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GRANTEE(S) (Last name, first, then first name and initials)
1. Zonj, Jeromae  Faul
>
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{-] Additional Names on page of document.
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STANDARD TORT CLAIM FORN

‘Pursuant to RCW 4.92, your convenience whan
filing a tort claim againat the State of Weshington. 1f filing a cialm
invoiving an accident with a vahicle operated by a state’ exployes,
‘Please complete a Standard Vehicie Accida

) in lieu
of this and forward that form to the Division of Risk Management:

. Datartment of éoneral Adminietration For official
Mail or deliver " Division of Risk Management use only
original ciaim in

301 General Administration Building DRM No.
duplicate to: Poat Office Box 41027, MS: 41027

Olympia, wa 98504-1027

Applicable to Dept.j
: of Corrections inmate
FLEASE TYPE OR PRINT IN INK 3 Resldent No

- Inntitution__________
PERSONAL IWFPORMZYTON :

l. Claimant‘s name:

LONG  TrRpomMe pplpe o O 5 4oere i
Last name First Middile Date or Birth(M-D-Y) SS NO.

2. Current Residential address./

, 530 LAGIE CREST WAY (L4t 920y 7p-91
CLAUAN CGAY (VA G3537 , et

3. Mailing address(if different)

4. ﬁulidontial,a dregs for 8ix months prior to the date of incident:
el RUSCLPT FT )5 o,

STEVEIVS Cil, WA, TS 7f 2
5. Claimant:

s daytime telephone number: (F‘)({?)_"Zé 3-32 2}/

IsCIDTer M RaATION

{

Home - B

Date of 1nciden§=(f1rst occurred) L / /€ /97 Tine /L RM./P.M.(circle 1)
7. If incident occurred over a

period of time, date of last occﬁrrence:
/2% 7 77 Time 4 (A M./P.M.{circle 1}

8. Location of incident: |i//) SKALMANT A 5/}5{,’5»,’%/;‘
City

State & County

)

usiness

A8l

Place where occurred

9. If incident occurred on a street or highvay:??’: 7 (Pl
nace of street or highway
Hilepost number At the intersection vith/nearest intersecting street
10.

Stgﬁé agency or department .al}

eged responsible for damage/injury:
SKaman i CovnZty Sy, L-

1l of 2

L -y P e it

v




Names, addresses and telephone numbers of all persona involved in or a
vitness to this incident: 5. fe,- Sally 2, ‘

7

R 12..Nanea, addresses, and telephone numbers of all
R o knovledge about this incident: 7 4./

state employees having
e~ S ///g/ N

13. Names, addresses and telephona numbers of
already identified in #il & 212 above that
liability issues involved in this incident,
ages that wvere caused by this incident.
-tion ‘as  to the nature and extent of

- additional sheets ifr necessary.

any and all individuals not
have knovledge regarding the

and/or the claimant's dam-
Please include a brief descrip-
each person's knowledge. Attach

14. Pescribe conduct and circumatances causing injury or damages, explaining
extent of medical. physical or mental injuries. {;}ach additional sheets
it necessary. SAam:in.g Cenly  Jeoif 0o/ mconey oL
Ny Dbooks Loy O hiede. 2= Zeolcl S /Iy, Fae 2ya 4o
PEC, pavs VARSI O AT NN N T K Then | S Ra. o7 tad] % Co A

QORI o ] F el . RX 2/7f IV Dx il 27>
AX Tlica 7 :

15. Name, iﬁdtéss anc Eelephone number of treating medical provider(s).
(Attach coples of all medical reports and billings):

16. I/Hg db'hereby claim damages from the State of washihgton in the sum 6! S e
$ ;2.:5:2,, ..

Claivant must sign this claim form. If the clainmant is incapacitated. from
verifying, presenting, and filing the Claim, or if the claimant is a ainor,

or is & nonresident of the state, the claim may be verified, presented and

! filed on behalf of the Claimant by any relative, attorney, or agent repre-
.~ senting the claimant. ) .

I certify or ~declarer under penalty of perjury under the laws of the State
of Washington that the foregoing is true and correct.
> :
= .

. A ? r - ]
el tad! Aozt 27 IS O Clelloy Koy Collun
signature of,élainant Date and place(residential address/ city & county)

If necessary, attach additional pages containing information in this format.

} The Division of Rigx Management doss not accept the filing of tort claims
:‘i - via Pacsimite(FAX). .
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