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
Elizabeth, New Jersey 07207

1. Claimant: i ;
LACK  KaRen L- /| 2% |ot
Last Name, First, Middle Date of Birth

O}( Street Address/Mailing Address W

City, State Zip Code Social Security No.
X
i,
2. If notices and correspondence in connection with this claim are to be sent to a person other than

claimant, please state: .

Name
Mailing Address.
City, State Zip Code

Relationship to claimant: Attorney at Law () or

Explain Relationship

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

A. Z)LZIH l] 30 am
Date Time
B. Describe the location or p]ace of the accident or occurrence
e g {-ﬁ Le | Central Ave Eastbound
Mun1c1pahty Exact location of the occurrence

beteoin Novi ¢ SE LN
RAnes



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

I \{\}C}\fj C{,r’“\ \/ 4\5( iN /{'L’\ € ][&VA }/”\\3[ H iw O (quﬁ/\f*’y?&/&
Anre ound was nak'e 10 owoud a huge pot fole. as there
s . Cao-bohiUnd dre Jﬁd«’\(‘i to AN LeFJr X

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

() Personal Injury @/ Property Damage
() Other - Explain in detail

B. If you claim Personal Injury;

B1. 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 Hospital, Doctor or other Facility

b. Address

¢. 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: g
Side weld off +ire on frot passenger sd o
rippec open doe +o pot hole .

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

‘\’\J%}-Pi elal

LOCATION DATE TIME

C. Date property was acquired.

D. Cost of property.




F. Description of damage.
Kip 40 side well of Fire

G. Has the damage been repaired? y A

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

STS

Repaired by When Costs of Repairs
H. Attach each estimate of repair costs to this form.

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

T had +0 WML@D&/{M i”{iﬁicpc_;@
’}’L‘; J/ﬁ&vcwjﬁ( +ire

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.

Union C f)ku/\)F\]l

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
used your damages.

oad Sleguld heue be o r’“ﬂf:)cu%ci
Umon CmH\Jr\/




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

1l State the names and address of all witnesses to the accident or occurrence.

Chrisloght Towemasclr, el
Name of Witness 7;( Address

Name of Witness

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 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 this

notice.
No

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.

Ao




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 ( )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
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 Jaw.

PATED: 3], [ Ko A eisf

/I Claimant or person filing claim on
behalf of claimant.



Experience the Difference ...
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Visit our Website at www.ststire.com

ACCOUNT NO,

INVOICE DATE

INVOICE

™y
£at
[xnd
faa]

CONTROL NO.|  ORDER DATE  TERMS SHIP VIA SLS ORD
| QAP
: e 1 Vi
SHFPED | REPS] PRICE SVC.BY| EXTENSIO!
i A 3
t 1
1 it i
3 5 i
1 4 i
1243
1eby walve my rights o & written estimate for the requested repairs, and | LB MOK-Toy . 1,58

odzs:heabovarepakwoﬂ(tobedoneabng

and your employees may operate above ve

with necessary materiais.
ehicle for purposes of testing,

sdionords&veryaxmydskhismdsrstoodmwsconpanyaswms
ssponsibliity for lose or damage by theft or fire to vehicle or arficles left

shicle placed with them for storage, sale,
upress ic’s flen is ack

repalr or while road festing.
on above vehicle to secure the amount of repairs

CUSTOMER SIGNATURE




- UNION COUNTY COUNSEL  Fax:908-289-4230 Jan 25 201@1:406&1 P003/011

' CLAIM FOR DAMAGES AGAINST UNION COURY

IF CLAIM IS BEING MADE FOR SPOUSE OR CHILDREY, e,
SEPARATE TORT CLAIM FORMS MUST BE SUBMITTES, <@ &2
O Z

3, B £
Forward To: Union County Counsel ag%p cé/ 6\0’{’&
Admipistration Building ?é% 7
Elizabeth, New Jersey 07207 %4%,
1. Claimapt:
Meegs odoad 3 | /08416457
Last Name, First, Middle Date of Birth

% Street Addresg5!mg Address |

City, State Zip Code Social Security No.

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

Name
Mailing Address.

City, State Zip Code

Relationship to claimant: Attorney at Law () or
Explain Relationship

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

A . ‘
Date | / 14/ Time 10.00am

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

_@Q}, QTQ < d lﬁi\ (3:& gL Losbg

Municipality Exact location of g\e occurrence




UNION COUNTY COUNSEL  Fax:908-289-4230 Jan 25 2011 11:4%am  P0O04/011

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

5

-~ ~ i Lot
Wbhan Reddpad o el T piedn
\i\;\.(i' o e &Q& VOGN SN 6)’& :

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

() Personal Injury @ﬁtoperty Damage !
() Other - Explain in detail_{A\c<in (. O 2y %{?@Qyiﬂt){ ‘f}i LCL PR

i b J&\jr
)
B. If'you claim Personal Injury;

B1. Describe your injuries resulting from this accident or occurrence:

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

-

() Yes I No

If yes, describe the injuries believed to be permanent.

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

a. Name of Hospital, Doctor or other Facility

b. Address

¢. Dates of treatment or services

d. Amount of charges to date

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



UNION COUNTY COUNSEL  Fax:908-289-4230 Jan 25 2011 t1:41am  POO5/014

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 retwmed 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. I you claim property damage:

A. Describe the property damage:
e nteel oF My Oon o (S sS) (f\g

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

@\Gi'w\@\oiak ol Seavice s 2~ 10-11 |
LOCATION : | DATE TIME |Uom

C. Date property was acquired.
Fool

D. Cost of property.

E. Value of property at time of accident.

Lo A Qoo by novd



UNION COUNTY COUNSEL  Fax:908-289-4230 Jan 25 2011 11:41am  POOB/011

F. Description of damage.

g +o pt\j bud 1S MISNN ﬁ
G. Has the damage been repaired? ot i the %»\L\p

If yes, by whom, when and cost of Tepair,

Repaired by When Costs of Repairs
H. Attach each estimate of repair costs to this form.

