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

U’WON Cor

Forward To: Umon County Coun’sel S RE celyoL

. Administration Building. =~ . : BV
Elizabeth, New Jersey 07207 - AOM’””I"‘*/@
) | s SRR o EZ' L,q,rjo',v, o
Claimant: - o S 245& T Z,jfag,;,x‘/c
Zédj{ Dreve 2//9‘/73%
g-q/ LastName, ~ Fist,  Middle o ~ “Datw/’fBirth

Street Addxess/Malhng Add:css .

SQcial Security No.

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

B L | o W
Name : g Ragbr‘t'Tma'tbgs tEsq
, obert Treat Center ~ : 5“44 DS,QQW
- 50 Park Place - 11th Floor - , T =

| Newark, NJ 07102 !
Mailing Address. - o f oael TZR'S
: : @,(;f‘&c,buz A W

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 /./3’/'20/ 0 Time

B. Describe the location or i:lace of ﬂie accident or occurrence

Municipality - : Exact location of the occurrence




C. Descnbc how the- acc1dcnt or occurrence happened If a dlagram will assist your explanat:on,

- please use the reverse side of this form. ,
%t glaécm{fzzfs 2

. A. léum/&wﬁ,f 7%} ﬁylé-, mVéf(c/é WM %

~ A. Claim for Damages (Check the appropnate block) /07% Wi}"

6/)/ irsonal Injury () Prop

Dam
her - Explain in detail 2

g | L s
B. If you claim Personal Injury;
" B1. Describe your injuries resulting from this accident or occurrence:

yf a/o )/é

B2.. Do you claim permanent d1sab1hty resulting from this injury?

vés - ()No

i yes, describe the injuries believed to be permapent.

75 fé/ﬂmualaé WMQW

B3. . For each hospltal, doctor or other practmonet rcndermg treatment, examination, or
diagnostic service, state: , ,

- a. Name of Hospital, Doctor or othcr Facxhty

TR Mtein
/gf Tbynes SE-

| b. Address
v%(dﬁ;z/ A(T
¢. Dates of treatment or services /// A ( - / Vd /20/ o

d. Amount of charges to date - 70 le W

e. Amount paid or payable by other sources such as insurance MM @ /Wm?f



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

Name of Employer | S ‘Address fﬁf Employer .

Your Occupation

Rate of Péy‘ . Dates of absence from work

NOTE: If your claim for loss of income arises fmm self-employment or - other than taxes, attach a
calculation showing the basis of your calculation of 1055

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

%(m fowse a7 33 szaéec[%c fellocte -
W ﬁ ,ézj?fzdm/(/ WWW

6. If you clmm property damage

A. Descnbe the property damage . .
 Udslorommsst ot /wcswf L proveecc
“pon el of etzmaleo .
’ B. The prcsent location and time When the property may be mspected

Sw%oéw

LOCA'HON DATE - - - TIME

C. Date property was acq'uired.

m o M@W

E Value of property at time of accxdent W g,é /g;r/@/ 74/




F. Deqcnptmn of damage.

f&W

| G. Has the damage been repaxrcd‘7 // 7

If yes, by whom, when and cost of repa.lr

Repaired by . . When . A, Costs of Repairs
H. Attach each esﬁmaie of repair costs to this form |

1. Setforthin detall ﬂ:e 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 méethod by

which you madf: the calculation. ' 7 mﬂ/ g fma-,v Ma_&ﬁﬂﬁ /’W ‘

.. Il,AL‘A Aiovzsn - 1nidf 4111,“ 5 V721 %W%C
(LD f)/ /e /~ . be s /¥ GOQJ'J-— '. J
/

: P 7/
y / W /- /- (el F ’ s gy 7 —, Pl ’ = '43”;"‘, /
B. The amount of the claim. _
f 09 000 _—
8.  A. State the name and address of the County agency or agenczes that you claim caused your
damage

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

9. State the neghgence or wrongful acts of 1he County agency and County employees which
caused your damages. - : ‘ ,




£ 10. Statc the name and address of any other persons agamst whom you are making a claim arising

11.. Siate‘thé names and address of all witnesses to the accident or occurrence.

