CITY CLERK'S DATE STAMP —!

CITY OF RIALTO
LIABILITY
CLAIM FOR DAMAGES
TO PERSOR OR PROPERTY

CITY OF RIALTO
AN IAN 28 PH 1)

RECE[VE
(€) months after the occurrence (Gov. Cods §913‘.2}.Cl TY CLE RK

1.Claims for death, injury fo person, or to personal property must be filed not later than six

2.Claims for damages to real property must be fiied not later than one (1) year afler the occurrence {Gov. Code §911.2). RETURN ToO:
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, Paim Ave, Rialto, CA 82376
Address: 290 W, Rialto Ave., Rialto, CA 92376
CLAIMANT INFORMATION:
ow§ vy Stiismae
FULL NAME DATE OF BIRTH
HOME ADDRESS INCLUDING CITY, STATE & ZIP W
BUSINESS ADDRESS INCLUDING CITY, STATE & ZIP NESS TELEPHONE NO.
ADDRESS AT WHICH CLAIMANT DESIRES TO RECEIVE
NOTICES OR COMMUNICATIONS REGARDING THIS CLAIM
(if different from home address provided above):

TIME: /¢ 30D 0 AM P.pm

1. WHEN DID DAMAGE OR INJURY OCCUR? DATE: CiS* Vi %

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

191 £ Aebeth Staaet (Connea O%fﬂ Abe Fin Staest ve g, Dn\iu{\

3. HOW DID DAMAGE OR INJURY OCCUR? |
Whbs Q0 ding v blegele T Wt o \asoe pot yole o e pidd R o Yy oo

Comsina mo Yo lall Eﬂk 0], e by e and \ooos\c oy \}%{_. CYav ke e Bowp .
See abadheddod full Sutement |
. WERE POLICE AT THE SCENE? [IYESLXNO  WERE PARAMEDICS AT THE SCENE? 0 YES o

> WHAT PARTICULAR ACT OR OMISSION DO YOU CLAIM CAUSED THE INJURY OR DAMAGES? Give the name of the cityfown

employee causing the injury or damage, if known. '
de, \C, 0‘1 Mo 2N cn s '#o Ci C;u 5‘}&_9_4_5‘ P LO\QC‘\t 904«“ ]r'\r\L 32 25 %Vf O\ ’ D.QQ@

See mHachas) photo

6. GIVE TOTAL AMOUNT OF CLAIM Include estimate of amount of any prospective injury or damage $_1014.01
HOW WAS THE ABOVE AMOUNT COMPUTED? Be specific, list doctor bills, repair estimates, efc. Please attach 2 estimates.

DAMAGES INCURRED TO DATE:

ltem/Date: EmRagency Rogm > b Rays Qg Amount: $_S27. 0
ltem/Date: Dox kv a. AN A Ohulﬁh;au‘\ {,Niﬁ—{‘]‘«} Co- \asrn\\.,r Amount: $_ 350. oD
Raplacement Bile prakg Amount’ 113, 00

(S.u, AHoshed Spacadepect Fon d—t‘("ax'-\‘7)



TOTAL AMOUNT CLAIMED AS OF PRESENTATION OF THIS CLAIM: $ 1019. Ol
ESTIMATED PROSPECTIVE DAMAGES, AS FAR AS KNOWN:

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

7. WITNESSES TO DAMAGE OR INJURY List all persons known to have information (attach addlitional 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: Aatowhesad Detho paedic s

name:San Bntonio Hespital Emeagencsy Room
aDDRESS: 4994 San Breancadign Road! ADDRESS: DHOS Hawrn~ Rve  Sudke 2 0p

Upland, €A QAIMTBL Ranﬂko@%mnno‘ca,_ cw  Qy73o
TELEPHONE: {99) %% LB TELEPHONE: (Q0q) A\ \1SD
paTE: B 17\ ve:_ATH0  OamBiem pate: B 1-\% e 1V 00 @amDeu

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 cityltown vehicle was involved, 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 location of yourself or your vehicle at the time of the

accident by “B-1" and the point of impact by “X".
= NOTE: IF THE DIAGRAM BELOW DOES NOT FIT THE SITUATION, PLEASE ATTACH A PROPER DIAGRAM SIGNED BY THE CLAIMANT,

AV

cuRB Riveasidp Ave f

/ PARKWAY ec
// SIDEWALK / 20 +:f.a L;\ /

28 a0

| 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 WHICH ARE HEREIN STATED UPON MY INFORMATION AND BELIEF; AND AS TO THOSE MATTERS | BELIEVE THEM TO BE TRUE.

