CITY OF RIALTO CITY CLERK'S DATE STAMP
LIABILITY CITY OF RIALTC

CLAIM FOR DAMAGES 2076 OCJ 23 PHI2: 25
TO PERSON OR PROPERTY o

REcEiveL
il CLER
1.Claims for death, injury to person. or to personal property must be fited not later than six (6) months after the occurrence (Gov. Code §911.2}.
2.Claims for damages to real property must be filed not later than one (1) year after the occurrence (Gov, Code §911.2). RETURN TO:

3.READ ENTIRE CLAIM FOR BEFORE FILING Rialto CIty Clerk’s Office

4.ATTACH SEPARATE SHEETS, IF NECESSARY, TO GIVE FULL DETAILS Mail; 150 S. Palm Ave., Rialto, CA 92376
Address: 260 W. Rialto Ave., Rialto, CA 92376

CLAIMANT INFORMATION:

Maida Barrios

FULL NAME DATE OF BIRTH
8 3 58
HOME ADDRESS INCLUDING CITY, STATE & zIP HOME TELEPHONE NO.
P.O BOX 10730 Santa Ana, CA 92711-0730 ( )
BUSINESS ADDRESS INCLUDING CITY, STATE & ZIP BUSINESS TELEPHONE NO.

ADDRESS AT WHICH CLAIMANT DESIRES TO RECEIVE
NOTICES OR COMMUNICATIONS REGARDING THIS CLAIM
(if different from home address provided above):

1. WHEN DID DAMAGE OR INJURY OCCUR? DATE: 08/22/2024 TIME: 1AM O PM

2. PLACE OF ACCIDENT {OCCURRENCE) BE SPECIFIC — Describe fully and (if applicable) locate on diagram on reverse side of this sheat.
Where appropriate, give street names and addresses, measurements and landmarks.

ACACIA AVE / FOOTHILL BLVD right in front of the Bank of America.

3. HOW DID DAMAGE OR INJURY OCCUR?

LOOKING DOWN AND SUN WAS IN HER EYES AND SHE STRUCK THE DRIVER SIDE REAR DOOR AND
QUARTER PANEL OF OURTNSURED'S VEHICLE:

4. WERE POLICE AT THE SCENE? [X YES OO NO WERE PARAMEDICS AT THE SCENE? [X YES OO NO

5. WHAT PARTICULAR ACT OR OMISSION DO YOU CLAIM CAUSED THE INJURY OR DAMAGES? Give the name of the cityftown
employee causing the injury or damage, if known.

THE OFFICE FROM THE RIALTO POLICE HIT OUR VEHICLE.

6. GIVE TOTAL AMOUNT OF CLAIM Include estimate of amount of any prospective injury or damage $10,727.55

HOW WAS THE ABOVE AMOUNT COMPUTED? Be specific, list doctor bills, repair estimates, eic. Please attach 2 estimates.

DAMAGES INCURRED TO DATE:
ltem/Date: MEDICAL BILLS

$ 8,052.97

ltem/Date: Amount: §

Amount;




TOTAL AMOUNT CLAIMED AS OF PRESENTATION OF THIS CLAIM: $_ 18,780.52

ESTIMATED PROSPECTIVE DAMAGES, AS FAR AS KNOWN:

ltem/Date: Amount: §
Item/Date: Amount: §
TOTAL ESTIMATED AMOUNT PROSPECTIVE DAMAGES: $

7. WITNESSES TO DAMAGE OR INJURY List all persons known to have information (attach additional pages, if necessary)

NAME: NAME:

ADDRESS: ADDRESS:

TELEPHONE: () TELEPHONE: [ )

8. IF INJURED, PROVIDE NAME, CONTACT INFORMATION AND DATE/TIME DOCTOR(S) OR HOSPITAL(S) VISITED:

name:  Arrowhead Radiology name:  Califomia Emergency Phy

ADDRESS: ADDRESS:

TELEPHONE: { ) TELEPHONE: [ )

DATE: TIME: 1 Am O PM DATE: TIME: OavOdrm

9. PLEASE READ THE FOLLOWING CAREFULLY:

For all vehicle accident claims, place on the following diagram, the names of streets, including NORTH, EAST, SOUTH AND WEST directions. Indicate place
of accident by “X" and by showing house numbers or distances to street comers.