Namedeimess L - Address -

Name of Witness L Address .

12. A, Statethenames of all pohce officers and police departments who investi gated the accident
and attach a copy of the police report, if any.

Name of Police Officerf, €/

A

" Name of Police - . Police Department

Police Department

B Copy of Police Report ‘ ched:-
() Yes ¢jNo -

13. Have you.made a claim against anyone else for any of the 1osses or expenses claimed in this

notice. k %/0

Ifyes, set forth the pames and addresses of al] persons and insurance companies against
whom you have made such claxms

14.  Areanyofthe losses or éxpcnses claimed herein covered by any policy of insurance.




, For each such policy, state the name and addrcss of the i insurance company, policy number
and beneﬁts paid or payable e e
#)z

, Name,_& Address of Ins. Co. - Policy Number - ' Benefits Paid or Payable ‘

Name & Address of Ins. Co. ' 'Pblicy Number E _ Benefits Paid or Payable

15. Haveyou received or agreed to receive any money from anyone for the damages claimed
herein. o - '
| ()Yes  DNo

" If so, set forth the details of such agreement. :

16. ~ The »fdﬂovﬁng items must be submitted with this notice:
A. Copies of itemized bills for each medical expeﬁsc and other losses and expenses claimed.
B. ‘Full copies of all appraisals and est'imatcsv of property damage claims by you.

'C. Copies of all vmtten reports of all cxpert witnesses and treatmg phys1c1ans

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

E. Complcted “Authorization for Release of Health Information”, see attachcd form.

- ()ﬂéﬂW
= - W//



" 1 hereby certify that the foregoing statements made by me are true, that the attached
staterments, bills, reports, and documents are the oxly ones known to me to be in existence at this’
time. Iam aware that if any statements made herein are willfully false or fraudulent, that 1 am
subject to punishment provided by law. L .

DATED:

" behalf of claimant..



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 B
Administration Building ’* Fe
Elizabeth, New Jersey 07207 e

1. Claimant: ;u T

AN W 1 one | PR

Last Name, First, ~ Middle Date of Birth

Street Address/Mailing Address

City, Zip Code

!ocial 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 \WV\ﬁCvr\ﬁv\f\ VI S CiOu.nse hWoas Ay LAy

N pA U 4 ;
Mailing Address O COommen s St OUTE b

City,  State  ZipCode N\ Cuohedc Nq{ My

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

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

A.
Date 193|340 Time Detuced 345 it 1200 pry

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

U\N\\\)\Q NY (Qﬂ{) [PRTRIINTS P‘\}E

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.

CARMAT s Dulde The Rropeti Lo Wiktker AuE whend e
O gped -+ TEN Dur T SAd tIce o W Sidcuns .

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

(V{ ersonal Injury () Property Damage
(\J Other - Explain in detail

Mg C\pwsf S

B. If you claim Personal Injury;

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

OKN@QM <, Nw\\'&\&% X \QSM\C}/@MGM\M ! X RELRRIVAVEVAN
B2. Do you claim permanent disability resulting from this injury? A
() Yes ( )No

If yes, describe the injuries believed to be permanent.

1o e Detendined

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

a. Name of Hospital, Doctor or other Facility
D T Aamad
b. Address \ S \1\((’(&\9\%&/\ SWEET QNC M. ME&:\)M\K Mq NI
; v <

c. Dates of treatment or services O\ -0%H- || LT Prsent,

d. Amount of charges to date T\J Pye h CiER MNE d}

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

N BQYYYLM'\N\"(Q



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

UnN QVY\D\QL/UQ

Name of Employer Address of Employer
A |
Your Occupatiéq'ﬁt Date of Employment
M
Rate of Pay (- Dates of absence from work

Date returned to work N / P\

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:.

Y N
P ) A N
LOCATION DATE ! TIME

C. Date property was acquired.

R

D. Cost of property.

E. Value of property' at time of accident.

/\f/k’




F. Description of damage.

N//L

G. Has the damage been repaired?

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

NiA

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.

