, state the name and address of the insurance company, policy number
and benefits paid or payable.

Name & Address of Ins. Co. Policy Number Benefits Paid or Payable

Name & Address of Ins. Co. Policy Number Benefits Paid or Payable

15. Have you received or agreed to receive any money from anyone for the damages claimed
herein.

()Yes

If so, set forth the details of such agreement.

16. The following items must be submitted with this notice:

A. Copies of itemized bills for each medical expense and other losses and expenses claimed.

B. Full copies of all appraisals and estimates of property damage claims by you.

C. Copies of all written reports of all expert witnesses and treating physicians.

D. A letter from your employer verifying your lost wages. If self employed, a statement
showing the calculation of your claimed lost income.

E. Completed “Authorization for Release of Health Information”, see attached form.



I hereby certify that the foregoing statements made by me are true, that the attached
statements, bills, reports, and documents are the only ones known to me to be in existence at this
time. I am aware that if any statements made herein are willfully false or fraudulent, that I am
subject to punishment provided by law.

DATED: a 1) /1&ti
Claimant or person filing claim on
behalf of claimant.



AUTHORIZATION FOR RELEASE OF HEALTH 1INFORMATION

I her;by authorize the use or disclosure of my individually identifiable health information
as described below. I understand that this authorization is voluntary.

Patient Name:

_______________________________

Soc. Sec. Number:

________________________

Date of Birth:

_______________________

Patient Address:

City I State I Zip Code:

____________________________________________________________

My health information is to be released by the following physicians, hospitals, healthcare
facilities andior healthcare providers:

Name of Provider or Facility:

______________________________________________________

Address:

City I State / Zip Code:

______________________________________________________________

Name of Provider or Facility:

______________________________________________________

Address:

City / State / Zip Code:

______________________________________________________________

Name of Provider or Facility:

____________________________________________________

Address:

City / State I Zip Code:

______________________________________________________________

The health information to be released (include specific description of injury and dates of
treatment):

My health information is to be released to:

The County of Union
Office of County Counsel
10 Elizabethtown Plaza
Elizabeth, New Jersey 07207

1



The purpose of this disclosure is to allow the County of Union to evaluate the medical
condition of the individual listed above in connection with their Tort Claim against the
County. This information will be utilized by the County of Union to determine the validity
andeverity of any claimed medical condition for the purpose of potential settlement. The
County reserves the right to have the disclosed health information evaluated by an outside
physician or healthcare provider, as appropriate.

This information is to be released for the purpose stated above and may not be used by the
recipient for any other purpose. I understand that authorizing disclosure of this health
information is voluntary and that I can refuse to sign this authorization. I further understand that
I may obtain a copy of the information to be used or disclosed. The County of Union may not
condition treatment, payment, enrollment or eligibility for health benefits on whether or not this
Release is executed. I understand that I may revoke this authorization at any time by notifying
the County of Union, Office of County Counsel in writing; however, this revocation will not
have any effect on actions taken prior to any revocation. If this authorization is not revoked, it
will terminate one year from the date of my signature. This Release is intended to comply with
the Privacy Regulations enacted under the Health Insurance Portability andAccountability Act
(HIPAA). (45 C.F.R. 164.508).

Printed Name of Patient Authorizing this Release>- -q.
(Person making claim)

Bate: a Signatur5r fi? 1. 1\

2



CLAIM FOR DAMAGES AGAINST UNION COTT
IF CLAIM IS BEING MADE FOR SPOUSE OR CWLDREN, VCOUN
SEPARATE TORT CLAIM FORMS MUST BE SUBMflTED. CE, NStL

Forward To: Union County Counsel
Administration Building

Elizabeth, New Jersey 07207

1. Claimant:

42

/ t/l!4#b *‘4QA,.

