I I R PRV Y

CLAIM FOR DA.MAGES AGAIN ST UNION COUNTY
TF CLAIM IS BEING MADE FOR SPOUSE OR CHILDREN,

SEPARATE TORT CLAIM FORMS MUST BE SUBMMONGIUNTY COUNSEL
CEIVED

. REC
Forward To: Umon County Counsel T
Admijnistration Building =~ = - FEB 25 201
* Elizabeth, New Jersey 07207 ADMINISTRATION BUJ
oW I o - ELZABETH, NJLD!NG
1. Claimant: . '
el Tomss Lwrw\cc S 7/53 /b’7

LastName,  First, Middle " Date of Birth

Street Address/Mailing Address N |

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  Banp €. ResEmbere, ES© |

Mailing Address.. P.c - Rex 3o

Bouwd dreok - NI efs6S 722 2k 9400 Fty 732- oS- 0070
City,  State  Zip Code ' R

Relationship to claimant: Attorney at Law X or
Explain Relationsbip

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

A.

Datep\joy. 3§ £010 “Time 4! 30pm
B. Describe the location or place of the accident or OC&unence

Westbdd o estNld i Shabion (A s,dc)

Municipality . Exact location of the occurrence




UNTUN CUUNTY CUUNSEL  Fa: HUB-Z89-4Z230 Jan 14 ZU11 U3:Udpm PUUB/UNYZ

C. Descnbc how the accxdent OT occurrence happened Ifa dlagram will assist your e\plauatwn
please use the reverse side of this form. ' : ‘

,,L W5 éH«n« gm_ 4 d’\(m‘ on \l—im 6‘%7:(;&' 555\‘09 Ey +he Union C/eu.af~(

&m,' cgf ()/Mu\ WJ«J(]‘&! g amf \HM, 5M4 bvlf)-ﬂﬁj me ‘gz( on 9’““/ l’sea(l Gnd

M)( ‘H\Jm’)c\/ bu,aujc ‘Wc )gj .On ‘HM, 50’){30!‘%’ @‘km\(} NTI w;" Out a {,{,é Wgyf
4. A, Clalm for Damages (Check the applopnate block)

M Personal Injury Usz operty Damage
() Other - Explain i in detail

B. If you claim Personal Injury;

B1. ,Descnbe )"\ 1junes 1esultu1g from this acczdent or occurrence:
Mﬁg& Lo \,«J\md’\ Qeoltbed \n B Bliiducs.

lw’)

B2. Do you claim pemaanent disability :resultmg from this injury?

( )Yes < No

If yes, describe the injuries believed to be permanent.

B3. For each hospital, doctor or other practmone} rendenng ﬁea'tmem examination, or
chaonosbc service, state: :

a. Name of Hospital, Doctor: or othcr Facility
Q C Y f}%‘xjr;J M ‘;(,{ e ’

4 ‘/u/{‘:;‘m:‘%‘(- ‘{03"): il(/ﬁt /\(fﬁ) f)>
b adRem s Hopita (Bt Ml
33? \,\} 5. 53 Aﬁf Lrnd/m AT O"?L)gé ’
P o . [ - Bliwbdl, 077 0203
c. Dates of treatment or servxces : ‘ '

D t(/f& tl/}O R/ s

D 13/1, 13/alaw)
d. Amount of charges to date

)“'* 45 {co 1"0‘\;5,«’

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

S SCcbule e / ﬁwmtzb



B4. If you claim Ioss of wages or mcome asa result of the i mjury, state

Civg Mose Center

Name of Employer , Address of Employer doo /(’( o«\m 54,
; . | \am | i 1 - . E K&n zwcﬂ-l\ j\){ 0703.7
“Your Occupation. . ‘ ' Date of Employment :
| C Aososke Q006
Rate of Pay -~ Dates ofabsencc from work | J,é’l({[é)oto , “/30/0%‘0(,;{ }MS) iQ/l »&Jlé

Daierenu'nedtowork% o %‘( Cfm}/ LQ/;Q/O”QH)

' NOTE: If your claim for loss of i income arises from: self- employmcni of other than taxes, attacha
calculation showmg the basis of your calculation of loss. : :

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

lp

- 6. Ifyou claun property. damage

A. Descnbe the property damage
O&n-\rﬁ T MY ‘{'YUW\‘PC‘SF amd bﬂ)Ku\ b(‘z,ng O %L —*Y\)WPLA'

e present locafion a;id time when the property may be in3pectéd:.