If a city/town vehicle was invelved, designate by letter “A” location of the City/Town vehicle when you first saw it, and by “B” location of yourself or your vehicle
when you first saw City/Town vehicle; location of City/Town vehicle at time of accident by “A-1" and lacation of yourself or your vehide at the time of the
accident by “B-1” and the point of impact by “X".

= NOTE: IF THE DIAGRAM BEL OW DOES NOT FIT THE SITUATION, PLEASE ATTACH A PROPER DIAGRAM SIGNED BY THE CLAIMANT.

/L L
7 /// oo ] f

I HAVE READ THE FOREGOING CLAIM AND KNOW THE CONTENTS THEREOF; AND CERTIFY THAT THE SAME IS TRUE OF MY OWN KNOWLEDGE EXCEPT AS TO
THOSE MATTERS WHIGH ARE HEREIN STATED UPON MY INFORMATION AND BELIEF; AND AS TO THOSE MATTERS | BELIEVE THEM TO BE TRUE.

| CERTIFY (OR DECLARE) UNDER PENALTY OF PERJURY THAT THE FOREGOING IS TRUE AND CORRECT.

—a_ —
SIGNATURE OF CLAIMANT OR AGENT
Andrew Ortega 10/21/24
TYPE OR PRINT NAME DATE
Adjustor

RELATIONSHIP TO CLAIMANT

NOTE: PRESENTATION OF A FALSE CLAIM IS AFELONY (CAPENAL CODE 72)
RETURN CLAIM TO: RIALTO CITY CLERK’S OFFICE - 150 S. PALM AVE., RIALTO, CA 92376




Hi this is Maida Barrios

Recently send me a mailing of my letters
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e
YS TO PAY

) | MULTIPLE WA
A vi U_ltY' " m”%m Online www.ePayitOnline.com a1 2488 01570
Account Information i ‘ ot g coker your d Code ID: VITUBIL1 Access#. 15931 -
CEP A e _
T: id: BEREAgaLEORNA ‘) Phone (866) 954-4405, international # (209) 252-0601
Location of Servios:  ARROWHEAD REGIONAL MED TR  Use the detachable Payment Stub below and
Rendering Provider: NEWTON, ERNEST,P.A. el M Mail enclosed retum envelope
| Statement Date: 2 z . z = '
| s;,,m,“.m' - osrearzd pay Pay with a picture in seconds! i ‘
| : o | —~ S@mwm LY T R 1 ——— -
\ Patient Amount Due: $340.17 A o go Wm 3 _.‘
Primary Insurance: ANTHEM BLUE CROSS CAREL Secondary Insurance:

08r22/24 99285 EMERGENCY DEPT VISIT HIGH MDM $1,224.00
09/23/24 CARRIER PAYMENT $179.10—
09723124 CARRIER ADJUSTMENT $704, 73—
Total: s $340.17 __

YOUR INSURANGE HAS APPLIED THEIR PAYMENT TOWARD YOUR YEARLY
DEDUCTIBLE. THE BALANCE DUE IS YOUR RESPONSIBILITY. THANK YOU.

