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Agenda
December 8, 1998 ASSISTANTS

To: The Board of Supervisors

Re: Claim of Edward Chavez, No. 899-067

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 Edward Chavez. No. 899-067 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 .  A p p r o v e  t h e  c l a i m  o f
amount of
County Counsel.

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

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

as
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1.

2.

lwl -0 47
CLAIM AGtiST  THE COUNTY OF SANTA CRUZ //<; c 1: : 7 ; $y,- - -  38

(Pursuant to Section 9 10 et Seq., Govt. Code)

TO: BOARD OF SUPERVISORS
COUNTY OF SANTA CRUZ

ATTN: Cleric of the Board
Governmental Center

70 1 Ocean Street, Santa Cruq CA 95060

Phone No: 12’34 7zc9-3~~-
P.O. Box to which notices are to be sent:

-e: -WC 5 -423 4 czcc~pca.e  0 4 CfYd q4.J -/ ~Pr/50fl4-clt -/

Date: /o@zc  gd Place: LOA

Circumstances of occurrence or transaction giving rise to claim: &xcI( A 6s i/J

nb,i s lj--./<-oo  / pouy f &e-s Q!.oa

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

CL _4 r’jvr tA/efC &;5mt*pd, A0 e~~&nc~ l

5.

6.

8.

Name(s) of pu ‘c employee(s) causing injury, e or loss, if known: e Or/H 7% J SGLJ4

PC/ 7 tr & h-%4.%4 E 7iJC/VC L\

Amountclaimtdnow................................................S p/o . O4

Estimatedamountoft%ureloss,ifknown..  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .S

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

5 ti A ’ rv z Municipal Court

CLAIMANT’S SIGNATURE:

Note: Claim must be presented to Cl
the injury.

Arncswm  with Disabilities Act
at 454-2962  (TDD 454-2 123).
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