I V. T ™

 LOCATION " DATE '  TIME/ N\ % e 1 N
: ‘ ‘ \“‘(;‘C o lewr werl b ek
C. Date property was acquired. My houge

Sept. 400\
D. Cost of pfoperty. '
A 400

~E. Value of property at time of accident.
#logo_




UNTON COUNTY COUNSEL  Fax:908-289-4230 - Jan 18 2011 03:08pm  P007/012

F. Description of damage

. . 13 § L N ) " o O .
O&vﬂr K ’\‘\’\L \4&“ “(‘; W ﬁ}'\(i* -%ﬁms&&w Wiawe on “*.)hg/ bé’{g "*f"ﬁfﬁwi

G. Has the dama,ge been rcpa}reﬂ'? y&g

If ves, by whom, When and cost of 1epcur R '
/l/’qlt) . (0. 50

Costs of Repairs

Repaued by (KW‘\ Musics ‘Jamw\ When

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

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

fhzfmu;’, To ”(imﬁ’b‘?gr

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

o€ AT THIS TouE

B. The amount of the claim.

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

damacre
'Dm,iag AeDd Q‘Buum-ﬂ c;-.J

)W\w\ (/ow\\w 076@&\ L\\’ w\«mw (a,\m\é@z -

ix) Cf./u}’;b4\’\«§1u:?g g{u;f,q ; (/7/»)(\/_;,«{,” \4}/ (/‘71 )

‘B. State the names of County employces whom you claim were at fault, mcludm° any
information that will a551st in identifying and 1ocatmg thcm '

A ._
- \'\C C\U\'i \-JV\Q :E*é’f’s iy, «\j\z\(/ "’7*‘(&3\( (),_V\ & Y A‘ (j‘/ 7 «_/_;&Kg‘ 4

AT gsteioty Thew stamew — glaefio -
9. State the neghgence or wrongful aots of the County agency and County employees which
caused your damages. :
FY

“ihe  cuppuer \ess on Whe speler éwéx Wese ‘bapciy PA

00x, ‘(\/\u\\(\eﬂf s \(\w\\w Ui sable anc\ easy o Jm'q\::?l(:a



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

e al A TS TS

11. S;tate' the names and address of all witnesses fo the accident or occurrence.

AN G ——

Name of Wlmess 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. :

@m;g @aéi\ug | : ' Was%&ld ?0\7\(/,

Name of Police Officer : Police Department

Name of Police Officer - | ~ Police Department

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

13. Haveyou made a cl'ai_m_ against anyone else for any of the losses or expenses claimed in this

notice. S
RNet A 7RSS ,~r'Mew

If yes, set forth the names and addresses of aﬂ persons and insurance companies a@amst
whom you have made such claims.

14.  Are any of the losses ot .:kpenses claimed herein covered by any policy of insurance.

o o
30 wwneoeills A Y Ancexed .




UNION COUNTY COUNSEL ~ Fax:808-289-4230 Jan 18 2011 03:09pm  POUS/012

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

and benefits paid or payable. P -
WAt 43343

/46%«(\@ o _ Chece. Vo5 . SeE SceduwE AY
Name & Address of Ins. Co. * Policy Number o Benefits Paid or Payable
‘Policy Number = : Benefits Paid or Payable

Name & Address of Ins. Co.

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

() Yes~ (¢ No

I so, set forth the details of such ag;féemem. ,

herein.

16.  The foﬁowing items must be sub}ilitted 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.

v D. A letter from youi' employer verifying your lost wages. If self 'chployed, a statement
showing the calculation of your claimed lost income. ’

E. Compieted “Authorization for Release of Health Information”; see attached form.



_UNJON COUNTY COUNSEL  Fax:HUH-Z84-473u Jan 14 Uil U3TUYpm PUIU/ULYZ

I hereby certify that the foregoing staternents 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 siatements made herem are wﬂlﬁﬂly false or fraudulent, that 1 am:

: subj ect to pumshment provided by iaw

12
Clfiaant or person filing claim on
behalf of claimant.

DATED:  fgo,. 24, 2ott.




AU’I’HORIZATION FOR RELEASE OF }IEA.LTH ]NF OR_MATION

o her,eby authonze the use or dzsclosure of my. mdmduaﬂy ldentﬁable health znformatmn

- Soc. Sec. Number

‘a3 described below I understand that fius aufhorizﬁt]on is voluntary

- »'PatlentName /Q?\Mc/) L %d

Date of Birth 7 / 93/ 37

;i Patzent Address.

. City / State/Zip Code: -

My health mfon:natlon is to be releascd by thc followmg physzclans h05pnals heah;hcare
faclhnes and/or hea}thcare prowdcrs o , :

' 'Name of Provader or Facxhty C,Gd& 5)“&%0(\ Aﬁd (Q:;\L (JmﬁuD

| Address: DR W 5«!—, 67@”%&5 Aw,
4 Clty / State l le Code ’ /,mda\ N’f C? 7

' Name prrovxder or Facﬂlty /‘?1{\;5{&% \473’5@ ‘\‘ﬁ\ (D&‘ MHMWD l' -

0 adtres M0 Willaneg O
. Citjr'/‘State/,le Code: -.‘»ﬂ‘qua&ﬂ A)’f O’zgzogz

Name of Prmuder or F acmf.‘y
| Address: | | '
- Clty / State / pr Code

The hcalth mformztlon to. be relcascd (mcludc spemﬁc descnpuon of mjury and dates of

B eatmen
" t) LQC&‘E\“"\QA .' on ‘Aﬂe, \(‘CJ{O‘ (M(/\uc m\ é#«k\«e,; 2 /(“?\\

RLS\) “i’ﬁ

My hea]th mformatzon 1s 1o be released to - ”

© The County ofUmon S

- Office of County Counsel '
‘ 10 Elizabethtown Plaza. - .
o ";-.Elizgd;eth7 New Jersey 07207 - .