M/ﬁr

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.

1,000,400 .43

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

Counta of Lnion) Tre Ao enTs
L:W\mswc‘é + RPN

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

Bounn > C \yNival .L%S P\Q@M& Cﬁ\@lw«tt‘é =
S CUOTEATS

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

Cownma 50 pioal - id (ot Dol
‘\_) \_) 1 \ )
DR OSION, T posd ey




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 A DeTenraN &)

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

O k. L N imens oD A WMk e
Name of Witness Address NN ‘\% )
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

tice.
P e Detrarualtd

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

/)\ > e Derarun )

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

N




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

T Ove DUTmN )

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 expenée 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. Iam aware that if any statements made herein are willfully false or fraudulent, that I am
subject to punishment provided by law.

DATED:;‘”{“ &imt&%&&zn
Claimant or pé#son filing claim on

behalf of claimant.




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

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

1. Claimant:
Last Name, First, Middle Date of Birth
P\ ( Qauenontr 1S € Wb
Street Address/Mailing Address o O &%\\{\
Claseth, 5T —
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
clatmant, please state:

Name \N\eopn . ‘(\\og\’\m,gsa.

Mailing Address 50O Tork 0\aw@,suite HOO

Newoct, NI SNOC2
City, State Zip Code

Relationship to claimant: @ ) or

Explain Relationship

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

A QA T LK
Date Time
B. Describe the location or place of the accident or occurrence

520 e St Civzobeth, WS

Municipality Exact location of the occurrence



C. Describe how the accident or occurrence happened If a diagram w:ll assist your explanatxon
. please use the reverse side of this form. . - -

. Qoseec ook oo Oasn \;\_Qm @ms)\ms\q Supphied.

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

yj'?ersonal Injury () Property Damage
) Other - Explain in detail

B. If you claim Personal Injury;

B1. Describe your injuries resulting from this accident or occurrence;
Emna&gmm_gmmﬁ DA \gk evust,

_ohdooen  ad dgee e |

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

’ Q{)\Yes ( )No

If yes, describe the injuries believed to be permanent.

A Jeab 1 [els A ¢ ) 'Qa(wr J_//
flr%qg“(—r «

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

diagnostic service, state: O, 3\- \)(\Q;\\\\ Lerd dans \okee \Jnwersig kol €\ \\V'g
Lo WO\ J Heel, €ty ol

a. Name of Hospital, Doctor or other Facility

s Ofoondd medical ceordy
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 \Q (R
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.

Poool IS, ® DY, 0.0

6. 1f you claim property damage:

A. Describe the property damage:

NTANy

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.

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 loss or damages claimed by you and the method by
which you made the calculation.

Toroo! (aluAcS
WD

B. The amount of the claim.

it DTN OATON NS

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

Lhe Elzadotts and s Qolice Vegortmer
dta Courdi) OF Lanion, 404 4ne Srade o Nego Te@ea

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

‘ \mmmx#\ec& Elzated Wie CRors oy mgmg_ﬁww
dites of e shootes by (o x e El2clefr,
'?o\\m Qv |

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

“Doucnoet v dhor eveml hes W fm%_ﬁm_mfmmj

ond-fnadiciously prsecuied




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

“Toa Oau nk Bleabein

11. State the names and address of all witnesses to the accident or occurrence.
20 GFocred  POM@ cexsfr

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.

Mmmj_bazém B8 Elizaloetn
Name of Police Officér Police Department

Nooks 0 Rotoles Elzaleoth

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.

o () Bt Bizabetin

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. ‘ . D’(’
OO O ROSLSSR 0

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 MNO

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. | am aware that if any statements made herein are willfully false or fraudulent, that I am
subject to punishment provided by law.

[ e
DATED: Pad APRAD )

Claimant or person filing claim on
behalf of claimant.