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

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

B. The amount of the claim.

¥ 0w
8. A. State the name and address of the County agency or agencies that you claim caused your
damage.
Anian o

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

o c’mmﬁ SOy Do L oficon s

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

Wk 10\‘\)4\*\){ c\/\,\tﬁ ok~ Y c\\CGuk “oooas

¥A gﬁ&ﬂr Cond iHon, Thon i en T ,V@sza( e nd f
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UNION COUNTY COUNSEL  Fax:908-289-4230 Jan 25 2011 11:41am  P007/011

10. State the name and address of any other persons against whom you are making a claim atising
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.

Name of Witness Address

Name of Withess 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 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 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.

0o




UNTON COUNTY COUNSEL  Fax:908-289-4230 Jan 25 2011 11:41am PO0S/014

For each such policy, state the narme 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. g

() Yes ()’f\i}

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.



UNTON COUNTY COUNSEL  Fax:908-289-4230 Jan 25 2011 11:41am  P009/011

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.

2
| £
! ;A i

D
L

ATED: o= pa. %3,{,@;% el g
Claimant or person filing claim on
behalf of claimant.
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UNION COUNTY SHERIFF INVESTIGATION REPORT
K Referral/Connecting/Property Siip # | 2 Code 3UCRCode ~ = '[4 Trans Disc No.

6 Crime Incident 7 Patrol
[Z} District
13 Time & Date Crime
or Incident Occurred
Date

18 Home Address- City - State Phone

:Between

AND 0% L Cell / Pager No.
Time At __ Slmiets S8 39 3 : R o ! %h
20 Location 21 Employer - School 22 Business Phone
Lobby 200 W. 2nd St. PIfd
23 Time & Date Unit Notified 24 Person Reporting Crime | 25 Age 26 Time & Date Reported
10:35am on 1/24/11 10:35 on 1/24/11
27 Type of Premises 28 Code 29 Weapons - Tools | 30 Code | 31 Address 32 Phone
office bldg

33 Vehicle 35 Make 36 Body Type |37 Color 38 Reg. Number & State l39 Serial Number

l._.(|'-

53 CLEARED BY ARREST

ApuLT [ ] JUVENILE [ ] ADULT & JUVENIE [ |  NarcoTics INvoLvep [ ]

LIST OF INVOLVED - LIST AND IDENTIFY ADDITIONAL VICTIMS - DESCRIBE PERPETRATORS OR SUSPECTS ~ ACTION TAKEN
INCLUDE FINDINGS AND OBSERVATIONS OF INVESTIGATOR - PHYSICAL EVIDENCE FOUND - WHERE - BY WHOM - DISPOSITION
AND TECHNICAL SERVICES PERFORMED - INTERVIEW OF VICTIMS - WITNESSES - PERSONS CONTACTED - SUSPECTS- LIST -
DESCRIBE STOLEN PROPERTY - VALUE - COURT ACTION - ATTACH STATEMENTS

4 PERSONINVOLVED .~ = ‘ e S HR = T

'C

Narrative

After Mr. Morris retrieved his belt from lobby security, he claimed the officer was responsible for a
missing cylinder piece on the belt. The belt is held at security because the buckle is shaped like a
handgun. Mr. Morris frequents this building to receive services and knows the procedure of leaving
this belt at security. I had him write his general information and description of the incident. He
writes," I came in gave my belt to the officer than when I came back to get my belt it was a piece
missing. The belt cost me $350 and I would like to be reimbursed for my belt."

[ received the tort pact via fax the next day on the 25th of January. I was able to review the security
cameras in between the time of the incident and Mr. Morris return on the 31st. The security camera
revealed Mr. Morris wearing a striped hooded top, dark coat and jeans removing something from his
blue bookbag while on line.

55 Type Nam;ﬁﬁ? il Alexander
Signature _ = / /%//_J’V

| 57 58 Date of Report

60 Desk Supervisor

59 Typist




UNION COUNTY SHERIFF CONTINUATION PAGE
-1 1 Referral No. or Reports 2 Code 3 Trans Disc No. 4 Case g TS i

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

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

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

On the 31st Mr. Morris returned, I provided Mr. Morris with the tort paperwork in the security
lobby. I asked Mr. Morris if he was sure that we damaged his belt. He said that he knows it was
perfectly fine beforehand because of the weight of the belt. 1 asked him where did he removed the
belt. He said that it was by the entrance doors and pointed to an area that is in close proximity to the
security table.

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

The building manager copied the security footage to VHS.

57 Type Name 60 Date of Report

Capt AGail Alexander 2 . 2 agen i L
Signatur «/0&«\ S T Typist 62 Desk Supervisor
R R

gsa




MAR-7-201 l 85:11 FROM:QO 9082416658 T0: 19082894230 P.2
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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
Elizabeth, New Jersey 07207

1. Claimant: ‘
MD&&QLWM& \ bonmjfi 1930
Last Name, Fixst, Middlc Date of Bx

Street Address/Mailing Address

Zip Code Social Secunty No. ‘

State

2. If notices and correspondence in connection with this claim are 1o be sent to a persop other than
claimant, pleasc state:

Name
Mniling Address.
Ciry, State Zip Code

Relationship 10 claimant: Attorney at Law () or

Explain Relationship

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

Date ‘/3!}!; /)nmc ]le% ofXenoon

B. Descnibe the location or place of the accident or occarence

LApion Coonteid - WM
Mumnicipality Exact location of the occurrence




MAR-7-2011 @5:12 FROM:O 9082416850 TO: 19982894230 P.3
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C. Describe how the accident or occurrence happened: If a diagram will assist your explanation,
please use the reverse side of this form.