. UNION COUNTY COUNSEL ~ Fax:908-283-4230 Jan 18 2011 U3:08pm PUTZ/01Z

| The purpose of this dlsclosure is to allow the County of Umon fo evaiuate thé medical
. condition of the individual listed ‘above in counection with their Tort Claim against the
" County. This information will be utxhzed by the Couniy of Ux:uon to determine the validity
- and$everity of any claimed medical condition for:the purpose of potentizl settlement. . The
 County reserves.the nght to’ have the dzsclosed health mjormatwn evaluated by an outszde -

: physxcmn er healthcare prowder, as approprlate

This mfonnatlon is to be released for the purpose statcd above and may not bc uscd by the

" recipient for any other purpose. ] understand that authorizing disclosure of this-health

" information is voluntary and that I can refuse to sign this authotization. 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 en whether or not this’

Release is executed. 1 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 authormatlon 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 thr: Healrh Jnsumnce Portabzlzzy and A ccozmz‘abzlzw Act

(HJPAA) (4: CER 164, 503)

, Pnnted Name of Patient Authonzmo thls Release J &mw ‘; i,\\
(Person makmo clmm) L
D'xte /?f/b 52( Qvu R Slgnature /L,M.v\/ e 5%{1 ;



Claimant - James L. Bell
Date of Loss — November 28, 2010
Schedule “A” — Medical Charges and Benefits Paid (Aetna)

Date of Treatment

November 28, 2010
$313.00 Charged
$201.95 Allowed
$175.95 Paid

November 30, 2010
$67.00 Charged

December 5, 2010
$131.00 Submitted
$131.00 Allowed

December 7, 2010
$175.00 Charged
$173.10 Allowed
$53.10 Paid

December 18, 2010
$2,192.00 Charged
$1,612.65 Allowed
$1,612.65 Paid



Estimate

Name/Address .

KWR Musical Services

17 Jacksonburg Rd
Blairstown, NJ 07825

Jim Bell 908-358-5788
, : Date- Estimate No.
11/30/10 119
Description .o o0 . .o et . Quantity - Price Total
Besson Trumpet Repair . 1 150.00 150.00T
Replace broken brace, remove dents & service
horn ' »
7.00% 10,50

NJ Sales Tax

| Aften sdlence, that which comes neanest to expressing the inespressile is musie. 5 ",TOta‘l- ""5160.50



Westfield Police Department

425 East Broad St
Westfield, NJ 07090
W Phone: (908) 789-4000 Fax: (908) 789-4007
AR 7 Incident Report
Incident# :10-026809
o ‘ INCIDENT DETAILS
Incident¥# Dispatched Date Caller Name
'10-026809 11/28/2010 16:26:04
Reported Date Arrived Date Finished Date
11/28/2010 16:25:53 11/28/2010 16:26:08 11/28/2010 16:55:00
Occurred From Occurred To CAD CFS
1 i/28/2010 16:25:53 11/28/2010 16:25:53 7029 MEDICAL-INJURIES/BLEEDING
'RMS CFS Crime Location TPremise Type
.'7029' - NORTH SIDE TRAIN STATION
MEDICAL-INJURIES/BLEEDING PARKING LOT Westfield,NJ 07090 .
«Call Taker Dispatcher Primary Officer
:3088-Margeotes, Paul 1 v 170-DaSilva, Dennis
; ] o CRIME DETAILS
CFS Description Location Type Att-Comp
7029 < Completed
'MEDICAL-INJURIES/BLEEDING o
T . | . NAME DETAILS
i Name DOB Age
BELL, JAMES'L 07/23/1987 23
H‘:ight Weight SSN<X’
|8ex: . Race Ethinicity
Male ™ White Not of Hispanic Origin
Address Eye Color Hair Color
‘Phone# Resident Jacht#
v 2y Nonresident
Local¥ N |sBi# DL# -k
_ NARRATIVE DETALLS _
Narrarive Type Narrative Date R | Reported By
NS’ Supplementary 11/28/2010 170-DaSilva, Dennis
Narrative : '
' narrative

ON''11-28-10 AT APPROX. 16:225 HOURS, I, PATROLMAN D. DASILVA, WAS DISPATCHED TO THE NORTH
SIDE. FIRE HOUSE, LOCATED AT 405 WEST NORTH AVENUE, WESTFIELD, NJ 07090, ON THE REPORT OF
AN INDIVIDUAL WHO SUFFERED A LACERATION TO HIS HEAD, AND WAS SEEKING EMERGENCY
MEDICAL CARE AT THAT LOCATION.UPON ARRIVAL AT THE FIRE HOUSE, 1 SPOKE WITH JAMES L. '




