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RETURN TO: CITY OF COUNCIL BLUFES, [0WA CITY CLAIM NO, 77 L/ ”/[ W ﬁ? ) ¢
ATTN: CITY LEGAL DEPARTMENT
OR CTTY CLERK

209 PEARL STREBT
COUNCL BLUEFFS, TA 51503

NOTICE OF CLAIM/LOSS

NAME OF DAY PHONE

ADDRESS:

DATE & TIME OF LOSSYACCIDENT: o | T

LOCATION OF LOSS/ACCIDENT: SO L’)om’lf“ lane. g . 330 /L/(,(VI v Laurnaelpe f);tfd (o / lu [7[5
DESCRIPTION OF LOSYACGIDENT: [ ITIV LA ¢ SouFbocmel gt P oy vl W deen (‘)LH Iﬁ()la‘
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. (USE BACK OF FORM, IF NECESSARY)
. . - L' .
TOTAL DAMAGES CLAIMED: § "] “1 @ { C)

WITNESS0:8) (Niwne(s), Addrass(ps), Phong Nofs)

WAS POLICE REPORT FILED __ VES NO

IF MEDICAL ATTENTION WAS REQUIRED, PLEASE PROVIDE NAME, ADDRESS, AND TELEPHONE NO. OF TREATING PHYSICIAN AND FACHATY;
0 ! (.
HAVE YOU RESUMED NORMAL ACTIVITIES? % viES NO

IFYOU INCURRED PROPERTY DAMAGE, PLEASE DESCRIBE AND PROVIDE COPUES OF ESTIMATES, INVOICES, PHOTOGRAPHS, AND ANY
OTHER RELEVANT INFORMATIONY Ph(ﬂ‘u‘ﬁ inclu APA

LISTINSURANCE PROVIDER AND C)VLR:\&
/OIH“J nut £ile. cla m \

THEREBY CERTIFY UNDER PENALTY OF PERJURY ‘I'HAT THI ABOVE, INFORMATTION IN SUPPORT OF MY
CLAIM IS TRUL AND CORRECT TOTHE BEST OF MY KNOWLEDGE.

NOTE: IT IS A FRAUDULENT PRACTICE PUNISHABLE BY FINE OR IMPRISONMENT TO KNOWINGLY M ATCE:A
FALSE CLATM (SECTION 714, 8(3) CODE OF IOWA)
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ATTN: CITY LEGAL DLPARTMFNI
OR CITY CLERK
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DATE & TIME OF LOSS/ACCIDENT: Moot obotl, 2, }mrm.. Lt plet’ /) \S f
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TOTAL DAMAGES CLAIMED: §__ < {{ / dﬁ CJ [,“/ g / /")»C»/) //(/ S o s /”’ ./‘ /wf@ 7L Q/ (’C*zﬁ” 1?/&77 -

WITNESS(ES) (Name(s), Address(es), PhoneNa(§)..

" P
WAS POLICE REPORTFILED _ Y8S X NO

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

HAVE YOU RESUMED NORMAL ACTIVITIES? ___ | _ YES NO

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

LIST INSURANCE;[.’ ROVIDER AND COVERAGE;
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| 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,

NOTE: IT IS A FRAUDULENT PRACTICE PUNISHABLE BY FINE OR IMPRISONMENT TO KNOWINGLY MAKE A ’ ’
FALSE CLAIM (SECTION 714.8(3) CODE OF I0WA) EE
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