'CLAIM FOR DAMAGES AGAINST UNION COUNT
~ [FCLAIMIS BEINGMADE FOR SPOUSE OR CHILDREN, . ©

A
{0

F orwar& To: Union County Counsel N
Administration Building Pl
Elizabeth, New Jersey 07207 L O

1. Claimant:

Michael Higgs 06/08/1971
Last Name,  First, Middle Date of Birth (e
. \ T
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 Ronald C. Hunt

Maiiing Address. 60 Park Place, 16th Floor, Newark, New Jersey 07102

City, State Zip Code

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

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

AAA -

11/10/2010 . :

Date /10/ Time 2:002m

B. Describe the location or place of the accident or occurrence
SOMERSET COUNTY SOMERSET COUNTY SUPERIOR COURT

Municipality Exact location of the occurrence

" SEPARATE TORT CLAIM FORMS MUST BE SUBMI’ITED IR



R please use the revers“, s

C. Describe how the acc'xdent or occurrence happened If a dlagram wﬂi asszst your explananon

Claimant was unlawfulty arrested.and prosecuted in vnolat»on of his federal and state constltutlonat nghts and those

rights provided to Claimant by statute, regulation and/or policy governing law enforcement and prosecutorial entities.

I3

See attached document.

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

X ) Personal Injury () Property Damage
% ) Other - Explain in detail

civil rights violations, including false imprisonment, malicious prosecution and violations of due
process

B. If you claim Personal Injury;

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

emotional distress related to anxiety stemming from the incidents which give rise to claimant's claim

B2. Do you claim permanent disability resulting from this injury?
&) Yes ( YNo

If yes, describe the injuries believed to be permanent.

permanent emotional distress, anxiety, humiliation related to the actions taken against claimant by police and

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

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. Ifyou claim loss of wages or income as a result of the injury, state N/A

& — . R,

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.

Claimant was forced to incur expenses to defend against blatantly false accusations,
including expenses related to polygraphs examinations, attorney’s fees, voice analysis
and posting bail in this matter.

N/A

6. If you claim property damage:

A. Describe the property damage:

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

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.

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.
Violation of civil rights and intentional/negligent infliction of emotional distress, malicious prosecution and other

related harm totaling $5,000,000.00 and out-of-pocket expenses totaling approximately $24,000.00. (See Paragraph
5)

B. The amount of the claim.
$5,024,000.00

8. A. State the name and address of the County agency or agencies that you claim caused your
‘damage.
Watchung Police Department 840 Somerset Street, Watchung, NJ 07069; Plainfield Police Department 200 E. 4th

Street, Plainfield NJ 07061; Somerset County, 21 N. Bridge Street, Somerville, NJ 08876; Union County, Union County
-Administration-Building;~1 SthrFloor; ElizabethtownPlaza; Elizabety, N3 07207.

B. State the names of County employees whom you claim were at fault, including any
information that will assist in identifying and locating them.
Detective Christopher Gelardi; W. Brian Stack ADA Somerset COunty

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

Wanton disregard by the within named agencies for federal and state constitutional prtoections afforded
claimant. Failure to adhere to law enforcement and prosecutorial regulations, policy and/or procedure. Malicious
mvestigation and prosecution of claimant where Taw enforcement blatantly lied and failed to properly investigate




10.  State the name and address of any otherpersons against whom you are makmg aclaim ansmg "
out of this accident and your theory of negligence or wrongful acts by them.
At this time other persons involved in this matter are unknown to claimant, but will be provided when

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

Name of Witness Address
Shante Griswell “m
Name of Witness Address

Diane Griswell .

*

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.

Detective Christopher Gelardi Unknown
Name of Police Officer : Police Department
Name of Police Officer Police Departinent

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.

N/A

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

Unknown.




B 5 R Tl e

For each sﬁch 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 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.



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

I hereby certify that the foregoing statements made by meé-are true, tha the attached -

time. | am aware that if any statements made herein are willfully false or fraudulent, that [ am
subject to punishment provided by law.

DATED: - f-r/- /7

Claimant or person filing clai
behalf of claimant.



December 30, 2010

Via Overnight Mail

Union County Counsel

Union County Administration Building, 15th Floor
Elizabethtown Plaza

Elizabeth, New Jersey 07207

Attn: Robert E. Barry, Esq.