Last Name, First, Middle

I

Date of Birth

2. If notices and correspondence in connection with this claim are to be sent to a person other than
claimant, please state:

Name Zcwo?k, /kiAr

Mailing Address (

State Zip Code CfC3::)(7,(2& /

Relationship to claimant: Attorney at Law/for

Explain Relationship

3. The occurrence or accident which gave rise to this claim:

A.
Date Time 2.tit- cW2JI/

B. Describe the location or place of the accident or occurrence

SflLL4&’f
Exact location of the occurrenc

‘jAW a,40ad (tack’

MAR 9 20i
4DMINIsT

ELIzqa#8UIW,

Street Address/

City, Sate Zip Code ._J Security No.

City,

ii

O

h1
Municipality



B2. Do you claim permanent disability resulting from this injury?

Yes No

If yes. describe the injuries believed to be permanent.

C. Describe how the accident or occurrence happened: If a diagram will assist your explanation,

please use the reverse side of this form

(Ja;& /& t k 1Q9

c46Ar ,- t1acJ ttt_

c J
4. A. Claim for Damages (Check the appropriate block) ‘‘Q_k2t”

(4onal Injury ()Property Damage
()Other - Explain in detail__

___________________________
_______

B. If you claim Personal Injury;

AH ‘fK, JSC tUi 4c (A

-

B3. For eab hospital, doctor or other practitioner rendering treatment, examination, or

diagnostic service, state:

a. Name of Hospital. Doctor or other Facility

%* i4 4 t4 A
b. Address

UAL /J—

c. Dates of treatment or services

i/1*A(
d. Amunt of charges to date

e. Amount paid or payable by other sources such as insurance

(



B4. Ifyou claim loss of wages or income as a result of the injury, state

Name of Emp1rer () Address of Employer

Your Occupation Date of Employment

Rate of Pay Dates of absence from work

Date returned to work

NQIi. If your claim for loss of income arises from self-employment or other than taxes, attach a

calculation showing the basis of your calculation of loss.

5. Set forth any and all other losses or damages claimed by you.

6. If you claim property damage: ,,4
_

çjp4j

A. Describe the property damage:

B. The present location and time when the property may be inspected:.

LOCATION DATE TIME

C. Date property was acquired.

D. Cost of property.

E, Vaiue of property at time of accident.



F. Description of damage.

G. Has the damage been repaired?

If yes, by whom, when and cost of repair.

Repaired by wnen Costs of Repairs

H. Attach each estimate of repair costs to this form.

I. Set forth in detail the loss claimed by you for property damage.

7. A. Set forth in detail all other items of loss or damages claimed by you and the method by

which you made the Calculation.

& 4- L41J11
—

________

B. The amount of the claim.

8. A. State the name and address of the County agency or agencies that you claim caused your

damage.

U - Iat -(-jepA Qa
- ,‘/ 4iA. Q42

___________________________________

B. State the names of County employees whom you claim were at fault, including any

information that will assist in identifying and locating them.

9. State the negligence or wrongful acts of the County agency and County employees which

caused your damages —

cwoL fr’
h 1jJ S j4
Aa7’’&-4 (Gl44tt:W’.



1 0 State the name and address of any other persons against whom you are making a claim arising

out of this accident and your theory of negligence or ‘TongflIl acts by them.

?

r m
1r,

11 State the names and address of all witnesses to the accident or occurrence.

SoVJL-6-- ] 4z’________________
Name of Wjmess Address

________

3’ Qp
Name of Witness Address j

12. A. State the names of all police officers and police deparlments who investigated the accident

and attach a copy of the police report. if any.

(ti6-

______________

Name of Police Officer Police Department

Name of Police Officer Police Departxr&ent

B. Copy of Police Report attached:
()Yes No

13. Have you made a claim against anyone else for any ofthe losses or expenses claimed in thIs

notice,_E_(C)

If yes, set forth the names and addresses of all persons and insurance companies against

whom you have made such claims.

I 4. Are any of the losses or expenses claimed herein covered by any policy of insurance.



For each such policy, state the name and address of the insurance company, policy number

and benefits paid or payable.

