Claim Against the City if Milwaukee

Vincent G. Toney

2721 W. Roosevelt Drive % - %

Milwaukee, WI 53216 mg o= &
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Phone: (414)530-1702 -<D &b

F-“'

On March 10, 2011, I slipped and fell on ice at the southeast side end of the Kenw&'@{e st

= >

™o s

Church, located at 2319 East Kenwood Boulevard, Milwaukee, WI 53211-3396. Due to the%‘@zmg_ g
=

-2

temperature, the sidewalk was layered with ice. I called the police department who d:spatched%e UWw-
Milwaﬁkee Police; they recorded the incident, but advised me that my fall had taken place on the City of
Milwaukee property and that I should call them.

Prior to calling the Milwaukee Police Department, I witness another person, Gery Reinke, who
fell on the same spot. I went inside the church and talked to Mr. Don Lybeck advising him of the icy
condition. He could see a layer of ice almost covered the entire front and most of the side of the building.
While approaching the side of the building, Mr. Lybeck witnessed a man almost fall where I had fallen.
He immediately returned to the inside of the building retrieving salt to melt the ice.

' The Milwaukee Police Depafﬁﬁéﬁt adir.ised-me to go to the City Hali to get instructs on having |
my fall documented. During this time I had advised my doctor about the fall, know that in the past I have
had problems with my back, she instructed me to schedule an appointment. ] was able to schedule an
appointment that afternoon, By 11:30am that day upon my arrival to the doctors” office, it was extremely
difficult for me to get out of my vehicle. My doctor prescribed a low-level narcotic for the pain, which
she diagnosed my symptoms as a possibly contused back muscles resulting from the fall. During another
visit on 3/23/2011 my doctor instructed me to continue to take the low-level drug and also advised me to
add Tylenol 500mg, 2 tabs 4x/day as needed for 3 weeks. She also advised me to start a low-level
aerpbics class, but I was in too much pain for that routine. During another visit on 6/2/2011 she

prescribed Naproxen, 500 mg to take 1 tab 2x/day. The doctor advised me to call in 4 weeks if I was not
at all better after I finished that prescription. Please no£ that during the period covered I also sought

treatment from my chiropractor, who was able to relive some of the pain.



Claim Against the City if Milwaukee

The day of the fall the Milwaukee Police Department recorded the information about the fall and
advised me to contact the City Hall. I was under the assumption that this was the process to have my
situation recorded for their record. However, the personnel at the City Call only provided instructions
about the process to make a claim agaihst the city; that was not my intention.

However, since the fall, none of the drugs nor did the chiropractic service totally relieve my pain.
The week of July 4, 2011, I revisited my doctor who ordered x-rays of my lower back. Since I have not
been advised of the result and the 120 time-frame is approaching I am filing this information.

Additionally, since my doctor has not reviewed those results the long-term affects of my slip and fall, 1
have no way to estimate a settlement. However, after researching slip and fall cases similar to mine, those
settlements were multi-million dollar. Considering time constraints and the fact that I am a 52-year-old
male, and that my pain is so excruciating that I can almost not get out of bed in the mornings, I think that
a fair settlement would be $250,000 for pain and suffering. Additionally,.if the results of the x-ray prove

that my injury is more severe, I have the right to pursue a settlement for further damage.

Attached are copies of the medical claims:
+ Aurora Advanced — my primary doctor
e Dr. Steve Johnson — my chiropractor

Note: I have not received the information for my doctor visits this week.
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LOUISVILLE, KY, 40233

Your Claim Recap

Account Holder:
TAFFIE FOSTER TONEY

Lldsallabdid bl bl el baalalenslla b Health Program ID:

#BWNCQXF 095A23688
#FNA13109GA76/DS0%
TAFFIE FOSTER TONEY Group Name:
2721 W ROOSEVELT DRIVE
MILWAUKEE, WI 53216-1833 DANA LIMITED
Claim Number:
11085BK8534
Date Prepared:
04/07/11
1. Summary of this Claim (See next page for details) Claim Highlights
How Much was the Expense? [ Date of Service:
The total charge was: $ 106.00 03/10/11
Amount allowed by your benefit: $ 69.96 Consumer:
VINCENT TONEY
Provider:

How Much was Pald Under Your Program?
AURORA ADVANCED HEALTHCAR

Amouni paid from your Heaith Account: $ 69.96 PO BOX 091700

Total paid under your Program: ~  ~ $ 69.96 T T I
What s Your Out-of-Pocket Responsibility?’

Other out-of-pocket responsibility: $

Coinsurance responsibility: §

2. Status of Your Program (After this Claim)?

Your Health Account
Remainlng Account balance: $ 1,127.
Your Traditional Healith Coverage
Begins after spending (on covered services): $ 2,625.00
. Amount spent to date: $ 606.24
Your Annual Qut-of-Pocket Maximum
Maximum for Network Providers: $ 4,125.00
Amount Accumulated Towards Maximum to Date: $ 606.26
Maximum for Non Network Providers: $999,999.00
Amount Accumulated Towards Maximum to Date: % 606.2%

b

1 Ynur oul-of-pocket responsibi Increasa if you do not use a participating nefwork provider. Your out-of-pocket responsibiity increase if you recelve a service that is net
amwmmﬁﬂmmmm i

2 The Information above Is accuraln as of this clafm for the benefit yoar in which # cocummed. & may not reflact your most recent account batance and claims activity. Your actual
balance depends upon claims that are in pmcess and on services you have recatved that are not yet processed.