“There 1000 O/h\L%L_MJDH’\Q Stheet Hhat

AL oNOIDY. DUl 1D

1 e only on street. (Seeplesof; repaureo (othole

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

() Personal Injury  (Property Damage

() Other - Explain i detail M@W

B1. Describe your injuries resulting from this accident or occurrence:

Na

B2. Do you claxm p ent disability resulting from thas wyury?
( }Yes (Km‘

If yes, describe the injurics believed 1o be permanent.

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

&. Name of Hospiml, Doctor or other Facility }Q\ Q

b. Address Y\\\P(

. Dates of treatment or services }\)\Pr

O

d. Amount of charges io date ,\‘)f A

o

. Amount paid or payable by other sources such as insurancct\) YA’



MAR-7-2B811 @5:12 FROM:O 9082416850 TO: 19082894230 P.4

UITTURY WUUIYL Y LUUIYODL V@R.JUOTLOI™ LI TOU AN &uU ) Tiwirom  ruwurg Ve

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

Name of Emptoycr Address of Employer

o\A

Your Occupation Date of Employment
Ratc of Pay ! Dates of absence from work

Date retumed to work M‘ Q

NOTE: If your cleam for loss of mncome anses from self-employment or other than taxes, attach a
calculation showing the basis of your calculation of Joss.

5. Set forth zny and all other losses or damages claomed by you,

6. If you claym property damage:

A. Describe mapropcnydamagchQ-}jraS & A th onN M
Q0¥ Yot Gl Comedlole

B.  The present location and time when the property may be m%‘éwm at

+heshop whnen Done. 14+ Lot e ho
rovces S \2[ "
LOCATION DATE mfnzo?prm

e X

C. Date proberty was acquired.

XL XD A0I0

D. Cost of property. $

E. Value of pmpextyvat tume of accidept.




MQR’-?—E’@MA B5:12 FROM: O 9082416858 T0: 190882894230 P.5s
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F. Description of damage.
Dhes 4 Dams_vepaced
G. Has the damage been repaired? %

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

\\\QQ& Mﬁo a2z - 1 A\

Repaired by Wh Costs of Repairs
H. Attach each cstimate of repair costs to this form.

1. Set forth in detail the Joss 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.

e

B. The amount of the clmm.

N\ VG

8. A. State the pame emd address of the County agency or agencies that you claim caused your
damage.
Hopouru | - Michiopnfvenue,
LS OAORD

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

\ sl , T rotholes ol
Y MiChing, ° N A - £
I\ not fixe

9. State the negligence ox wrongful acts of the County agency and County cmployees which
cansed your damages. ”\(\m( m O@ @)

_,\_D‘( o8 A‘L HI\ %" CLooMn K%_JW,‘__%UVLCL&{

A0a &AX).A LAY )’\{1\ \£ CoaasesS
M%L
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For each such policy, state the natoe and address of the insurance company, policy number

and benefits paid or payable.

Name & Addres3 of Ins. Co. Policy Number Benefits Paid or Payable
M\ A o

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

15.  Have you received or agreed to receive any moncy from anyone for the damages claumed

herein.
( ) Yes (a’ﬁ’

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 claums by you.
C. Copies of all written reports of all expert witnesses and tresting physicians. p\ﬂ

D. A letter from your exaployer vernfying your lost wages. If sclf employed, a statement M\{'\
showing the caleulation of your claimed Jost income.

E. Completed “Authorization for Release of Health Tuformation”, sce attached form., M\Q



- - IODC LBEDY TO: 190826894230

Village Automotive Services
1225 Magie Ave
Union NJ 007083
808-289-1423

P.7

37312077 342 PN

page 1

Repair Order #16441

Day Phone Y- AN FL‘
ph

Mortellito, Janine
N — oo — <

Vehicle' : 2008 Pontiac G6 3.5 L 214 CID V6 OHV with W Tag/State CWGAT73T/NJ
VIN Color Biue
% Last Mileage : 20900
Created :3/1/2011 2:17:38 PM Odometer In  : 35035
Odometer Out : 35035
“Qly CodelTech™ Ralarencs Descriplion Condftion  Unh Price Price
1 o006 TOWING tow charges $63.00 $85.00
tow car from michigan ave kenilworth
both right side rims bent
2 - RiM wheel tire rim 18x7 ponliac refurblshod $300.00 $600.00
2 - TIRE goodyenr oeglo 225 50 r 18 $150.00 $300.00
2 006" MOUNT Mount Balance $20.00 $40.00
SubletMisc. $0.00
Other Charges $5.00
Charges $0.00
Sales Tax Tax @ $1.010.00 = 7.0000% $70.70
Repair Total “$T.080.70
Yach Corlflication #

I hereby authorize the repair work herein set forth to be done along with the necessary material and
agree that you are 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. | hereby grant you and/or your employees permission to
operate the vehicle herein described on streets, highways or elsewhere for the purpose of testing and/or
Inspection. An express garagekeeper's lien is hereby acknowledged on the above vehicle to secure the
amount or repairs thereto. All Vehicles left over 48 hrs. after repairs are completed WILL INCURE A
$25.00 PER DAY STORAGE FEE. .

O Customer Signature

A



MAR-7-2011 B5:13 FROM: O 3082416856 T0: 139082894230 P.g
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I hereby cartify that the foregoing statements made by me are true, that the attached
statements, bills, reports, and documents arc the only oncs known 1o me to be in existence at this
time. | am aware that if any statements made herein are willfully false or fraudulent, that I am

subject to punishment provided by law.
o W A
DATED: ’HM,QHLH //UMLKM)

Claimagt or person filing clai
behalf ¢f claimant.
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AUTHORIZATION FOR RELEASE OF BEALTH INFORMATION

I herpby authorize the use or disclosure of my individnally identifinble health information
as described below. 1 understand that this ‘auﬁhorizaﬂon is voluntary.