Name & Address of Jx.s. Co. Policy Number Benefits Paid orPayable

Name & Address of Ins. Co. Policy Number Benefits Paid or Payable

15. Have you received or agreed to receive any money from anyone for the damages claimed

herein.
()Yes Q4No

If SO, Set forth the details of such agreement.

16. The follong items must be submitted with this notice:

A. Copies of itemized bills for each medical expense and other losses and expenses claimed.

B. Full copies of all appraisals and estimates of property damage claims by you.

C. Copies of all written reports of all expert tnesses and treating physicians.

D. A letter from your employer verifying your lost wages. If self employed. a statement

showing the calculation of your claimed lost income.

E. Completed “Authorization for Release of Health Information”, see attached form.



I hereby certifr that the foregoing statements made by me are true, that the attached

statements, bills, reports, and documents are the only ones known to me to be in existence at this

time. I am aware that if any statements made herein are willfully false or fraudulent, that I am

subject to punishment provided by law

DATED: ) L) LI (L-4_ 1/2_L_-
Claimant or person filing claim on
behalf of claimant.



AUTHORIZATION FOR RELEASE OF REALTH INFORMATION

I berby authorize the use or disclosure of xny individually identifiable health information

as described below. I understand that this authorization is voluntary.

Patient Name: —

Soc. Sec. Number:

_____________________

Date of Birth:

______________

Patient Address:

_______________
_________________________________________

City I State / Zip Code:

________________________________________________ ______

My health imformation is to be released by the following physicians, hospitals, healthcaxe

facilities axidlor healthcare providers:

Name of Provider or Facility:

___________ __________________
_______________________

Address:

City! State I Zip Code: -

Name of Provider or Facility:

__________________________ ______ _______________

Address:

________

City / State / Zip Code:

________________________________ _____________________
____

Name of Provider or Facility:

____________________________________________________

Address:

__________________________________ __________

City/State/Zip Code: —

The heajth information to be released (include specific description of injury and dates of

treatment):

My health information is to be released to:

The County of Union
Office of County Counsel
10 Eljzabethtown Plaza
Elizabeth New Jersey 07207

1



I

The purpose of this disclosure js to allow the County of Union to evaluate the medical

condition of the individual listed above in connection with their Tort Claim against the

County. This information will be utilized by the County of Union to determine the validity

andeverity of any claimed medical condition for the purpose of potential settlement. The

County reserves the right to have the disclosed health information evaluated by an outside

physician or healthcare provider, as appropriate.

This information is to be released for the purpose stated above and may not be used by the

recipient for any other purpose. I understand that authorizing disclosure of this health

infomiation is voluntary and that I can refuse to sign this authorization.. I further understand that

I may obtain a copy of the information to be used or disclosed. The County of Union may not

condition treatment, payment, eurol)ment or eligibility for health benefits on whether or not this

Release is executed. I understand that I may revoke this authorization at any time by notifying

the County of Union, Office of County Counsel ixi writing; however, this revocation will not

have any effect on actions taken prior to any revocation. If this authorization is not revoked, it

will terminate one year from the date ofmy signature. This Release is intended to comply with

the Privacy Regulations enacted under the HeQith Insl2rance Porrabilhy andAccounrabiliry Act

(J4IPAA). (45 164.508).

Printed Name of Patient Authorizing this Release:

_______________________________

(Person making claim)

Date: Signature:

______

/2tL.

7
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1. Claimant:

I2U2S{
Last Name, First!

Explain Relationship

A.
Date I Time q:oo

B. Describe the location or place of the accident or occurrence

JV’hfS (jILbi

CLAIM FOR DAMAGES AGAIN
IF CLAIM IS BEING MADE FOR SPOUSE
SEPARATE TORT CLAIM FORMS MUST BE

Forward To: Union County Counsel
Administration Building
Elizabeth, New Jersey 07207

Middle
1O-2 -ç

Date of Birth

City, State 6’ Zip Code Social Security No.