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

: LAV A
SIGNATURE OF CLAIMANT OR AGENT
Kevin Sumanea |- 2% 1%
DATE

TYPE OR PRINT NAME

RELATIONSHIP TO CLAIMANT

NOTE: PRESENTATION OF AFALSE CLAIM IS AFELONY (CA PENAL CODE 72)
RETURN CLAIM TO: RIALTO CITY CLERK’S OFFICE - 150 S. PALM AVE,, RIALTO, CA 82376




1/28/19

Claim for Damages Statement — City of Rialto, California
Kevin Sumner

Rialto, CA
Home: I
Ce!l: I

On Wednesday August 1%, 2018 at approximately 7:30 PM while riding my bicycle east bound on
Riverside Ave and turning left onto E Arbeth Street, | hit a large pothole in the middle of the road which
caused me to fall off my bicycle and crash onto the pavement. After a few minutes assessing my injuries
and the damage to my bicycle, | immediately road my bike home and had my wife drive me to the San
Antonio Hospital emergency room where | was examined and x-rays showed my left clavicle bone was
broken. [was sent home in a sling and with pain medicine and was instructed to make an appointment
to see an orthopedic specialist.

On Tuesday August 7" and August 14%, 2018, | was examined by Amanda Thometz, PA-C at Arrowhead
Orthopaedics and it was determined that no surgery was necessary and | would just keep my armin a
sling for several weeks to allow my clavicle to heal naturally.

The health insurance from my job has covered most of my medical expenses so | am only asking that the
City of Rialto reimburse me for my out of pocket expenses not covered by my health insurance and for
the parts to repair my damaged bicycle.

See attached photo showing size and location of pothole. Hole was 36” x 32” x 9” deep.
See attached street view photo showing pothole.

See attached map from my Garmin Edge 500 bike computer on 8-1-18 showing the streets | road on.
The bike computer shows after reaching the corner of Riverside Ave and E Arbeth Street, | immediately
returned home.

See attached photo of damaged bike items. Helmet, Rear wheel, saddle.
See attached that | contacted by email City of Rialto Public Works to report pothole.
See attached spreadsheet showing itemized list of out of pocket expenses and receipts for emergency

room and x-ray bill. 1also can provide if required, copies of paid co-pay payment made for the 3 Doctor
visits and 11 physical therapy visits.

oo S
L 1s 17



Kevin Sumner Bike Accident Out of Pocket Expenses Spreadsheet

Number of Visits Copay

San Antonio Hospital Emergency Room $491.90
X-Ray Emergency Room $35.11
Prescription Pain Drugs $10.00
Doctor visit Arrowhead Orthopaedics 3  5$25.00 $75.00
Physical Therapy Arrowhead Orthopaedics 11  $25.00 $275.00
Replacement Rear wheel estimate $67.00
Replacement Giro Isode Bike Helmet 540.00
Replacement Canondale Bike Saddle $20.00

Total Out of Pocket as of 1-28-19 SN0k o)l



=0 SAN ANTOMIC
- REGIONAL HOSPITAL
PATIENT ACCOUNTS

8301 ELM AVENUE SUITE 300
RANCHO CUCAMONGA CA 91730

—_— SERVICE RENDEREDY TYPE OF SERVICE | AMOUNT
'SUMIMARY CHARGES TO DATE | ' o _ A
PHARMACY | L 19.25
PROSTH/ORTH DEVICE 205.00
DX X-RAY . 2,218.00
EMERG ROOM :f 3,150.00
"TOTAL CHARGES TO DATE : 5,584 25 |

PAYMENTS/ADJUSTMENTS : | 5,002.25 .

