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DANA McRAE, COUNTY COUNSEL 
Ch1C.l ,lssrstnnt Assrs/ants Speotrl ( 'oiii iwl 

Rahn Garcia Marie Costa Shannon M. Sullivan Betsy L. Allen Dwight Herr 
David Brick Deborah Steen Miriam L. Stombler Jane M. Scott 

Tamyra Rice Jason M. Heath Jessica C. Espinoza 
Julia Hill Christopher R. Cheleden Samuel Torres, Jr. 

GOVERNMENT TORT CLAIM 

RECOMMENDED ACTION 

Agenda: 06126107 

To: 

Re: 

Santa Cruz Countv Board of Supervisors 

Kevin O'Connell, Claim No. 607-1 02 

Original document and associated materials are on file at the Clerk of the Board of Supervisors. 

In regard to the above-referenced claim, this is to recommend that the Board take the following action: 

1. - Reject the claim and refer to County Counsel. 

2. X Deny the application to file a late claim on behalf of 
refer to County Counsel. 

Kevin O'Connell, Claim No. 607-1 02 and 

3. - Grant the application to file a late claim on behalf of 

Approve the claim of 4. - 
and refer to County Counsel 

and refer to County Counsel. 

and reject the balance, if any, and in the amount of 

5. - Reject the claim of as insufficiently filed and refer to County Counsel. 

cc: Steve Robbins, Sheriff Department 



1. 

2. 

3. 

4. 

5 .  

6. 

7. 

8. 

Estimated amount of future loss. if known .................................................... $ 

TO: BOARD OF SUPERVISORS 
COUNTY OF SANTA CRUZ 

A m :  Clerk of the Board 
Governmentai Center 

701 Ocean Street, Santa Cruz, CA 95060 - -  
. -  

Claimant's Name: 

Aecmaj JA/W 

.^ . 

TOTAL ................................................................................................ $ 1 Dd&@k'flf 

If the amount claimed is over $10,000, indicate the court ofjurisdiction: 

Note: Claim must be presented to Clerk, Board of Supervi w. s, within ' SIX ' (6) months after the act which occasioned the 
injury . 
Note: This claim and all attachments become Public Record and are scanned into the World Wide Web (Internet). 

Americans with Disabilities Act questions or requests for accommodations may be directed to the ADA Coordinator at 
454-2962 (TDD 454-2123). 
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Nhat kind of claims can  be filed? Claims can be filed for losses you believe were caused by the  action, or 
naction, of any state agency. Claims may include: ~ ~ ~ ~ ~ d ~ ,  2 c-'7-~ /& 7 / 9 4  

Damage to real or personal property Refund of a tax, fee, or penalty 
Reimbursement for state employee property Contract disputes 1 

loss, benefits, salary, or travel expenses @Gg# l z ~ % U . . d d  
jWzfi~~&---- &?, CdUfmmad 

3airns for damages caused by a local government agency must b e  filed directly with the local agency that is 
nvolved. Do not file your claim with the  state. If your claim is with an  institution in the University Gf California 
;UC) system, contact the UC Regents directly. Call the Government Claims Program at 1-800-955-0045 to find 
sut more. 

Who can file a claim? 
Anyone who believes 'D @*&agency caused him or h e r  to suffer monetary loss can file a claim. 

What are t h e  t ime limits for filing a claim? 
Claims relating to the death or injury of a person, or damage to personal property or growing crops, must be 
filed no later than six months after the  date of the incident. Other claims must be filed no later than one year 
after the date  of the incident. You can requc' ;t permission to file a late claim. Some claims have no  filing 
deadline. You may want to consult an  attorney if you are not sure how the time limits apply to your claim. 