2. If notices and correspondence in connection with this claim are to be sent to a person other than
claimant, please state:

Name

IMailing Address

City, State Zip Code

Relationship to claimant: Attorney at Law ()or

3. The occurrence or accident which gave rise to this claim:

Municipality’ Exact location ofhe occurrence’



C. Describe how the accident or occurrence happened: If a diagram will assist your explanation,
please use the reverse side of this form.

OCE & Lair

3

I
(\ ç\L1 1)

__

4. A. Claim for Damages (Check the appropriate block)

()Personal Injury Propei Damage
()Other - Explain in detail_________________________________________________

c r +i Imcj
—

B. If you claim Personal Injury;

BI. Describe your injuries resulting from this accident or occurrence:

/
B2. Do you claim permanent disability resulting from this injury?

DYes No

If yes, describe the injuries believed to be permanent.

B3. For each hospital, doctor or other practitioner rendering treatment, examination, or
diagnostic service, state:

a. Name of Hospital, Doctor or other Facility

b. Address

c. Dates of treatment or services

d. Amount of charges to date

/
e. Amount paid or payable by other sources such as insurance



B4. If you claim loss of wages or income as a result of the injury, state

Name of Employer Address of Employer

Your Occupation / Date of Employment

Rate of Pay Dates of absence from work

Date returned to work

NOTE: If your claim for loss of income arises from selfemployment or other than taxes, attach a
calculation showing the basis of your calculation of loss.

5. Set forth any and all other losses or damages claimed by you.

6. If you claim property damage:

A. Describe the property damage:

B. The present location and time when the property may be inspected:.

di1 2 (J L
LOCATION DATE TIME

C. Date property was acquired.

D. Cost of property.

E. Value of property at time of accident.



Cbsts

8. A. State the name and address of the County agency or agencies that you claim caused your
damage.

-

B. State the names of County employees whom you claim were at fault, including any
information that will assist in identifying and locating them.

9. State the negligence or wrongful acts of the County agency and County employees which
caused your damages.

p
i

C)

F. Description of damage.

L’? L-S

G. Has the damage been repaired?

If yes, by whom, when and cost of repair.

oLJ’k C(it,tc —

Repaired by When

H. Attach each estimate of repair costs to this form.

I. Set forth in detail the loss claimed by you for property damage.

/a1.41-dL

7. A. Set forth in detail all other items of loss or damages claimed by you and the method by
which you made the calculation.

4 L2 / 3 ‘J
B. The amount of the claim. /



1 0. State the name and address of any other persons against whom you are making a claim arising
out of this accident and your theory of negligence or wrongful acts by them.

U (1
-t ‘7]) (71/1

11. State the names and address of all witnesses to the accident or occurrence.

Name of Witness

Name of Witness

Address

7
Address

12. A. State the names of all police officers and police departments who investigated the accident
and attach a copy of the police report, if any.

Name of Police Officer /
//

/
/

/

Name of Police Officer

B. Copy of Police Report ajached:
( )Yes (jiSo

Police Departmet

/
Police Department

V

13. Have you made a claim against anyone else for any of the losses or expenses claimed in this
notice.

If yes, set forth the names and addresses of all persons and insurance companies against
whom you have made such claims.

14. Are any of the losses or expenses claimed herein covered by any policy of insurance.

/\)c



For each such policy, state the name and address of the insurance company, policy number
and benefits paid or payable.

Name & Address of Ins. Policy N)?fr Beneflts,& Payable

Name & Address of Ins. Co. Policy Number Benefits Paid orPayable

15. Have you received or agreed to receive any money from anyone for the damages claimed
herein.

( )Yes No

If so, set forth the details of such agreement.

16. The following items must be submitted with this notice:

A. Copies of itemized bills for each medical expense and other losses and expenses claimed.

B. Full copies of all appraisals and estimates of property damage claims by you.

C. Copies of all written reports of all expert witnesses and treating physicians.

D. A letter from your employer verifying your lost wages. If self employed, a statement
showrng the calculation of your claimed lost income.