Re: Notice of Tort Claim pursuant to N.J.S.A. 59:1-1, et seq.
Claimant: Michael Higgs
Date of Incident: November 10, 2010

Dear Sir or Madam:

This office represents the above-named Claimant with reference to an injury sustained on
November 10, 2010, the date criminal charges against Claimant were dismissed. In or about
January 2008, Claimant was travelling on Route 22 when he was pulled over, without probable
cause, by an officer of the Watchung Police Department. Claimant was arrested and eventually
transferred to Passaic County stemming from an arrest warrant. Upon information and belief,
thereafter, the Watchung Police Department, without any supporting evidence, implicated
Claimant in a drug operation allegedly based in Plainfield, New Jersey. Somerset County
Investigators pursued Claimant to multiple addresses seeking to arrest him on these false
accusations.

Claimant was arrested and charged with multiple drug related offenses under Indictment
Number 09-03-204-1. Plainfield Police Department Officers, who were involved in the
underlying narcotics investigation, and those persons/entities named and/or referenced above,
continued to maintain Claimant’s guilt despite the clear lack of evidence against Claimant and
Claimant’s production of evidence which exonerated him, including two (2) polygraph
examinations, an expert voice analysis report and other information related to Claimant’s
whereabouts at the time of the subject incidents.



Claimant was incarcerated, forced to post bail, prosecuted for almost a two (2) year period,
subjected to humiliation, and suffered other permanent personal injury as a direct and proximate
result of the actions taken by the individuals/entitied named and/or referenced herein. Such
prosecution was deliberate, wanton, malicious and wholly without merit. Claimant’s
proclamations of innocence and multiple productions of exculpatory evidence were consistently
ignored by those persons acting under color of law and charged with the fair and equitable
application of the laws of the State of New Jersey.

On November 10, 2010, the Somerset County Prosecutor’s Office was forced to dismiss the
charges against Claimant on the basis that it could not prove the claims made by law
enforcement officials. This letter is being sent to you to give you notice of Claimant’s claim for
injury, as required by N.J.S.A. 59:1-1, et seq.

1. Name and post office address of the Claimant:

Michael Higgs ~

2. The post office address to which the person presenting the claim desires notices to be
sent.

See letterhead above.

3. The date, place and other circumstances of the occurrence or transaction which gave rise
to the claim asserted:

See description above.

4. A general description of the injury, damage or loss incurred so far as it may be known at
the time of the presentation of the claim:

Claimant was required to expend thousands of dollars to defend against claims and
accusations made by persons acting under color of law who knew or should have known
the charges against claimant were blatantly false. Notwithstanding, Claimant’s
production of numerous evidence which exonerated Claimant of the charges, the persons
described and/or referenced herein maliciously prosecuted Claimant causing him to suffer
permanent and debilitating personal injury, including but not limited to emotional
distress.

5. The name or names of the public entity, employee or employees causing the injury,
damage or loss, if known:

Somerset County, Union County, Plainfield Police Department, Watchung Police
Department and employees, agents and/or servants of these entities and others whose
names are presently unknown to Claimant.



6. The amount claimed as of the date of the presentation of the claim, including estimated
amount of any prospective injury, damage, or loss, insofar as it may be known at the time
of the presentation of the claim, together with the basis of the computation of the amount
claimed.

Five million dollars ($5,000,000.00).

If you have any special or specific forms upon which this claim must be presented, please
forward those forms to the undersigned, without delay, and a more appropriate notice will be
provided.

Very truly yours,
HUNT, HAMLIN & RIDLEY

Ronald C. Hunt



LAW OFFICE OF PAUL W. BERGRIN

A PROFESSIONAL CORPORATION
. Certified Criminal Trial Attorney by the NJ Supreme Court

ATTORNEYS AT LAW
50 PARK PLACE. 10™ FLOOR
NEWARK, NEW JERSEY 07102

PAUL W. BERGRIN (973) 242-3700

Certified Criminal ' '
Attorney by the NJ Fax (973) 242-3799 J
/

Supreme Coun E-Mail pbergrin@=ergrin-firm.com

Dated: 2“/0 /067

. B~
Money received from: Total Retainer Amt: f ;( 00O ..
‘Name: - m . /\Lﬁf .