Patient Name: y \ /\
Soc. Ser. Number: \ Da :
Patient Address: \ /]
: - | [
City / State / Zap Code: }
My health information is to be released by the following physjcians, hosy care
facilities apd/or healthcare providers: \
Name of Provider or Facibity:
N/
Address: [ \ \ )
City / State / Zip Code: \\}, EB/Y’
Name of Provider oxr Facility: /\( N e
Address: N \ ; \ K \‘\(\__,/"
City / State / Zip \&\&v) m ‘ r\‘k .
Name of Provider or\Facility: [N \
Address: N \ }
City / State / Zip Code: \ \)\
The health information to be released (include specific desaription of wjury 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



MRR-?-EBl} 85:13 FROM:O 9082416850 T3z 190682894230 P.16

UITUIY LUUNRTY LUMNACL FOR: JUOTLOTTNLTY FOU 24 LUNT 11« bl FulLfu L

The purpose of this disclosure is to allow the County of Union to evaluate the medical
condition of the tudividual listed above in connection with their Tort Claim agswst the
County. This infoxmation will be utitized by the Connty of Union to determine the validity
and$everity of any claimed medical condition for the purpose of potential settlement. The
County rescrves the right to have the disclosed henlth information evaluated by an outside

physician or healthcare provider, 23 appropriate.

This information is to be released for the purposc stated above and may not be used by the
recipient for any other purpose. ] understand that authonzing disclosure of ts health
information is voluntary and that I can refuse to sign this anthonzation. I further understand that
1 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 bealth benefits on whether or not this
Release is executed. 1 understand that I may revoke this authorization at any time by potifying
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 15 not revoked, 1t
will tenminate one year from the date of my signanxe. This Release is intended to comply with

~ the Privacy Regulations enacted under the Healrh Insurance Portability and Accountability Act
(HPAA). (45 CFR 164.508).

Printed Name of Patient Authorizing this Release: M { Q
(Person making claim) \
Date: - ' Signatare: 7}\) ! Q



CLAIM FOR DAMAGES AGAINST UNION COUNTY

IF CLAIM IS BEING MADE FOR SPOUSE OR C N
SEPARATE TORT CLAIM FORMS MUST BE SUB TY COUNSEL

EIVED
Forward To: Union County Counsel MAR - 8 2011
Administration Building ADMINISTRATION BUILDING
Elizabeth, New Jersey 07207 ELIZABETH, N.J
1. Claimant:
NoGueRA | Qo@e.er“ o ' QSZ'.z‘]-;cr‘/(
Last Name, First, Middle Date of Birth

Street Addreggailing Address
I ek needel cn pen el

Zip Code Social Security No.' 4 oféi. .

City, State

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

Name
Mailing Address.
City, State Zip Code

Relationship to claimant: Attorney at Law () or
Explain Relationship

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

A.,., ‘2 «,,‘%' l l
Date &\ 5’(2»::\( Time (| 50am
B. Describe the location or place of the accident or occurrence
Car meod NI 3@«44\5 FarK N6 Lot ENTEANLS
Municipality Exact location of the qccurrence

CiosesTtT T Houe DECST

Sout| AVENVC —cpaddsrel
GCGAQ s e INNY



C. Describe how the accident or occurrence happened: If a diagram will assist your explanation,
please use the reverse side of this form. SoErate. 4

)z e
\f\: \E Mke;(- - r\t/\ \—:/\\’\Lj(s “i“r'ka viG L/'b C&t (‘E\t@\\; EANT Mi ER_ (/C_v’“(\,(w
O .t

Dut —Q\U\c NS ‘(\\\e& s { H\ w&t&x {”% ‘Y\C‘k:ic& ARG c’LruL Nas
!%\QL s»,:% =t ‘fyl"‘cét s c:‘( c&h\wo\,\_‘- F“j f\é'\'\‘c-e. (k \2«_\ "V‘l\t,

Exmc 1 e e d\c.gk gc:\r\rz.,n—\.c‘ w“'\"“ o~ = (“t
4. A. Claim for Damages (Check the approp te block)

() Personal Injury (\)/{roperty Damage i
() Otber - Explain in detail__| rreporcable cida - well dovne vl

Arg Do S \JL sdch ("o:\-& “""U”C,
!

xJ
B. If you claim Personal Injury;

B1. Describe your injuries resulting from this accident or occurrence:

NN

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

() Yes fNo

If yes, describe the injuries believed to be permanent.

N

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

a. Name of Hospital, Doctor or other Facility

N A
b. Address
R
)
c. Dates of treatment or services
YN
d. Amount of charges to date
~N l A\

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

~ (A



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

~ ( A

Name of Employer Address of Employer
wla

Your Occupation Date of Employment
~ o

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. ‘
N A

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

JESTORIENN

\ Ve ] <. 1—13{‘ ;; F‘L.z\-’ BN

6. 1f you claim property damage:
.
A. Describe the property damage: The \)Q{; &)\\)\e, Coxee L side WQ_\\
(&-@f*\’\"‘f‘*‘x“‘ ’{*4 m\,\ _-"\!‘ﬁ_, _‘j“’\c-i C@w%cx “(J ~wkﬂ\a —\""(

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

A \ A ~ i A N | -A\
LOCATION DATE TIME

C. Date property was acquired.

12 - 2509

~D. Cost of property.
I

E. Value of property at time of accident.

- "'r

Q"'\L&&,k@}\ Q\\'A -




F. Description of damage.
\ A wz,j?:?(e_ = cj\& Nl \;\ cj\c; w\c’)»:}gw, j\—u %'\ e g A b;,r{t
3

G. Has the damage been repaired? \'ik/’} ,

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

f;’\/'ﬁ ‘Tﬂ e Crv &W c;.,uiﬂu D - & - i { # c;)\Q G i{'(:t{\bt* <’w:5ﬁ?
Repaired by » When Costs of Repairs Y¢ spase -
Ejs +\ e C%’i‘\—n—— S - C( - —-Y(‘LL:,"'Y\,?A—»—L j e

H. Attach each estimate of repair costs to this form. 4 4

I. Set forth in detail the loss claimed by you for property damage.
*' { i e [ =7 £ e
gggo(%sﬂ* Woel @&Ts) - €5 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.