E. Completed “Authorization for Release of Health Information”, see attached form.



I hereby certify that the foregoing statements made by me are true, that the attachedstatements, bills, reports, and documents are the only ones known to me to be in existence at thistime. I am aware that if any statements made herein are wiliftilly false or fraudulent, that I amsubject to punishment provided by law.

DATED:

_____________________

C1’aini nt or person filingc5TriJn
behalf of claimant.



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

I her;by authorize the use or disclosure of my individually identifiable health information
as described below. I understand that this authorization is voluntary.

Patient Name:

Soc. Sec. Number: Date of Birth:

Patient Address:

______

City / State I Zip Code:

My health information is to be released by the following phy
facilities and/or healthcare providers:

Name of Provider or Facility:

_____

Address:

City / State / Zip Code:

Name of Provider or Facili’

Address:

City / State / Zip Code:

Name of Provider or Facility:

Address:

ospitals, healthcare

7

City / State / Zip Code:

_____________________________________________________

The health information to be released (include specific description of injury and dates of
treatment):

My health information is to be released to:

The County of Union
Office of County Counsel
10 Elizabethtown Plaza
Elizabeth, New Jersey 07207

IC7

1/

J

1



The purpose of this disclosure is to allow the County of Union to evaluate the medical
condition of the individual listed above in connection with their Tort Claim against the
County. This information will be utilized by the County of Union to determine the validity
andeverity of any claimed medical condition for the purpose of potential settlement. The
County reserves the right to have the disclosed health information evaluated by an outside
physician or healthcare provider, as appropriate.

This information is to be released for the purpose stated above and may not be used by the
recipient for any other purpose. I understand that authorizing disclosure of this health
information is voluntary and that I can refuse to sign this authorization. I further understand that
I may obtain a copy of the information to be used or disclosed. The County of Union may not
condition treatment, payment, enrollment or eligibility for health benefits on whether or not this
Release is executed. I understand that I may revoke this authorization at any time by notifying
the County of Union, Office of County Counsel in writing; however, this revocation will not
have any effect on actions taken prior to any revocation. If this authorization is not revoked, it
will terminate one year from the date of my signature. This Release is intended to comply with
the Privacy Regulations enacted under the Health Insurance Portability and Accountability Act
(HIPAA). (45 C.F.R. 164.508).

, .Printed Name of Patient Authorizing this Release: Jti t//liAiL KV&
(Person making claim)

Date: z) /i

2



GOODY1EAF ALJW F?’JICE cri
XFJIC) IdE
-1 31 :33(5

PAGE: 01

BILL TO:

PHONE 1
PHONE 2
RETURN PARTS.. NO
PRIOR INVOICE. NEW CUSTOMER
DATE REQUESTED 02/22/11

A DIVISION OF THE GOODYEAR TIRE & RUBBER COMPAN’
1093 CENTRAL AVE
CLARK, NJ 07066

FEDERAL TAX ID# 340253240
(732)381-5340 HOURS 7-7MON-FRI .7-5SAT.9-4SUN

w.GoodyearAutoServi ce . corn

VEH YEAR/MAKE. 02 MAZDA
VEHICLE MODEL. MILLENIA
VEHICLE COLOR.
LICENSE/STATE. SJJ53D / NJ
TIME REQUESTED

JiilCE_r.l7w.flm

GOOLDti’EAR
rnJJirLQf1

KELLY K5 TIRES

CREDIT LARD NOACCOUNT COB TC CUST# TYPE/STATE 11RIZTION
. REGULAR REVLG #

75301
085100005 P 01 07562 0 NJ

047-200
64833

R I ALLOY RIM MACHINING
100 MAZDA RIM

041-263 R 1 NEW VALVE STEM

046-377 R 2 COURTESY TIRE AND MAINTENANCE INSPECTION
075-145 R 1 WHEEL ALIGNMENT AUTO

155.00 10.00- .00 145.00

.00 79.95 15.00- 64.95

SUMMARY:

CUSTOMER AUTHORIZATION FOR TOTAL

CHARGED AMOUNT
TAXABLE AMOUNT

i r.iic i c -ro ri_

PARTS TOTAL 158.25
LABOR TOTAL 79.95
SHOP SUPPLIES * 14.70
DISCOUNT LABOR 15.00
DISCOUNT PARTS 10.00

243.85 SUB TOTAL 227.90
227.90 SALES TAX( 7.000Z) 15.95

—

THANK YOU FOR YOUR BUSINESS! IF YOU ARE NOT 100Z SATISFIED.PLEASE CONTACT THE STORE MANAGER. STEVEN MACE. AT (732)381-5340

SALES ASSOC(S):
TECHNICIAN(S):

002 STEVEN N.
055 DAViD W.

TREAD DEPTH L/F 10/32
TREAD DEPTH L/R 10/32

R/F. . , . 10/32
R/R. . . . 10/32

AUTHORIZED BY. SUZANNE
AUTH PHONE.
REVISED TOTAL. 227 90

AUTH REC’D BY. MICHAEL P
AUTH DATE
ADD’L AMOUNT.. 190.55

MANNER RECD. . P
AUTH TIME
REPAIRS DESC.

***ALL PARTS ARE NEW UNLESS OTHERWISE SPEClFIED*SHQP SUPPLY FEES COVER MISC MATERIALS USED IN SERVICING YOUR VEHICLE THAT DO NOT APPEAR ELSEWHERE ON THIS INVOICE AND FOR PROFITSEE REVERSE SIDE FOR IMPORTANT SAFETY WARNING AND WARRANTY INFORMATION

EXT ODOMETER INJDUTD6831O / 058000
VEHICLE IN 02/22/11 12:31 PM
VEHICLE OUT... .02/25/11 05:16 PM
TERR/NONSIG... .0851/900852
SALESMAN 002 / 024

PRODUCT CODE BC OTY DESCRIPTIONSLS TECH

002 055

002 055

002 055

002 055

002 055

044-268
WI

UNIT PRICE

R 1 WHEEL BALANCE WARRANTY
2.00 WHEEL WEIGHTS

LBR/EXCISE LINE TOTAL

.00

3.25

.00

.00

.00

.00

FREE

3.25

FREE



. j ORGEES TOWN
j 24-HR Towg & Read Servc

400 Tnnity Pbce
WZA2Eii, N 07201

(908) 27-0399

Road
SØrvice

4-

DATE .. . TIME .&M.JRE E TE BY P.O. NO.9ç)II /Q:.33. P.M.I 1YM ‘fl
NAME

), PHONE}2- ‘ J’J iL--
AODREI1

&w__: I 1VE JLOCATI( E K

ip :c4so n j)
YEAR, MAI(E, MODEL CtXA4 DRIVER

,fl’72iE)9 /7,W/14,M
STATE LIC. PLATE NO. VEHICLE .0. NO. REGISTERED OWNER

MILEAGE SERVICE TIME EXTRA PERSON .

:::
TOTAL TOTAL_< TOTAL
REASON FOR TOW :

.

- SPECIAL EQUIPMENT
D AooM D ABANDONED JATTtF D SINGLE LINE WtNCHING,/
£3 ARREST [3 STOLEN CAR [3 OUT OF GAS [3 DUAL LINE WINCHi’

.

—
-.

..-,[3 UNREGISTERED [3 BREAK DOWN [3 IMPOIWD [3 SNATCH BLO9)(
[3 TOW ZONE [3 LOCK OUT [3 [3 SCOTCH B(OCKS
[3 SNOW REMOVAL [3 START [3 [3 ooux

TVPEOF TOW’•- TOWED PER ORDER OF .
- VEHIO.ETOWED TO -

--- .f4fir G-’- “ FtRS1 ‘
,‘

J SLINGI HOIST TOW ID STATE POLICE

[3 FLAT BED! F3AMP [3 LOCAL POLICE

‘WHEEL L1FT ‘)WNER
SECOf)1(

....
-. [3 DEALER

..
- .‘

. :., - -

STORAGE FROM
2Z TOWING CHARGE

TO MILEAGECHARGE L
:

.
.