THE BALANGCE OF THIS ACCOUNT IS YOUR RESPONSIBILITY. FLEASE IR RIS BRI
FORWARD PAVMENT IN FULL TODAY. THANIK YOU. _ e401.30

KEVIN SUMNER e ! October 1, 2018 08/01/2018

PATIENT NAME | ACCOUNT NUMBER I STATEMENT DATE . DISCHARGE DATE

GWESABAT-1001-1022054731-01214-623

TLAQALGARLRPI



DATE DESCRIPTION CHARGES  RAVIVENTS
)8/01/18 73080 - RADEX ELBW COMPL MINIMUM 3 VIEWS $34.00
Location: (1) SAN ANTONIO COMMUNITY HOSPITAL
)8/20/18 BCBS CA BLUE CROSS OF CALIFORNIA
Applied to Deductible
)8/01/18 73502 - X-RAY EXAM HIP UNI 2-3 VIEWS ] $46.00
Location: (1) SAN ANTONIO COMMUNITY HOSPITAL
)8/20/18 BCBS CA BLUE CROSS OF CALIFORNIA
Applied to Deductible
)8/01/18 73030 - RADEX SHO COMPL MINIMUM 2 VIEWS $39.00
Location: (1) SAN ANTONIO COMMUNITY HOSPITAL ;
18/20/18 BCBS CA BLUE CROSS OF CALIFORNIA N T P
Applied to Deductible (¢ J{¢ Ll ¥ _
ISk la Z2i= 1]
A B
*** You are responsible for payment in full within 20 days. ***
IMPORTANT MESSAGES:

ADJUSTMENTS

$25.17

$29.51

PATIENT
BALANGCE

$8.83

$16.49

$9.79

Please verify your insurance information above to ensure everything is correct. Complete the back of this form and return it

to our office’if there are any discrepancies.

Estos son servicios proporcionodos para usted. Si tiene alguna pregunta con respecto a esta declaracion, por favor llame a

nuestra oficina al Toll Free: (800) 841-4236.

0 Pay Online

Statement Date:

| 08/24/2018 | ! :
Account: 299331 )1 . X
Patient: KEVIN SUMNER $35.11 5 . Msmgfayltomme.com )
Total Balance: $35.11 : ode |U:
* = Insurance Pending: $0.00 | ! Or Call (800) 841-4236
Patient Balance: $35.11 ' . i

To receive statements electronically go to www.ePayitOnline.com
Primary Insurance: ----- 0449454 - Bebs Ca Blue Cross Of California
To Chat live with a representative or to update insurance please visit us at

www.msnilc.net
MSNOO001-0630927-0000000-7529597-001-007413-#007426-0043

Access#: 7529597-1-7413

SCAN FOR

.

MOBILE
PAYMENT

T e VIsSA e
At: S

&

San Antonio Radiological Medical Group
PO Box 3070
Cottonwood AZ 86326
(800) 841-4236
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Email notification to City of Rialto of Pothole and response

Subject: Large pothole corner of Riverside Ave & Arbeth

From: kevinsumnerabs@yahoo.com
To: publicworks@rialtoca.gov
_ Date: Wednesday, August 8 2018, 6:20:40 AM PDT

Just notifying you that there is a large pothole at the corner of Riverside Ave & E Arbeth Street in Rialto.
The street address is 107 E Arbeth Street.

Attached is a photo showing the hole.

I hit this hole while riding my bicycle last Wednesday, 8/1/18, This caused me to fall off my bike and broke my Clavicle
bone.

Please fill this hole ASAP so someone else does not get injured or leads to a car accident.
Thank you!

Kevin = Sumner
Rialto, CA

Subject: RE: Large pothole corner of Riverside Ave & Arbeth

Fram: maguirre@rialtoca.gov
To: kevinsumnerabs@yahoo.com
__ Date: Wednesday, August 8, 2018, 8:49:27 AM PDT

Mr. Sumner, thank you for your submission. A service request for this pothole has been
generated for repair.

Thank you,

Michele Aguirre, Executive Assistant
City of Rialto — Public Works

150 S. Palm Avenue

Rialto, CA 92376

Direct: (909) 421-7279

Main: (909) 820-2602

Fax: (909) 421-7210

Email: maguirre@rialtoca.gov
Hours: M —Th; 7:00 am to 6:00 pm
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- Kevin Sumner Bike Accident Street View Photo




Kevin Sumner Bike Accident damaged bike items Helmet, Rear wheel, Saddle