(2;@ o Lo o Ibene_

B. The amount of the claim.

§£ Cs 2d

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

C(,\J\‘hq ( Unisn
THesoens LU~ P \,‘( Crearoswe &L G QJ\(\_}\ (</§:, cxc{

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

e

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

’(\\Ls‘-\"e » Q/X?ca&s’ \),L,’\' C&k—e S CQ\#Y\J\\\ Q q&
“\)\u Q}«:,\L(q, C<9-§- 5@'«\**\«5\& S\ Savnee \;>€:; -’D\N\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.

W cne
11. | State the names and address of all witnesses to the accident or occurrence.
[ { A e
Name of Witness Address
~l A -
Name of Witness Address

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

tkcv'\e. F&qg\w&k‘ ‘\‘\of\_&_, Checy ot ?‘Q.&
Name of Police Officer Police Department '
Name of Police Officer Police Department

B. Copy of Police Report attached:
() Yes ONo  Aa

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

notice.
No

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

N.\A'

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

No—




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

oo _ _
Name & Address of Ins. Co. Policy Number Benefits Paid or Payable
N ‘p«\ T —
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 J 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
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 MWse or fraudulent, that I am
subject to punishment provided by law. ]

DATED: - 5 &« i

Clélm or person filing claim on
behalf of claimant.



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

I hergby authorize the use or disclosure of my mdmdually identifiable health information
as described below. I understand that this authoﬁzanon is voluntary.

Patient Name: Nok ‘A"\‘?\Sj\* cal>

Soc. See. Number: Date of Birth:

Patient Address: /

City / State / Zip Code: , / |

My health information is to be released by the following physi}és, hospitals, healthcare
facilities and/or healthcare providers:

Name of Provider or Facility: /
Address: / ’
City / State / Zip Code: / :
S

Name of Provider or Facility: /ﬁf
Address: /f/
City / State /. Zip Code: ;f’ |
Name of Pravider or Facility: / f
Address: / 4
City / State / Zip Code: ;,//

f

The health information te 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



The purpose of this disclosure is to allow the County of Union to evaluate the medical
condition of the individual listed abovfeihggnneeggﬁ with their Tort Claim against the
County. This information will be utilized by the County of Union to determine the validity
and$everity of any claimed medical condition for the Ppurpose 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: ‘\\0& Ci»ﬂ?p&l C&)ﬂ&h
(Person making claim) v

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

Forward To: Union County Counsel RECE / yc'ggNSE
Administration Building FEB 54 2
Elizabeth, New Jersey 07207 ADM'MSTRAT/ON O

ELizage N By,
1 Claimant: BF,H, Ny LDING
[ S | 0> 30-Ua,
Last Name, First, Middle Date of Birth
Street Address/Mailing Address *)

_ City, State ll Zip Code Social Security !o.

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

Name (W\C/L’W\{TY\ + {)DPYS_S

Mailing Address. (b‘\“\ E’OW\W\O(L(EZ STneet

Noweud, N - anwy
City, State Zip Code

Relationship to claimant: Attorney at Lav?(br
Explain Relationship

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

Date B&\B&\ VN Time YeT 52y + LWL Pw\ .
B. Describe the location or place of the accident or occurrence

E Laznbo WS Bl Noe

Municipality Exact location of the occurrence




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

Cleal Sihppea e PEn ) TR Sideonia

Dot D Tee condiniol Ccnieh by Stafgol b pnhys

+}

Claim for Damages (Check the appropriate block)

N

Other - Explain in detail

(\\/){/Personal Injury () Property Damage

Medaom Qperssc s,
B. If you claim Personal Injury;

B1. Describe your injuries resulting from this accident or occurrence:

Ofofedic . NGeeai Ofeed ?mc Q MtnDlOgUd TNt

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

() Yes ( )No

If yes, describe the injuries believed to be permanent.

O xc Derearun o)

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

a. Name of Hospital, Doctor or other Facility
| et s, Bespanie
b. Address 9 eIty STREE Bl an M@"Tg\gt) VEVTEE

c. Dates of treatment or services E\R 5\55\\( + E\K r&\&“{‘”

d. Amount of charges to date { © Ve L) UG g f

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

VO VA D’G"’\“Q«u\iw\‘,vf )




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

N e Dld “\’\FQQ

Name of Emf)loyer 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: N / P

A. Describe the property damage:

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

Nk N a
LOCATION DATE TIME

C. Date property was acquired.
N b
D. Cost of property.
N / A
E. Value of property at time of accident.

N{)/)r‘




.F. Description of damage.
N
[ ¥

G. Has the damage been repaired?

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

N s Ny N[5

Repaired by ' When [ /% Costs of lRepairs
H. Attach each estimate of repair costs to this form.

L. Set forth in detail the loss claimed by you for property damage.
Ny,
ya=

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.

|, 000 Qo 0O

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

oo bviond

ke Y SQJ&\BM\T‘Q’ Fmgﬂm\;\)r‘f‘? + AQ\JP{\TS -

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

Covana OF Lpsol 168 Aaedls Bdlogees 4
SErymrATS, - ~ v

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

QQ)L}/\’\'% 0 Untol id wt P{‘u’)pa&l&,}
MmN S Pangeana .




