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RETURN TO; CITY OF COUNGIL BLUFFS, 10WA CITY CLAIM NO, _ (;m . « v

ATTN: CITY LEGAL DEPARTMENT e e
OR CITY CLERK -

209 PEARL. STREET

COUNCL BLUFFS, 1A 51503

NOTICE OF CLAIM/LOSS

NAME OF CLAIMANT: f /ﬁf“

ADDRESS:

DATE & TIME OF LosyACCIDENT: [/ RS 2.4 Lo

LOCATION OF LOSS/AGCIDENT: 5 4 /394/7!‘5 40& Q/I/LA SLUMC; /? f«[’rc nDI’/M-

DESCRIPTION OF I:OSS/ACCIDENTmoMﬁjE?WU&//M ‘ Sﬁ%ﬂ; %; \Y/ /%m‘ and. ren V4 h) s /W“ e’
7@,27“Ap/g,, Linmedintely  my dire s e, Mordto- wendoCland T o wlled ynto ‘
the Dllmay Plece /45/’7”5. \parking Jet My e Weo €l when 'TCAJL@:;E?{{Z my Trre-
L nobved “/71& M w\/a» Af)’ﬂ The. %7m:7vfj t/)é#’f’/f, (USE BACK OF FORM; IF NECHSSARY) “*ﬁv
TOTAL DAMAGES CLAIMED: §_ /0, 2() : ;

WITNESS(ES) (Name(s), Address(es), Phone Nos), A}/ A

WAS POLICE REPORT FILED YES % NO

IF MEDICAL ATTENTION WAS REQUIRED, PLEASE PROVIDE NAME, ADDRESS, AND TE

NI

LEPHONE NO. OF TREATING PHYSICIAN AND FACILITY:

HAVE YOU RESUMED NORMAL ACTIVITIES? X YES - NO

IF YOU INCURRED PROPERTY DAM'AzEgEASE PRSCRIBE AND PROVIDE COPIES OF ESTIMATES, INVOICES, PHOTOGRAPHS, AND ANY
OTHER RELEVANT INFORMATION: ge. ol

Recelpt-fyr o) wheel (R, Bl wnd Phodos Tiehdsd

LIST INSURANCE PROVIDER AND COVERAGE: p mj 256t _LNSIra g, - hp COC""M(?}!’* fovr TS

THEREBY CERTIFY UNDER PENALTY OF PERJURY THAT THE ABOVE INFORMATION IN SUPPORT QF MY
CLAIM IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE,

NOTE: IT IS A FRAUDULENT PRACTICE PUNISHABLE BY FINE-OR IMPRISONMENT 10 KNOWINGLY MAKE A
FALSE CLAIM (SECTION 7148(3) CODE OF IOWA)
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NUTICE OF CLAIM/LOSS (et o, ol H= 2D 2422

oy prone: [
DOB: ﬁM

DATE & TIME OF LOSS/ACCIDENT: _ A =24 ~24 7.3 L.om.

/
LOCATION OF LOSS/ACCIDENT: 2 704 /=, Kanesy. /e B, "f St

DESCRIPTION OF LOSS/ACCIDENT: ,&fM:&M@@/‘ ‘)j'dea/} Do J+ da_&m.feap /)/y lice M%;
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TOTAL DAMAGES CLAIMED: s_lijjé@m&ééé@j;fﬁié,@&dmv&

‘WITNESS(ES) (Name(s), Address(es), Phone No(s).

WAS POLICE REPORT FILED ZS YES NO

IF MEDICAL ATTENTION WAS REQUIRED, PLEASE PROVIDE NAME, ADDRESS, AND TELEPHONE NO. OF TREATING PHYSICIAN AND FACILITY:

HAVE YOU RESUMED NORMAL ACTIVITIES? x_ YES NO

IF YOU INCURRED PROPERTY DAMAGE, PLEASE DESCRIBE AND PROVIDE COPIES OF ESTIMATES, INVOICES, PHOTOGRAPHS, AND ANY

OTHER RELEVANT INFORMA'I‘[ON:~QQO/- ¥ Dead bolt Lock - Wil tiZ‘ﬁﬂCLlO bots's # -g;vlﬂdzz
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I HEREBY CERTIFY UNDER PENALTY OF PERJURY THAT THE ABOVE INFORMATION IN SUPPORT OF MY
CLAIM IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE.
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FALSE CLAIM (SECTION 714.8(3) CODE OF IOWA,)
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