Address:

Telephone No.

Relationship:

j <
Re: State of New Jersey vs. I“'/ =l
Address:

File No. M
On today’s date, this firm received the amount of $___ A2 - 9 \'fﬁ& .
@theck / credit card, as payment towards legal fees.
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PAUL W. BERGRIN s -
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Attorney by the NJ Fax (973) 242-3799
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Supreme Court E-Mail pbergrin@bergrin-firm.com
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CLAIM FOR DAMAGES AGAINST UNION COUNTY
IF CLAIM IS BEING MADE FOR SPOUSE OR CHLDREN,
SEPARTE TORT CLAIM FORMS MUST BE SUBMITTED UNioy COUNTY

oY
ARSI

| CC}:;‘E{EQ L

[95Y

1. Claimant: S :

ADMirr o o
DeL . . . "Dh/f[."or:-ét RATiCN S
eLouisa, Vincent, Angelo 11/15/61 ELizapess, SYILDING
LETH

Last Name, First, Middle Date of Birth

74 Street Address/Mailing Address

L L .

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: Paul K. Caliendo, Esq./Gill & Chamas, LLC

Mailing Address: 655 Florida Grove Road, P.O. Box 760

Woodbridge, New Jersey 07095
City, State Zip Code

Relationship to Claimant:  Attorney at Law (xx) or
Explain Relationship — Legal Representation
3. The occurrence or accident which gave rise to this claim:

A. On or about 6/10/10 not applicable
Date Time

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

Summit, NJ 07902 Overlook Hospital, 99 Beauvoir Ave
Municipality Exact location of the occurrence

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

Medical malpractice resulting from negligent and improper care
resulting decubitus ulcers




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

(x) Personal Injury () Property Damage
( ) Other - Explain in detail

B. If you claim Personal Injury;
Bl.  Describe your injuries resulting from this accident or occurrence:

See above No.3

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

(x) Yes () No

If yes, describe the injuries believed to be permanent.

See above No. 3

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

a. Name of Hospital, Doctor or other Facility — Overlook Hospital

b. Address — 99 Beauvoir Avenue, Summit, NJ 07902-0220

c. Dates of treatment or services — To be supplied

d. Amount of charges to date — To be supplied

e. Amount paid or payable By other sources such as insurance — To be
be supplied.

a. Name of Hospital, Doctor or other Facility — Manor Care

b. Address — 1180 Route 22 West, Mountainside, NJ

c. Dates of treatment or services — To be supplied

d. Amount of charges to date — To be supplied

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

be supplied.



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

Union County Dept. of Corrections 15 Elizabethtown Plz, Elizabeth, NJ

Name of Employer Address of Employer
Correction Officer May of 1999

Your Occupation Date of Employment

To be supplied To be supplied

Rate of Pay Date of absence from work

To be supplied

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. — To be
supplied if applicable.

To be supplied, if applicable.
6. If you claim property damage; - Not applicable.

A. Describe the property damage:

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

Not applicable.

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.

Repaired by When Costs of Repair
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.

Other than pain and suffering, disability, loss of enjoyment and 1
loss income, to be supplied.

B. The amount of the claim

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

Overlook Hospital, 99 Beauvoir Avenue, Summit, NJ 07902-0220

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

Unknown at this time.

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

To be determined

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.



Manor Care, 1180 Route 22 West, Mountainside, NJ, State of New Jersey,
145 West State Street, P.O. Box 001, Trenton, NJ 08625, Union County, 2
Broad Street, Elizabeth 07207

11. State the names and addresses of all witnesses to the accident or
occurrence. Unknown at this time/to be supplied.

Name of Witness Address

Name of Witness Address

12. A. State the names of all police officers and police department who

investigated the accident and attach a copy f the police report, if any. Unknown.

Name of Police Officer Police Department

Name of Police Officer Police Department
B. Copy of Police Report attached:
() Yes (x) No

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

See answer to No. 10

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.

Claimant’s health insurance. To be supplied.