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.
4

o B Dacaned

Name of Witness Address

Name of Witness 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. '

NON &
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 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.

LD e Degenegnie p




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 )@”ﬁ’o

If so, set forth thé 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 wﬁtten 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: 0|34 1] 0 M« Uh e
v Claimant or person filing claim on
behalf of claimant.



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

I hergby 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: DPate-of Birth:

Patient Address:

City / State / Zip Code:

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

Name of Provider or Facility:

Address:
City / State / Zip Code:

Name of Provider or Facility:

Address:
City / State / Zip Code:

Name of Provider or Facility:

Address:
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



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
and$everity 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. Iunderstand 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 A ccountability Act
(HIPAA). (45 C.F.R. 164.508).

77 )
Printed Name of Patient Authorizing this Release:% Mezaa é/z PP
(Person making claim) P 7 [z

Date: 04 aLt,“( Signature ™ nR(A o7

[



CLA]]\/I FOR DAMAGES AGAINST UNION CO(m

IF CLAIM IS BEING MADE FOR SPOUSE OR CHILDREN, n e
SEPARATE TORT CLAIM FORMS MUST BE SUBMITTED. E c E v g%Ns&

M4
Forward To: Union County Counsel Dby R~ 2011
Administration Building ELIZ%T,O UG

Elizabeth, New Jersey 07207

1. Claymant:

Pwrhm CN;&%W MNM-‘ é[/ )‘// 77

LastName,  First, = Middle ~ MDate of Birth

.

Street Addxess/Mi' ii ii Address

City, State Zip Code Social Secunity No.

ol

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

Name Zagodriee , Cer [ thar +Bocer , LLc

Mailing address 2o Jour na [ 57(,«/?/ Sk /O
City,  State Zip Code TU.U«7 % y, T 0770

Relationship to claimant: Attorney at Law /éf or
Explain Relationship

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

Date }/4%’ Time gfm W/V

B. Describe the location or place of the accident or occurrence
H:\/ (s.dy W
Municipality Exact location of the occurrenc
/ ro QJ \(facltf



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

(Aaipaunt LAs vl aébj;é:ﬁfm vRag it klf‘w ”&&9\

wb(mw <f~cfm\f\-d‘i"vf LQ&‘W%

A. Claim for Damages (Check the appropriate block) T+ '/‘Y

(u}'ﬁonal Injury () Property Damage
() Other - Explain in detail

B. If you claim Personal Injury;

Describe your jnjuries resulting from this accident or occurrence;
), et Sraled— 4o j“" ﬁr%mﬂé@\

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

b() Yes ( )No

If yes, describe the injuries believed to be permanent.

/‘w N\x \QQ &.»suw o&wm,f;w\a Qmmuﬁ -Lo fﬂz._

%uum worck

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

a. Name of Hospital, Doctor or other Facility
ot Tomal ol + Bt Fomal Adubt-Clins
b. Address
ranle AT
c. Dates of treatment or services

N1/ YN rotuan fodes < +A M\“:é

d. Amount of charges to date

U itk lvsu

c. Amount paid or payable by other sources such as insurance M(

QOS&MW/C W \CAra—



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

A

Name of Empl&fer 0 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: N @‘(“ dM

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 ime of accident.




F. Description of damage.

G. Has the damage been repaired?

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.

1. 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.

@w’\ 4‘34“‘4»\ hw Muxﬂ)[mﬁ&,}
bbfW\ouﬁLS MLQ@Q’W’V\

B. The amount of the claim.

Awee ks e Neotdmsi |

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

Wit b~ k= Flnse ngagoraitille, rm s doodir Noapzace

M_AMS  GARA |

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

A ltss UM

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

Fdunt o wawkon swlls, A it s Swalbe
W@uui?ﬂu:ﬂ S gl 12 aﬁﬁ)m X
\A&ZM&WCMW-




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

Séa&%@f" oI NT Vausif-, (erﬂmm
i’ﬁ:&iﬂ%@f /—/7/&‘&\

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

Somz M T |topie Wl@ See e a0

Name of Witness Address

f,ﬁmwmwﬁlww’pr@”‘é%g

Name of Witness Address

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

ors—
Name of Police Officer Police Department

Name of Police Officer Police Department
B. Copy of Police Report attached: W@‘QK
() Yes GNo AR
13.  Have you made a claim against anyone else for any of the losses or expenses claimed in this
notice, ;: ( )

If yes, set‘fo;rth the names and addresses of all persons and insurance compapies against
whom you have made such claims.

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

sty




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

MA-

Name & Address of Ins. Co. Policy Number Benpefits 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 claymed
herein. )

() Yes (?Q’ 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 claums by you.
C. Copies of all wﬁttm reports of all expert witnesses and treating physicians.

D. A letter from your employer verifying your lost wages. If self employed, a staternent
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. 1 am aware that if any statements made herein are willfully false or fraudulent, that 1 am

subject to punishment provided by law.

DATED: 3 )2 ) t1 Wﬂ/%/&w

Claimant or person filing claim on
behalf of claimant.




AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

I hergby 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 / Zip Code:

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

Name of Provider or Facility:

Address:

City / State / Zip Code:

Name of Provider or Facility:

Address:

City / State / Zip Code:

Name of Provider or Facility:

Address:

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



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 atilized by the County of Union to determine the validity
and%$everity 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, enroliment or eligibility for health benefits on whether or not this
Release is executed. 1 understand that I may revoke this anthorization at any time by notfying
the County of Union, Office of County Counsel in writing; however, this revocation wall not
have any effect on actions taken prior to any revocation. If this authorization is not revoked, 1t
will terminate ope 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 4ct

(HIPA&). (45 CER. 164.508).

