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GOVERNMENT TORT CLAIM

RECOMMENDED ACTION

PAMELA FYFE
ELLEN LEWIS
KIM BASKETT
LEE GULLIVER
DANA McFtAE

Agenda
August 18, 1998 ASSISTANTS

To: The Board of Supervisors

Re: Claim of Howard Anthony Moniz, No. 899-002

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

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

X 1. Deny the claim of
Howard Anthony Moniz, No. 899-002

and refer to County
Counsel.

Deny the application to file a late claim on behalf of2.
and refer to County Counsel.

Grant the application to file a late claim on behalf of3.
and refer to County Counsel.

4. Approve the claim of
amount of
County Counsel.

in the
and reject it as to the balance, If any, and refer to

5 .  R e j e c t  t h e  c l a i m  o f
insufficiently filed and refer to County Counsel.

as

cc: Mark Tracy, Sheriff-Coroner RISK MANAGEMENT

BY<

COUNTY  COUNSEL
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CLAIM AGAINST THE COUNTY OF SANTA CRUZ
(Pursuant to Section 9 10 et Seq., Govt. Code)

TO: BOARD OF SUPERVISORS
COUNTY OF SANTA CRUZ

ATTIC:  Clerk of the Board
Governmental Center

70 1 Ocean Stxet, Santa Cnq CA 95060

1. Claimant’s Name:

Address:

Phone No: a s ) %w no5

P.O. Box to which notices are to be sent:

.2. Occurrence: Rsscc)  If B &cl+&J-l/

Date:

4. General description of indebtedness, obligation., injury, damage or loss incurred so far as is now known:

042 fL d=A4 %id r&m $ La&l d,
S”;/f--AJ 5 , pw4 /f4 c&JJ-, /A= d$ ua 4-,
f f,h-r ;&-v/d -I&$$ 4pu-z~ 46./ /

5. Name(s) of public employee(s) causing injury, damage or loss, if lmown:

I&‘~~ discfP-P+  +d Add UJ#.
I,/ d kr/a/,,& hdf

/
6. Amountciaimednow................................................ % g, om,mo 9

Estimatedamountoffutureloss,ifknown . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

7.

8.

Basis for above computations:

&d& d$c&w/

If the amount claimed is over S 10,000, indicate the court  of jurisdiction:

J A ClrU 2 Superior Court
.

CLAIMANT’S SIGNATURE

()
‘cans with Disabilities  Act questions or requests for accommodations may be directed to the ADA Coordinator

p-2962 (TDD W-2 123).
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