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SKAMANIA COUNTY CLAIM FOR DAMAGE FOEM

CLAIMANT: __THIS CLAIM MUST BE FILED WITH THE FOR OFFICE USE ONLY:

SKAMANIA COUNTY CLERK OF THE BOARD : CLAIM NO.

Skamania County Auditor’s Office i

Skamania County Courthouse : DATE FILED:

240 North West Vancouver Avenue, Room 27

Stevenson, WA 98648 _ COPIES TO:
NO DAMAGES CAN BE PAID BY SKAMANIA COUNTY UNLESS THIS
FORM IS COMPLETE. THIS PROVISION CANNOT BE WAIVED. ATTACHMENTS: YES(#__)NO
1. Name (including spouse if married): (Please Print)

u\/ IESANZ affE
2 o 86;4 83 Carson/ 3 98O

Address City State Zip
: . BLEO-
3. HM Phone: £27-5{SIWK Phone: 42 7- 72 72 MSSG Phone: 709~ &1 8¢
4. Date and time of incident: (O / ) / 04 OO AM
5. Location of mmdent
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9REG At Keck CEss K DRICE STEOEADNW
6.  Describe in narrative form and in detail exactly how the incident occurred:
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' & THE.
i — ENTERE : , !
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oR ME TRING ST R Fan SUER
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7. What is the amount of damages claimed arlsmg out of th following circumstances

(Include timates and bjfls, if avallgple) e B 735_ 12 Cuinre
B1 9360 .60 (HArmAcy
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* 10,

11.
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14.

Please list name and address of any and all witnesses or persons involved:
(Please Print)
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Descrlbe the damages or injuries you sustained as a result of the incident: :
& oF I5ves AND Do BT
Py IEHT HAND SAD Ol

Was incident investigated by a police officer?  Sheriff State Patrol

(e City
If a vehicle was involved in the incident, describe: Make ‘;g’f,o\O
Model CHECOKEL Year State(,}/} LicenseNo._  50GZ| &
Insurance Company Policy Number -

Describe what you did after the incident occurred: T out Zumes N
& TS To THE VET AND TREA,
NSEL £ TS THE Ll

Describe the conversations you had, if any, with County personnel during or after

the incident occurred. < e OnNeR AL e O 0N
6 - M Oy VLY L + VO LE i >,
M TH THE B A QDL VEDS AN & AGREE DS

How did you identify the County as the party responsible for your damage?
(O ANOT- Jue” f‘B Weg D (. THES

I certify under penalty of perjury under the laws of the State of Washington that the
information contained in this claim is true and correct.

DATED THIS 3 { DAY OF (OOCTOREK, 2006

File Name: Commiéish:k Mahg{Claimlelaim For Damages

K ey
7

NOTE: Personal property (car, etc.) damages are to be accompanied by 2 estimates for repair costs. The Skamania
County Risk Manager will investigate this claim. The decision to honor this claim will be based upon that investigation.
Making a false report or providing false evidence is a crime and punishable by fine and/or imprisonment, Additional
pages may be attached if needed to answer the questions.
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INVOICE

Stevenson Veterinary Clinic

7101 E. Loop Rd.
Stevenson, WA 98648

{509) 427-8763
"Your other Family Doctor”
_ . Printed: 10-13-06 at 11:28a
FOR: G[UL\/ Riesant_ Date:  10-13-06
P= O BO X (03 Account: 923
Cﬂ-"éﬁh W A Invoice: 8944
Q0
Date For Qty Description Price
10-13-06 Chimo 1 Physical Exarmn 33.25
10-13-06 1 Dental Exam 0.00
10-13-06 2 Pre-Anesthetic tmi 24.28
10-13-06 1.50 Metacam Injectable 39.96
10-13-06 1 IV Catheterization 37.65
10-13-06 1 IV Catheter 18g 2.50
10-13-06 1 IV Set 106" Life Shield 4,52
10-13-06 1 IV Fluids - First Bag 28.00
10-13-06 1 W Fluids-Additional Bag 20.00
10-13-06 1_Solu Delta Cortif 100mg Injectable 36.50
10-13-06 1 X-Ray Large 60.50
10-13-06 4 X-Ray Added l.arge 162.00
10-13-06 1 Euthanasia 101-149lbs 125.00
10-13-06 1 Cremation 101 - 120Lbs 130.96
10-13-08 1 Save Ashes 30.00
Total charges, this invoice... 735.12
Your old balance... 0.00
Your new balance... 735.12

NOTICE NEW POLICY: Accounts over 30 days will be charged a service charge of 2
percent per month on the unpaid balance as well as a $3.25 statement fee.

5 jo £ afieg

E6SETI9@82 4 10



iﬂfEEIEBBE 11:18 5894939538 MID COLUMBIA FAMILY PAGE B2

iF PAYING BY CREDTT CARD, FILL QUT RELOW
. F T T T T GHEGK GARD USING FOR PATMENT
Mid-Columbia Family Health Center | [0 =
212 Skyline Drive - 523l MASTERCARD ViSA
P.0. Box 1519 CARD NUMBER | AMCUNT
White Salmon, WASRE?2 |\ OO - .._‘_
KINATURE EXP. DATE
STATEMENT DATE PAY THIE ARMOUNT ACCOUNT NBR
10/26/06 $360.60 7104
STATEMENT ’ SHOW AMOUNT
PAID HERE
‘ ADDRESSEE: REMIT TO:
{13 P P A L LT LY
BIESANZ, GUY C Mid Columbia Family Health Center
FQ BOX 63 PO Box 1519
CARSON, WA 983610 White Salmon, WA 938672

UBA

O Please check box if ahove address i incorrest of imsurance information has changed, and PLEASE DETACH AND RETURN TOP PORTION WITH YOUR PAYMENT
Indicate chinge(s) on reverse side.

INSUR _ | PATIENT

DATE DESCRIPTION OF SERVICE . : ANOUNT | BALANGCE BALANCE | BALANCE
10/13/06 ENCOUNTER FOR GUY WITH NICKOLAS PA-C, CHRISTINA
10M13/08 12011 - Simp! Repr Face/mucous; 2.5/ $261.00 $261.00
10M3/06 80718 - Tetanug/diphth Tox-adult-imje $17.00 $17.00
10/13/06  J0B96 - ROCEPHIN (Ceftiaxone) Inj-Per 250 (QTY 4) $22 60 $22.60

ENCOUNTER TOTAL = $300.6D %000 $300.60 $300.60

10/18/08 ENCOUNTER FOR GUY WITH NICKOLAS PA-C, CHRISTINA
1018068 99212 - Offic/outpt E&m Estab Minor 10 560.00 $60.00

ENCOLUNTER TOTAL $60.00 $0.00 560,00  $60.00
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i .
! ACCOUNT NBR CURRENT 30 DAYS 80 DAYS a) DAYS J 120 DAYS TOTAL ACCOUNT BALANGE X1}
_ . ‘ . w
7104  $360.60 $0.00 $0.00 $0.00 i $0.00 $360.60
MESSAGE: < '
If you are receiving MULTIPLE STATEMENTS for one household please let us PLEASE PAY
know, (509)493-9530 Monday through Friday between 8:am and 6:00pm. THIS AMOUNT »y»a _ $36060 )

Mid Columbia Family Health Center
** PAYMENT DUE UPON RECEIPT * THANK YOU ™

STATEMENT PAGE: 1
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