Printed Name of Patient Authorizing this Release:
(Person making claim)

Date: 3 /,;L _//! Signature: M’i{/ /9 /éﬁ.ﬁv




3/2/2011 liberty avenue hillside nj - Google Maps
{; {:) i Address Liberty Ave

o | Get Google Maps on your phone
Hillside, NJ 07205 Text the word “GMAPS” 10466453
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CLAIM FOR DAMAGES AGAINST UNION COUNTY

IF CLAIM IS BEING MADE FOR SPOUSE OR CHILDREN, 04{/0
SEPARATE TORT CLAIM FORMS MUST BE SUBMITTED. Q’VC

O,
e,
Forward To: Union County Counsel 4 ’%@P 59,
. o1 Y, 7 & /V‘S‘é‘
Administration Building g’/@% # X O
Elizabeth, New Jersey 07207 (’64&6’;04, . (/4
%
1. Claimant: &z 4"6‘
lzodZé;"éu)S}la ) \@ZANAJE | /0-28B 9
LastNamé,  First/  Middle Date of Birth

Street Address/Mailing Address

City, State ! 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
(
Mailing Address
City, State Zip Code

Relationship to claimant: Attorney at Law () or

Explain Relationship

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

A. - .
Date 59}0'20’1//' Time 400@444
B. Describe the location or place of the accident or occurrence
Wistbiddd Aye.  Cloa T Pot 98 Hhe L. shts 05 Columbas

MunicipalityJ Exact location of the occurrence



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

HOGE Pt Hole T Read [fi/JI’/‘“
& fi . I’T’\. - { ]
Couded h’\\j e 0 1\\3 e Jo %\‘:”udl

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

() Personal Injury }{Propeﬁy Damage
() Other - Explain in detail

/Qim O AN fan woks M%\Q%(Cg e O S v Hi‘t*h‘;uc; el tole

.

B. If you claim Personal Injury;

B1. Describe your injuries resulting from this accident or occurrence:

/

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

() Yes 1(>ﬁﬂo

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

. Dates of treatment or services

[¢]

. Amount of charges to date

o

. Amount paid or payable by other sources such as insurance

o



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

Name of Employer Address of Employer
ya
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:
FHonwt T Piwe wenT

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

N 4 F U /’} 7 ~ - . ” e
GdiSan 0 (lem ﬁué Omny date oL Tonwc
LOCATION DATE { TIME

C. Date property was acquired.
NocH
D. Cost of property.

P00 —

E. Value of property at time of accident.

S50 —




F. Description of damage.

G. Has the damage been repaired? kﬂ(ﬁg

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

badueat T, Cla w7 2125 | ﬂﬂ/g X5

Repaired by When Costs of Repairs

H. Attach each estimate of repair costs to this form. kg& Qﬁ% ]Og

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

om0 Qe puiact | Alegmaon -l

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.

i attoole A ﬁecum/

C?Ofﬁﬂ%ﬂ.( Lacl mneg o L *9)/@ 3’z A /S &wﬁ
f (o frvifredd

B. The amount of the claim.

4 oyz g5

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

- Y- g
/ \ig/ - U Mk é&wv/;f],_

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.

Taidwd o lepoad  poT Hoses




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.

o N\ ,
CLALSt o CWQ?L To my ol

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

e
Name of Police Officer // Police Department
///
/
Name of Police Officer Police Department
B. Copy of Police Report attached:
() Yes ( 0
13. Have you made a claim against anyone else for any of the losses or expenses claimed in this
notice.
NO

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.

NO




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 Nuntber Benefits Pajdor Payable
/ ’ 0
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 @é\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
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.

C ,Q ),
. . ~ . ! P
DATED: Gt [S0442/ /ﬁ(g@{ég -
C]/airriint or person filing c{lﬁx{/én
behalf of claimant.



AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

I hergby 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 / Zip Code:

My health information is to be released by the following phy;n s, hospxtals healthcare
facilities and/or healthcare providers:

a\
Name of Provider or Facility: /\)/

Address: \Ob\i >®V ’ \d/

\
City / State / Zip Code: / $ e\ \)J MU‘/

WX
Name of Provider or Facility: N

A~ \3
Address: \ \k\} _

\
City / State / Zip Code: \R&,

\SJ

Name of Provider or Facility:

Address:

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 Counse]

10 Elizabethtown Plaza
Elizabeth, New Jersey 07207



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
andSeverity 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. 1 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. Iunderstand 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 A ccountability Act
(HIPAA). (45 C.E.R. 164.508).

e

) Loz s
Printed Name of Patient Authorizing this Release: U LANVE KON Z4 %Uj{‘

(Person making claim)

| (O Q N
Date: ?){/ 2!/” Signatur@f»w C ﬁﬁgﬂ/]%




GOODYEAR

PAGE: 01

RETURN PARTS.. NO
PRIOR INVOICE. NEW CUSTOMER

DATE REQUESTED 02/22/11

ACCOUNT # COB TC CUST# TYPE/STATE
085100005 P 01 07562 0 NJ

AUTHORIZATION CREDIT LARD NO.
o= .

