0031

County of Santa Cruz

OFFICE OF THE COUNTY COUNSEL

701 OCEAN STREET, SUITE 5§05, SANTA CRUZ, CA 950604068
(831) 454-2040 FAX: (831) 464-2115

Assistants
SAMUEL TORRES, JR., COUNTY COUNSEL Deborah Steen Pamela Fyfe
Harry A. Oberhelman it Ellen Aldridge
CHIEF ASSISTANTS Marie Costa Kim Baskett
RAHN GARCIA Jane M. Scott Lee Gulliver

DANA McRAE Tamyra Rice Kathleen Pacheco

GOVERNMENT TORT CLAIM

RECOMMENDED ACTION

Agenda  Cctober 3, 2000

To:  Board of Supervisors

Re: Claim of Davi d Turner, No. 001-025B

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:

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

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

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

4. Approve the claim of in the amount of

and reject the balance, if any, and refer to County Counsel.
X 5 Reject the claim of _David Turner, No. 001-0258  agingufficiently filed and refer

to County Counsel.

cc:  Pat Pfremmer, Law Library RISK MANAGEMENT

Not County Jurisdiction
By Qm\ﬁ MM

COUNTY COUNSEL

A By%)h Flpoet] st}
Rev 9/2000
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CLAIM AGAINST THE COUNTY OF SANTA CRUZ
(Pursuant to Section 910 et Seq., Govt. Code)

TO: BOARD OF SUPERVISORS
COUNTY OF SANTA CRUZ
ATTN: Clerk of the Board
Governmental Center
701 Ocean Street, Santa Cruz, CA 95060

Clamant's Name: }—7 ﬂV/ﬁ W(//W
Address: _ - //)O/OX /ﬁo//7 ‘

Phone No: 6/ ! 77rg < g/ Z ,9’—‘/ < /’lf?L/LWW cz,%
P.O. Box to which notic es are to be sent; mé/[egg,/ue 155..‘4; cdz)%/%

Occurrence: 14//[/, <. & 2~ y
Date: ﬁ:::?a 50 A é}lace Lot / -4 [7 /4—(,414/&
Circumstarices of occurrence or transaction giving rise to claim: /4 4 4@14‘4 @ /214 (7(; R 97 ]’ /5 /lﬂ[ 7 5

Lé“q mn.n(, O(); S €« lﬂ } 7[ €, e !”66(76/11!56’ J) Ap)é)' [ afife‘/)u \;
a<cc (f)'V:’/l(é\ 1[; B, ij 17) C‘Mf\g( ) [,,ﬂ [(w a(v/ (el / 7[/ <y I/C(/ tre)  SyEeq %/
Libea (%4 (fﬂ—&) M/m »VGCI(C /§/77[/"/ 4 Mjllﬂ& m/daé

General descﬁ/non of indebtedness, obligation, mjury, damage or loss incurred so far as is now known:

&ZQQAQAQ:/ 4 AL%Z4’7%4é£;%41%V5;ééﬂW 52
/tha¢e%h 42$¢7fé%4’7[5z4? K ~£ZZZZ) 7Y et /¢4£4L¢¢5/Q92&r2241
Ndme(s) of public employee(s) causing injury, damage or loss, if % Z._(L{ LS L éfcl

Amount claimed now . . l’“efa{\/ﬁ !55.99?{ ............. $ _ e 25,000
Estimated amount of future loss, if known. .. ........ /M %(M ..$ // fﬁﬂ geo #
TOTALS_ Ol 25,060

Basis for above computations: TiFLs UZL 'é /‘745)? y é/.c L}é,/d,,‘,__%&/én/@d

If the amount claimed is over $10,000, indicate the court of jurisdiction: = 7 }/ s ﬁ'/'c 7L( pu-v?L
w2

Municipa Court Superior Court

CLAIMANT'’S SIGNATURE: <::;E:;§252;22¢4/ﬂ%;%§i;¢12;’1

Claim must be presented to Clerk, Board of Supervisors, within six (6) months after the act which occasioned the injury.