. :E)TRAPESON- 0 R
-

A-
-[1 CASH [3 CHECK

RIVES
— SPECIAL

EQUIPMENT
ID CREDIT CARD ID MC ID VISA ID AMEX TE

LABOR CHARGE

DCNO STORAGE
OpEPiATOSSIGNATlJRE

-

- DATE3

.3)I
-. :.

TRUNO.
-

—. ±j
cc.

. .

SUB-TOTAL -

AORDSIONARE DATE .
-_ -

- -fl
-

.

.

TAX
.VEHRVEEAEDTfI

.-.ij
.

. TOTAL.
. -.--- -

- :22?7-.
v

Not responsible for loss orda vehicle
in case of fire, theft or any other cause our control. Thank You.

-. - PRODUC2525



CLAIM FOR DAMAGES AGAINST UNION COUNTY
IF CLAIM IS BEING MADE FOR SPOUSE OR CI-IIEDREN,
SEPARATE TORT CLAIM FORMS MUST BE SUBMITTED. u

NZ%cog%
Union County Counsel
Administration Building
Elizabeth, New Jersey 07207

2. If notices and correspondence in connection with this c]aim are to be sent to a person other than
claimant, please state:

Name C\&\ . ccv\o,

Mailing Address ‘S\\

City, State Zip Code

Relationship to claimant: Attorney at Law

Explain Relationship

3. The occurrence or accident which gave rise to this claim:

A.
Date Time Dcxn

B. Describe the location or place of the accident or occimence

ftc Q

Forward To:

I. Claimant:

AkcD Y\eL
Last Name, First, Middle

Q51\Q5(J
Date of Birth

Social Security No.

Municipality Exact location ofthe occurrence



C. Describe how the accident or occurrence happened: If a diagram will assist your explanation,
please use the reverse side of this form.

6L

R fl

4. A. Claim for Damages (Check the appropriate block)

1rsonal Injury ()Property Damage
()Other - Explain in detail___________________________________________________

B. It you claim Personal Injury;

Bl. Describe your injuries resulting from this accident or occrence:

O \

B2. Do you claim permanent disability resulting from this injiny?

DYes No

If yes, describe the injuries believed to be permanent.

B3. For each hospital, doctor or other practitioner rendering treatment, examination, or
diagnostic service, state:

a. Name of Hospital. Doctor or other Facility

.-‘ (-c)
b. Address

c. Dates of treatment or services

d. Amount of charges to date

-s)
e. Amount paid or payable by other sources such as insurance



B4. If you claim loss of wages or income as a result of the injury, stale

Name of Employer Address of Employer

Your Occupation Date of Employment

Dates of absence from workRate of Pay

Date returned 10 work Nj

NOTE: If your claim for loss of income arises from self-employment or other than taxes, attach a
calLulat.oshoing the basis of your calculation of loss.

5. Set forth anypd all other losses or dages claimed by you.

6. If you claim prope damag

A. Describe the property dan’:

B. The present location and timproperty may be inspected:.

DATE \
C. Date property was acquired.

N

LOCATION TIME

D. Cost of property.

E. Value of property at time of accident.



F. Description of damage.

G. F1a”ttçamage been repaired?

If yes, by whogi when and cost of repair.

N
Repaired by N

When Costs of Repairs

H. Attach each estimate of repair cst to this form.

1. Set forth in detail the loss claimed by you fqr property damage.

7. A. Set forth in detail all other items of loss or damages claimed by you and the method by
which you made the caiculation.

a

B. The amount of the claim.

Q

8. A. State the name and address of the County agency or agencies that you claim caused your
damage.

B. State the names of County employees whom you claim ‘were at fault. including any
information that will assist in identifying and locating them.

\ç—

9. State the negligence or wrongful acts of the County agency and County employees which
caused your damages.

c