AUTO SERVICE CENTER

A DIVISION OF THE GOODYEAR TIRE & RUBBER COMPANY
1093 CENTRAL AVE
CLARK. NJ 07066

GOODFYEAR

FEDERAL TAX ID# 340253240
(732)381-5340 HOURS 7-7MON-FRI.7-5SAT.9-4SUN
www . GoodyearAutoService . com @ DUNLOP
KELLY l" TIRES

ODOMETER IN/DUT068310 / 058000
VEHICLE IN 02/22/11 12:31 PM
VEHICLE OUT....02/25/1] 05:16 PM
TERR/NONSIG. .. .0851/900851
SALESMAN 002 / 024

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

REGULAR REVLG #
75301

SLS TECH PRODUCT CODE BC QTY  DESCRIPTION UNIT PRICE LBR/EXCISE LINE TOTAL
002 055 047-200 R 1 ALLOY RIM MACHINING 155.00 10.00- .00 145 00
64833 1.00 MAZDA RIM
002 055 044-268 R 1 WHEEL BALANCE WARRANTY .00 .00 FREE
W1 2.00 WHEEL WEIGHTS
002 055 041-263 R 1 NEW VALVE STEM 3.25 .00 3.25
002 055 046-377 R 1 COURTESY TIRE AND MAINTENANCE INSPECTION .00 .00 FREE
002 055 078-145 R 1 WHEEL ALIGNMENT AUTO .00 79.95  15.00-  64.95
SUMMARY
PARTS TOTAL . ...... 158.25
LABOR TOTAL........ 79.95
SHOP SUPPLIES * 14.70
DISCOUNT LABOR. . ... 15.00
DISCOUNT PARTS. . ... 10.00
CHARGED AMOUNT 243.85 SUB TOTAL.......... 227.90
XKoo TAXABLE AMOUNT 227.90  SALES TAX( 7.000%) 15.95
CUSTOMER AUTHORIZATION FOR TOTAL INVOICE TOT 24638
THANK YOU FOR YOUR BUSINESS! IF YOU ARE NOT 100% SATISFIED.
PLEASE CONTACT THE STORE MANAGER. STEVEN MACE. AT (732)381-5340
SALES ASSOC(S): 002 STEVEN M. TREAD DEPTH L/F. .. .. 10732 R/F.... 10/32
TECHNICIAN(S) : 055 DAVID W. TREAD DEPTH L/R. .. .. 10/32 R/R.... 10/32
AUTHORIZED BY. SUZANNE AUTH REC'D BY. MICHAEL P MANNER REC'D.. P
AUTH PHONE ... . AUTH DATE ... .. AUTH TIME. .. ..
REVISED TOTAL.  227.90 ADD'L AMOUNT..  190.55 REPAIRS DESC. .

*SHOP SUPPLY FEES COVER MISC MATERIALS USED IN SERVICING YOUR VEHICLE THAT DO N
SEE REVERSE- SIDE FOR IMPORTANT SAFETY WARNING AND

FALL PARTS ARE NEW UNLESS OTHERWISE SPECIFIED***
OT APPEAR ELSEWHERE ON THIS INVOICE AND FOR PROFIT

WARRANTY INFORMATION



C————————

%‘.@Qi&%‘;’@ ?@‘a’vﬁié
24-HR Towing & Road &e

4001 T rinfly Place = 3 :‘ !
L.i {ZABET} H, MJ 872«31 S :
(9@8}i -;7 &1.99 : erVI e
o '9 9911 176:33 7w R?f 3??” : “?nmn.ég/’i =
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cry -
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DRIVER «
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REGISTERED OWNER ~

SERVICE TIME

JEXTRA PERSON -

| ABANDONED

- “"Not respons»ble ior tos
= In case of fire, theft or.any othel




'CLAIM FOR DAMAGES AGAINST UNION COUNTY

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

COU/V
Forward To: Union County Counsel RE Ce PI;COUA’SE
Administration Building MR 1 Ep™H
Elizabeth, New Jersey 07207 404”"\//87 , 201
ElizarlONg,
1 Claimant: 3455777{ A((,IJ‘ZD/NG
o0 Aoagkeng. g 51454
Last Name, First, Middle Date of Birth

-

Street Address/Mailing Address %r

City, !tate Zip Code Social Security No.

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

Name Nuenad S Veseanio, b,

Mailing Address \S\W\ = S\ . O@(@gv PN
Lodeny , N DL O03,

City, State Zip Code

Relationship to claimant: Attorney at Law @0{
Explain Relationship

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

A. .
Date &\\S\\\ Time CQ‘.?;DQLm

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

Loen Ve D % Edizacathn fe

Municipality Exact location of the occurrence




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

T Sped 0 A Sidouah (Duered W WL o DMk P
Do N Ieraenon wikn B Blizaioth B 10 Gindegy ND,

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

@/Pérsonal Inmjury () Property Damage
(') Other - Explain in detail

B1. Describe your injuries resulting from this accident or occurrence:

VAN (gon, .-%atm\p, WSy oy

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

AR Heooaa §
b. Address

oINS Sahamioon Hhack | Clpgiki (N0

c. Dates of treatment or services

2\s\11

d. Amount of charges to date

0 00 upepdcd

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

b o G o o



B4. 1f you claim loss of wages or income as a result of the injury, state

| NAR

Name of Employer . Address of Employer
LS

Your Occupation Date of Employment
N

Rate of Pay Dates of absence from work

7o,

Date returned to work NJ \ \—}

NOTE: If your claim for loss of income arises from self-employment or other than taxes, attach a
calculatidy showing the basis of your caleulation of loss.
\\\
\\
5. Set forth any apd all other losses or damages claimed by you.

6. If you claim property damag&
AN

A. Describe the property dan%%:

A

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

N

LOCATION DATE \ TIME

C. Date property was acquired. \

D. Cost of property.

E. Value of property'at time of accident.




F. Description of damage.
AN

N

G. Hasthe damage been repaired?

Ifyes, by whom\,y when and cost of repair.

Repaired by " When Costs of Repairs

™~

S

.
H. Attach each estimate of repair c?)w this form.

N
I. 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 calculation.
— . et
VO D o OO ()
B. The amount of the claim.
e N ~ —~d x‘ 1
O DuDpuC
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.

A o Dot d

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

oo Agened