Americans with Disabilities Act questions or requests for accommodations may be directed to the ADA Coordinator
a 454-2962 (TDD 454-2123).
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COUNTY OF SANTA CRUZ

DISCRIMINATION OR HARASSMENT COMPLAINT FORM

VAME ; Pﬁ//ﬂ T U A WORK PHONE: 5[78/?32 sIz
SLASSIFICATION: 5Tt MM Jer— HOVE PHONE: £/ €9 < Z 57

DEPARTMENT : DIVISION:
woress: PO LBOX S0 7 L 7?)L¢/7L A, QZ&ES/

If an employee please indicatg your:
IMMEDIATE SUPERVISOR Zéu/{// )7/&//4/1/1 WORK PHONE

BASIS OF COMPLAINT: Discrimination v/’ﬁ;}assment ”’/’Sexuaﬁ Harassment

Date of alleged act (Must be reported within 10 workingdays):

What action ‘was taken against you that you believe is discrimination or harassment?
What harm, if any, was caused to you in your work situation as a result of that ac-

~ion? Attach additijional sheets and documents as needed
i 5327#524416449 2 boriis pa, ) '75;4442%;1¢;f47 7é;lfi& 7/’ ééa://

— P57 bb‘jio le//z: /eezz;n//‘z_z/ a’/Sé/;L// 77 WM
e

Nev i1 Pz T X / jﬁ?ktcéfiu /kzu&d ,G;l
o _ 0 Va Aumber of Attachmencs 4 “jp,/ygyﬂ,,
e ol et igon - Nattorat originc M aenec PV Lazs e RIR,
___ Disability ___ Medical Condition (cancer related) __ Marital Status / ,
ot Tspeciin) o b b Y I [ s Dt e

Zxplain how/why the factor(s) chefbéa above 1nf1qgﬁ€ed the/hct1on(s);{aken again %é;;u,
Jou.

Jiscriminatory practice/hanr ssment is charged in: (Check the~one(s) which-apply)
_ _ Recruitment Hiring/Se _  Promotion j:;/Be‘ sonal Treatment on the Job

___ Layoff ___ Termination | i

A11eged action was reported to:

Name, classification, sex and ethnic -grou

criminatory action:

Department Head
nty employee(s) charged with dis-

Name, classification, sex and ethnic gkquiﬁf:fienfy employee(s) who is/are familiar

#ith or witnessed your situation and‘jﬁ, {ling to be interviewed?

e

In what specific ways is each person named above knowledgeable regarding this matter?

/d/ ’///-/ W%AM//J -,/z ///4/ e

4 /Jf cisflod ,7/,/#/” Mw& 14



- : 7 / //
R 77{/049( Treodrnweny g4 i, /’4//%07{&’/
I certify that the information supplied is pursuant to a complaint of discﬂ<%ination
and represents the substance of my complaint. 1 authorize the investigating official
access to any personnel files kept on me. Information is true and correct to the

best of my knowledge.

Complainant Name: (PRLNT)( o aoe S nature:C;;EEZEZ&Hé<¢/ézéiéz:;;ggqDate:,/éZj;7j§2i Zoe
TURNER ' ~

AP

---------------------- FOR AFFIRMATIVE ACTION-OFFICE USE ONLY -———==——===—=-----
Investigation findings and recommendations:

Number of Attachments

COMPLAINT RESOLUTION DEADLINES
Date of alleged act:
Date of complainant discussion with supervisor (10 working days*):
Date of response from supervisor (5 working days):
Date of formal complaint to Appointing Authority: (5 working days¥*)
Date of response from Appointing Authority (10 working days):
Date of formal complaint to the Affirmative Action Office (6 working days*):
Date of report of Affirmative Action Office (20 working days from receipt):
Date of report mailed to complainant/Appointing Authority (20 working days):
Date of final decision published (5 working days from report mailed):

INVESTIGATING OFFICIAL: 1 certify that | have investigated the allegations of this
complaint. *This complaint WAS / WAS NOT filed in a timely manner.
I FIND/ DO NOT FIND.reasonable cause to believe that discrimination based on

has occurred. Report is attached. This finding has been coordinated
with County Counsel.

Investigating Official (PRINT): Signature: Date:

County Counsel Review (PRINT): Signature: Date:

COMPLAINANT  ACKNOWLEDGEMENT: | acknowledge that the results of the above investiga-
tion has been discussed with me. 1 accept the findings and recommendations as pre-

sented herein, except as noted in my response attached. | have been informed of my
rights to file in federal and State offices.

Complainant Name: (PRINT) Signature: Date:
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