Is your claim agains t  the California Department  of Transportation (Caltrans)?//& 
If your claim is against Caltrans and the damages  are $5,000 or less, you can file your claim directly with 
Caltrans. Contact your local Caltrans office or visit www.dot.ca.oov to locate a Caltrans office near  you. No fee 
is required for Caltrans claims under $5,000. 

pz7&hY $ & G h 4 m ~ ~ A ~ ~ & <  & & ~ f l / ~ i ~ & J ~  &4 

I 

lnsfrucfions for filling ouf fbis form: 



0 
0 
I 1 

1 n I Include two cooies of this form and all the attached documents with the oriainal. 1 

New! Include a check or money order for $25 payable to the State of California. 
Complete all sections relating to this claim and sign the form. Please print or type all information. 
Attach recebts. bills. estimates or other documents that back LID vow claim. 



Claim No.: 

' 0 I f  you are a n  inmate in a correctional facility, please attach a certified copy of your trust account balance, 
enter your inmate identification number below and skip to s tep a. 
lnmafe Identification Number: 1 f l f 9 3 L /  



Filing Fee for Government Claims Program k - e !  EAL s/&. c '0 7 4 d J  7 HX+??-?- 
I 

I S t e p  

Beginning August 17, 2004, anyone wishing to file a government claim for money or damages  against the state 
must pay a $25 filing fee unless the person qualifies for a fee waiver. (Gov. Code, § 905.2(b).) 

To request  a fee waiver, you must fill out the at tached 
Affidavit for Waiver of Government  Claims Filing Fee  and  Financial .Information Form. 

Instructions for filling out  each s t e p  on the at tached form. The form begins on page 3 of this packet. 

0 
Q 
Q 
0 
0 

0 

0 

0 

On the attached form, provide the  full name of the person requesting the fee waiver 

Provide a daytime telephone number. //I/ 
I f  you already have a claim number and you know what it is, write it in this space,,&~~&~&,,~~~ 
Provide complete contact information for your employer and your  spouse's employer, if applicable. 

- . - . ' - &;,,F,-/u L/,T-' 
2 / - -  

If you are a n  inmate in a correctional facility, please attach a certified copy of your trust account balance, 
provide your Inmate Identification Number, and skip to steps @ and a and complete them. fiipyJ& / 
Complete this section if you are  receiving financial assistance under Supplemental Security Income (SSI), 
State Supplemental Payments Programs (SSPP), CalWORKS, food stamps, county relief, general relief (GR) 
or general assistance (GA). 

If you answered yes in this category check all tvpes of sistance you get, then complete step a . You are  
finished. AQ.Y 
If you checked no, continue to step 0. 

Find the number of people in your household and check the box only if your total monthly household income 
is less than the amount shown. For instance, if there are five people in your household and t h e  total monthly 
household income is less than $2,294.79 or less check E. If there are more than 8 people in your household, 
calculate the income limit by adding $331.25 for each additional person to the income level for an eight- 
person household. List the number of people in your household and total household income in I. 

- - -  - -  .- - . - .  . - - - 

If you checked any box in this  s t e p ,  complete s t e p s  0 through @ then  s k i p  to s t e p  

I f  you cannot pay for the common items needed for daily life, such as food, shelter, medical care and 
personal safety for you and your household members, check yes  in this category. /qp 
If you check  yes t o  th i s  question,  fill in s t e p s o  through a. 
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APPLICATION FOR LEAVE TO FILE A LATE CLAIM 

Pursuant to Section 91 1.4 of the Government Code 

TO: County of S a n k  Cruz (83 1) 454-2323 telepho 
Clerk of the Board of Supervisors (83 1) 454-2327 f a  
701 Ocean Street, Room 500 
Santa Cruz, CA 95060 

p >  I, fEb?f/ 0 ZZ&$44&Z4 , hereby apply for leave to present a late clairn -;, +. 

(Name) : 3 c> 

for darnages arising from injuries which occurred on d&;J 6 P' 0, // Q O  A- , 
(Date of Injury) 

and for which a clairn was not presented within six (6) months (for death, injury to 

personal property or person or crops), or one (1) year (any other cause of action), a s  

required by Section 91 1.2 of the Governrnent Code. 



0 0 5 0  