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

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 (x) 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 expenses and other losses
- and expense claimed. None in Claimant’s possession at this time.

B. Full copies of all appraisals and estimates of property damage claims
by you. Not applicable.

C. Copies of all written reports of all expert witnesses and treating
physicians. None in Claimant’s possession at this time.

D. A letter from your employer verifying your lost wages. If self
employed, a statement showing the calculation of your claimed lost income. Not in
Claimant’s possession at this time.

E.  Completed “Authorization for Release of Health Information: see
attached form. See attached.

Gill & Chamas, LLC
Attorneys for Claimant

. CALIENDO, ESQ.

DATED: /%/
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T Document(s) have been inspected by the requestor on the daf
0 Document(s) not provided (sce below) -

The document(s) you have requested that are checked below are
are otherwise exempt from public access, as provided by applicable law:

Privileged or Protected Category
1 Advisory, Consultative or Deliberative material
J  Autopsy Photos / Video
1 Attorney-Client Privilege Information
Q Computer Security Information
3 Criminal Investigatory Records
2 Credit Card Numbers
QO Domestic Security (Sabotage or Terrorism)
) Grievance Information with public employer
i3 Drivers’ License Numbers
13 Flectronic Surveillance Materials
13 Emergency or Security Information or Procedures
1 Employee Sexual Harassment Complaints
1 Fingerprint Cards

'3 Individual's Medical, Financial, or Tax records
1 Insurance Communications
J  Investigation in Progress

'3 Labor Negotiation Information (strategy or positions)
1 Personnel or Pension Records

1 Photographs of Crime Scene
j//l’r/:pdetmy Information

& Reasonable Expectation of Privacy
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3 Resumes of unsuccessful applicants
i3 Safety of persons or the public
3 SCceurity Measures and Surveillance Techniques

Sucial Security Numbers

) Test Questions, Scoring Keys, or other Exam Data
J Victim records

1 Record has been destroyed/not retained pursuant to:
3 Other

You have a right to appeal this decision that the documents
(:overnment Records Council (GRC) or to the New Jerse
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uthority for Denial or ;g edaction Mﬁ/’j
NIS.A AT IA-LL dseq.
N IS A ATTA-LL et seq.
NS A AT AL et seq.
NIS.A AT TA-LL et seq.
NILS. A ATHA-LL, et seq.
N.JS.A. 4T 1A-L 1. et seq.
Executive Order 21 (McGreevey)
N.LS.A.4T:1A-1.1, et seq.
N.JS.A. 47T:1A-1 1, et seq.
N.JS.A. 2A:156A-19
N.JS.A.47T:1A-L1, et seq.
N.JS.A. 47:1A-1.1, et seq.
Executive Order 9 (Hughes)
Executive Order 26 (McGreevey)
N.1LS.A.4T:1A-1.1, et seq.
N.JS.A 47:1A-3a
NJS.A. 4T 1A-L, et seq.
N.1S.A. 47:1A-10
Executive Order 9 (Hughes)
N.IS.A. 47:1A-1.1, et seq.
N.1S.A. 47T:1A-1.1, et seq.
Executive Order 26 (McGreevey)
Executive Order 69 (Whitman)
N.JS.A. 47:1A-1.1, et seq.
N.LS.A.47:1A-1.1, et seq.
Executive Order 26 (McGreevey)
N.1S.A. 47:1A-1.1: N.JL.S.A. 2A:82-46b
Records Retention and Disposition Schedule
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ted are not accessible. You may take your appesl to the
y Superior Court as provid
ess%”'ta\Go%mmem Records” and GRC information.

ed by N.J.S.A, 47:1A-6 and 7. Please see the

Cunty Official

ACKNOWLEDGMENT

f herehy acknowledge that | have received copies of, or have been permitted
documents specificatly listed above on which a determination has been made
apphcable law. 1t any documents have not been provided, [ have receiv
Jowernuation.
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to viewsinspect, the documents requested except for any
that the documents could not be provided in accordance with

d information as to the procedures for an appeal of the

Reguestor’s Signature

Version 6/09 (prior editions obsolete)



