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County of Ventura

CLAIMANT, NOTIFICATION AND GENERAL INFORMATION

CLAIMANT FULL NAME

TONY GARCIA C/O BRANDON SUA, ESQ.

CLAIMANT ADDRESS (REQUIRED)

1445 E. LOS ANGELES AVE. SUITE 303 SIMI VALLEY, CA 93065

PERSON TO BE NOTIFIED OF ANY ACTION TAKEN ON CLAIM
BRANDON SUA, ESQ.

NOTIFICATION ADDRESS (IF DIFFERENT THAN ABOVE)
SAME AS ABOVE

CLAIMANT DATE OF BIRTH MEDICARE BENEFICIARY

PHONE NUMBER(S)

805-842-2000

[ L

DATE OF ACCIDENT ACCIDENT TIME AM/PM,
4-11-2024 Unk

| PLACE OF ACCIDENT (COMPLETE ADDRESS AND DESCRIPTION TO LOCATE ON A MAP

TODD ROAD JAIL - 600 S. TODD ROAD

EMAIL ADDRESS (OPTIONAL)

SUA@LAWYER.COM

SANTA PAULA, CA 93060

PROPERTY DAMAGE

N/A

DESCRIBE PROPERTY DAMAGE CLAIMED, INCLUDING LOCATION, NATURE OF DAMAGE, CAUSE AND HOW VALUE IS CALCULATED:

SEE ATTACHED

STATE THE NATURE AND EXTENT OF CLAIMANT'S INJURY WHICH FORMS THE BASIS OF THIS CLAIM:

PERSONAL INJURY

LIABILITY
INDICATE HOW THE ACCIDENT HAPPENED, WHY YOU FEEL THE COUNTY IS LIABLE AND NAME OF INVOLVED COUNTY EMPLOYEE(S):
SEE ATTACHED
AMOUNT OF CLAIM
PROPERTY DAMAGE: Personal Injury $: TOTAL AMOUNT OF CLAIMS:
N/A 75,000,000.00 TBD within jurisdiction of Superior Court to include punitive and non-economic damages (loss of earnings, pain & suffering, etc.)
WITNESSES
NAME(S)/ ADDRESS(ES):
SEE ATTACHED

CRIMINAL PENALITY FOR PRESENTING
FRAUDULENT CLAIMS OR MAKING FALSE
STATEMENTS

Every person who, with intent to defraud, presents for
allowance or payment any false of fraudulent daim is
guilty of a felony. (See California Penal Code §72).

1 DECLARE UNDER THE PENDALITIES OF PERJURY OF THE STATE OF CALIFORNIA THAT THE FOREGOING IS CORRECT
AND THAT THE AMOUNT OF THIS CLAIM COVERS ONLY DAMAGES AND INJURIES CAUSED BY THE ACCIDENT DESCRIBED

ABOVE.
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- NOTICE TO CLAIMANT

In order for your claim to receive proper consideration you are requested to supply the information called for on both sides of this form.
All material facts should be stated on this form, as it will be the basis of further action upon your claim. The instructions set forth below
should be read carefully before the form is prepared.

INSTRUCTIONS

Claims must be signed by the property owner, injured party, or the person representing the claimant. Unsigned claim forms cannot
be honored. See Government Code §910.2.

The amount claimed must be substantiated by competent evidence before a claim can be paid. Whether attached to the claim form,

or submitted subsequently, evidence supporting the amount claimed may include:

(@) In support of a claim for personal injury or death, the claimant should submit documentation evidencing the injuries sustained,
treatment rendered, the degree of permanent disability, and evidence of paid medical bills. It is recommended that medical
evidence NOT be attached to the claim form, but that such substantiation of damages be provided upon request. The Claim Form
and attachments thereto is a public record and subject to public inspection.

(b) In support of claims for damage to property which has been or can be repaired, submit at least two itemized signed repair
estimates or statements of damages by reliable, disinterested concems, or if payment has been made, the itemized signed
receipts evidencing repaired and payment.

(c) In support of claims for lost property or property that cannot be economically repaired, submit documentation of the original cost
of the property, the date of purchase, and the value of the property before and after accident. The statements demonstrating the
value of the property should be by disinterested competent persons, preferably reputable dealers, persons familiar with the type
of property, or advertisements for the same or similar property.

The completed Claim Form must be mailed or delivered to the Clerk of the Board of Supervisors at the address on the prior page.
Questions should be directed to the County of Ventura, CEO Risk Management Department at (805) 654-3197.

INSTRUCTIONS REGARDING INSURANCE COVERAGE

In order that claims may be properly adjusted by Risk Management or your insurance company, it is essential that the claimant provide
the following information regarding any insurance coverage available for the loss or injury.

%‘O Y&:.Isg?AVE ANY INSURANCE COVERAGE FOR | IF“YES"”, GIVE NAME AND ADDRESS OF INSURANCE COMPANY AND POLICY NUMBER
E

D Yes No

HAVE YOU FILED A CLAIM ON YOUR IF “YES", WHAT IS YOUR DEDUCTABLE? INSURANCE COMPANY'S CLAIM NO.?
INSURANCE CARRIER IN THIS INSTANCE?

el e

IF A CLAIM HAS BEEN FILED, WHAT ACTION HAS YOUR INSURER TAKEN, OR WHAT ACTION DOES IT PURPOSE TO TAKE WITH REFERENCE TO YOUR
CLAIM? (It is necessary that you ascertain these facts)

PLEASE PROVIDE NAME OF INSURANCE CARRIER, ADDRESS AND POLICY NUMBER
NAME OF CLAIMANT

RM91 (Rev. 11/2020)
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