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FORM OF CLAIM FOR DAMAGES  Gor 222 |

fiﬁi ‘ TO ’I‘HF BOARD OF COUNTY COMMISSIONERS of Skamania County, Washmgton

PLEASE TAKE NOTICE. that in accordance wnh Chapter 36. 45 of the Re\nsed
Code of Washington, I ;DQQ //q/’J o/

hereby present you w1th ‘my clalm for damages against. the County of Skamania, State

| of Washmgton with the information required to be glven hv RCW 36.45.020 as follows

1. That the injury for Wthh I claim damages agamst tﬂtfounty of Skamania, State
of Washington, occurred on or about the l day of _ J 0(/
19 9/ . : . 9 o _
| . 2. That the placo of injury was d-205 B@‘cé;g‘ _ /\/GL’T?\ &u«»c,_/

3. That the location and desunptlon of the defect which caused the injury are
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4. That the injury is described as follows: Beofﬁf\( /\ZOO"\’T— CUfWC/SAﬁ!YQ(

4

| oS i
5. That the amount of damages claimed is as follows: ’5\390, (\(9‘.9}/ -6?7’(’00‘40/

6. That the actual residence of the claimant at the time of presenting and filing

this claimis __7/6 SE [(?AJ _ VAncouke , WA SF6£-

7. That the actual residence of the claimant for a period of six months immediately

U prcouwdrs W

“{Claimanty
NOTE:. Personal Property (Car, cte.) damages are to be accompamed by estimated repair costs Addmonal
lnformauon requlred hy No.s 2:4 of this form may be attached on the back of lhls Claim for Damages.
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“Our future depends upon your satisfoc tion” ) SINCE 1940 .
- Biting Ote DOWNTOWN _ CASCADE PARK - - ) ORCHARDS | mer
; 910 Daniels St. ' 705 SE. Park Crest Ave. -10803 N.E. 50th 5t. NO

" Vancouver, WA 98660 Vancouver. WA 98684 . Vancoirver, WA 68662
(208) 893-7831 . - (206) 286.0220 (208) 264.8099
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" CUSTOMER SIATE TAX OR EXEWPT W0 | CUSTOMEA FECERAL TRX 15 0 ADV CODE [ SALESHAS (D | GROER TAKEN BY iNSTALLED BY FEOERAL TAX 10 WO
9i-1142041%
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{NSURANCE PROOF OF LOSS

POLICY KO

| insuRAMCE CO
PHONE NO. CLAM MO

I . - CAUSE &

PCUCY NAME : LOSS LOCATION

* | AGENT NAME ] | VERFED B8Y

DATE OF LOSS i : DEDUCTIBLE

o AUTHORIZATION TO PAY

1 heroby suthorize and empower tha absve-named insurance company 10 pay this invoice in full settiement,

satifaction and discharge of afl 3oas under the above pohicy  Upon such payment, alt rights | may have far ciaim
and demand for Y088 and damage described above mmst the above named insurance company shall be thereby
focever discharged. In the svent thal the above named insurance company dnes not make limely andior full pay-

ment of thiz invoice according 10 its terms, | hereby accept responsibiity for such payment and agree to pay ail szt ogbad
) ehugurdcdtdonlhmmm\otmmnmndghsswnpanysubpnlomdmmngtomwmsmd 7 Lyh Tax 22,61
CONdHions on this invoice. ] L A

CUSTOMER § SIGNATURE P 3 S TOTAL SALE ’ Cash 320. 05
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