SERVICE AND PROCESSING OF CLAIMS
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CITY OF WEST ALLIS '
NOTICE OF CLAIM RECEIVED

Name: /Vé»bﬂ j(/ /;4(' Incident/Accident Information AUG 28 2017
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bt A s, T STZIG Time: 1 4Spun

Phone: 9//9/ 5@/—*@ EQZ, Place: ,&ﬁ)&/ff @a/A

CIRCUMSTANCES OF CLAIM

In the space below briefly describe the circumstances of your claim. (Attach additional sheets, if

necessary). Some helpful information may be the police report, pictures of the incident or damage, a
diagram of the location, a list of injuries, a list of property damage, names and contact information for

witnesses to the incident, and any other information relevant to the circumstances.

é(/fh”l" Te ﬂc J/ZKé LJ/% 7Z k/df binesn Lo [JeT
70 \é‘e &z)lﬂl J— Se?” \3:—0&\ L) )Z Ay Z (//4/
old  Pe-adusicd And P//DcSch poetel s ‘e
(IIAOPS/C)Q C)&‘/‘Zfzc iu‘)(a"(., &"171 I IAS QX;D&"CJ
heve Dietures ,143 [ )ell £ /{}eg(]ed
T Aaf) Cccl/éJ h/f\f C()[‘ﬂ_ cnd The b u«q lbs
QCMU&) Lo < Jost LLJOA‘(‘ a Scfe C’muirouw,d— far
/0(1//, ,ZZJS 4&»«4 An% eUfi’lA—dnC Cf'/scs C*/ /0//2’/4

Signed: P

CLAIM
NOTE: You are not required to make a claim at this time. As long as you have filed the above
Notice of Claim you may file a claim with the City of West Allis at any time consistent with the
applicable statute of limitations. However, no action will be taken by the City of West Allis to

formally accept or deny your claim until the following information is provided:

The undersigned hereby makes a claim against the City of West Allis of arising out of the circumstances

described above.

The amount sought is: § Sq ;',e - (Please attach an itemized statement of damages sought

including at least 2 estimates for repairs.)

Signed: : Date: g/ Z 3,// ;
Address: 2[(01—7 %. ?@‘HE .SI ; .
Apt. 3 WeSt AYIS.O0T = 32/9
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‘ Statement Date: 08/17/17 Guarantor Account Number: SRR F;age 30f3

9L1Z00

Detail of New Activity
Thank you for choosing Aurora Health Care. The full balance owed is due upon receipt. We appreciate your prompt

Vg payment.

. Date of Description Charges Payments/ Balance Due
Service Adjustments
Patient Name: SHULTA,RYAN D
07/31/17 154380268 Location: AWAMC Emergency Services
PHARMACY - GENERAL CLASSIFICATION 247 .69
EMERGENCY ROOM - GENERAL CLASSIFICATION 1,330.00
08/17/17 MOLINA E Payments -95.30
. 08/17117 MOLINAE Adjustments -885.08
f $507.31

Patient Balance
New Activity Balance Due

Total Amount Owed to Aurora (As of this Statement)

$597.31
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