SU SEGUROC MEDICO HA APLICADO EL SALDO DE SU CUENTA A
SU DEDUCTIBLE ANNUAL. EL SALDO RESTANTE ES SU
RESPONSABILIDAD. GRACIAS

i uninsured or with high medical expenses, you may qualify for a discount, payment plan or
wwmmmm”mmmmnmmmmm,mm
submit information via our secure portal at www.epayitonline.com or fill out the back of this form

'm and submit it to bifling@vituity.com
W Si no tiene soguro medico o tiene gasios médicos altos, puede calificar para un descuento, un

billing@vituity.com pian de pago o un programa de Medicaid; Por favor de comunicarse con nuestra
. . 5 oficina
mmasmmmmmmm:mmmmp::r
saguro www.epayitonline.com o completar el reverso de este formulario y enviasio a
hilling@vituity.com

7 the ooliom portion with psyimen!

or
(800) 498-7157
~ 6am-530 pm PST

Please detach and rel






& CalPERS ;s =3

026452
VAN NUYS, CA 51470-0001 EXPLANATION OF BENEFITS il
| 1SSUE DATE PAGE
| September 14, 2026 00001 OF 00003
Subscriber's Name: MAIDA BARRIOS
Identification Nusber:
Croup Number: DB250X
v = Group Nams: CALPERS PERS GOLD
. ACTIVES{PA) REGIONS x
- L Yy Product: Medical Plan l';'.
3z (1]
MAIDA BARRIOS g
) =
-1
B | o
-]
-
»

Thank you for using s Network Participating Provider.

 COINSURANCE
[ seRvice / TYPE OF SERVICE TOTAL OTHER PATIENT | APPLIED TO | COPAYMENT | CLAINS
BILLED AMOUNT(S) SAVINGS | DEDUCTIMLE AMOUNT PAYMENT
( 08/27/26 | Emargency Service 1,224, 00 706, 75/01 103, 85/03 415,62
TOTAL THIS CLAIN 1,224, 00 0.00

706,73 0,00 103,85 615,42 ‘

Member's Medicel Daductible Applied to Date:

&RAN AN \
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A Ca]PERS P.O BOX 70000

; 026348
VAN NUYS, CA 81470-0001 EXPLANATION OF BENEF'TS )
ISSUE DATE PAGE €043502
September 30, 2026 0000l OF 00003 .
|
|
Al
Subscriber’s Namm: NAIDA BARRIOS |
Identificetion Mumbar:
Group Number: DR250I
Group Nawme: CALPERS PERS GOLD
B Dyl gy gl foree s I oo ACTIVES(PA) REGIONZ
FREXEXKRERREERXEXKALL FOR AADC 923 Product: Nedical Plan
1876 1 AB 0.593 7
MAIDA BARRIOS

XTOTOS0ZSLYTOX

01
02

03

- This 1s your share of the cost (coinsurance).

- This is your emergency room copay. If you didn’t pay it at the time you got care, the
hospital may bill you for it.

- We covered this claim based on the amount your plan allows for this care. Your
doctor/facility charged more than the allowed amount. You may rsceive a bill for the
difference between the two amounts.

If you need care for a non-emergency condition, veu can save time and maney by using
an urgent care center instead of the emergency room. Use our mobile app or log in to
ocur website to find an urgent care in vour plan's network.

All services included in this claim fall under the No Surprises Act, The member is

only responsible for their copay, percentage of the cost (coinsurance), and

deductible. The doctor/facility can't bill the member for more.

Sent from Yahoo Mail for iPhone

On Monday, October 7, 2024, 9:57 PM, La Preciosa <lapreciosa2 13k@yahoo.com> wrote:
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Claim Number: CAPA-02410559
Adjuster Name: Andrew Orfega

CiTy
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REPORT OF ACCIDENT

ST T Maidﬂ E)ar r‘i DS _ 1 'wes a (please check all that apply) xdriver 1 passenger

Clwitness O vehicke owner [ properly owner L other (des‘c;nbe)

! Accident location include intersecting streel(s). city and state
Date and time of Accident _ AYVQL

) 188
at the bottom of this page.)

e any car seats occupied? . ho
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= Page 2

your descnphon
QNeE

IR

used this accident?

?\r\om‘,

in yo_ur vehicle weéing seatbelts?

es, addresses and telephone numbers
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