Si necesita ayuda en espafiol para entender este documento, la puede solicitar sin ninguin costo adicional lamando

Al mmnmn T 4 QT DON A AN
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Your Claim Recap

Account Holder:
0 PUTTTT G TR T R 1Y 1 | R UYL AL TAFFIE FOSTER TONEY

EEREXEERERREAUTOR®ALL FOR AADC 530 Health Program ID:
7LL7 2 AB D.u4A5% 43
TAFFLE FOSTER TONEY 095A23688
2721 W ROOSEVELT DRIVE }
MILWAUKEE WI 53216 Group Name:
DANA LIMITED
Claim Number:
11080QR1533
Date Prepared:
03/29/11

Claim Highlights

1. Summarnyth!sCIarm '(Seé_ne"x't p'a"g"_e for details)

How Much was the Expense? , Date of Service:
The total charge was: _ ' $ 140.00 031111
Amount allowed by your benefit: $ ‘82. ZBJ Consumer:
S VINCENT TONEY

How Much was Paid Under Your Program? Provider:
Amount paid from your Health Account: $ 8z2.28 ?L%E‘:, g‘;al;gf%rénc
.L_-Amount paid by Traditional Health Coverage:. . . .. $. . . .00 | BROOKFIELD, Wi 53005 o
“I” “Total paid under your Program: m T T gy g [ ST e e = e
What is Your Out-of-Pocket Responsibility?’
Other out-of-pocket responsibility: $ .00

Coinsurance responsibifity: = . $ .00

R e i
Your Provider should blll you directty for this amount.

2. Status of Your Pragram (After this Claim >

Your Health Account
Remaining Account balance: $ 1,281.73
Your Traditional Health Coverage
Begins after spending (on covered services): $§ 2,625.00
Amount spent 10 date: $ 452.28 f
Your Annual Out-of-Pocket Maximum
Maximum for Network Providers: $ 4,125.00
Amount Accumulated Towards Maximum to Date: $ §52.28
Maximum for Non Network Providers: $999,999. 00
Amount Accumulated Towards Maximum to Date: $ 452.28 |

%,

1 Your cut-of-pocket respon sibiliynnynmmseiymdordmam@paﬁgrdmkpwﬁanYwmﬂd—podﬁmpa@lﬂymhu&amﬁywmcdmaMMbnd
amvwadbu-dﬂandmayrﬂapplyhywwl-of-pod(dmamum

% Tha information above is accurate as of this claim for tha benefil year In which I occurred. Bmayrdnﬂedywrmnstmm«ﬂammba!amemddmmm Your acfual
batance depends upon claims that are in procass 2nd on services you have received thal am nol yel procassed.

Si necesita ayuda en espafiol para entender este documento, la puede solicitar sin ningin costo adicional lamando
oin ravan al 17798 14QN
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LOUVISVILLE, KY, 40233

Your Claim Recap

Account Holder:
L AT L A P e T L A A [T TAFFIE FOSTER TONEY

EXEXXEEXRERXEXEXEXAUT Ox23-PIGIT §32 Health Program iD:
25707 L AT 0O-3k5 Al
TAFFIE FOSTER TONEY 095A23688
2721 W ROOSEVELT DRIVE i
MILWAUKEE WI 53216 Group Name:
DANA LIMITED
Claim Number;
11109BF8167
Date Prepared:
04/21/11

1. Summary of this Claim (See next page for details) Claim Highlights

How Much was the Expense? Date of Service:
The total charge was: $ 106.00 03/23/11
Amount aiiowed by your benefit: $ 69.96 Consumer:
VIRCENT TONEY
| Provider:

How Much was Paid Under Your Program?
AURQRA ADVANCED HEALTHCAR

Amouni paid from your Health Account: $ 69.96 PO BOX 091700
. A_mount pald by Traditionai Health Coverage } $ .00 ; MILWAUKEE Wi 53209 _ ‘
= Hotal pald Under your Program:™- -~ “TTT 0 T tge g9ugelmr Tt iR me o ren L  re

What is Your Out-of-Pocket Responsibility?*
Other out-of-pockel responsibility: $ .00
Coinsurance responsibiiity: $ .00

Your Provider should bill you directly 1or 1hls amount.

2. Status of Your Program (After this Claim)?

Your Health Account
Remaining Account baiance: $ 956 .81
Your Traditional Health Coverage f
Begins after spending (on covered services): $ 2,625.00 l
. Amouni spent to date: $ 777.20 J
Your Annual Out-of-Pocket Maximum
Maximum for Network Providers: § 64,125.00
Amount Accumuiated Towards Maximum to Date: $ 777.20
Maximum for Non Network Providers: $999,999 .00
Amount Accumuiated Towards Maximum to Date: $ 777.20

1 Your oet-of-pocket responsibilty may increase if you do nok use a parficipating network provider. Your aud-of-pocket responsibilily may inrease if you receive a service that is nol
a covered benafit and may not apply o your out-of-pocket maximum. y yod

2 The information above Is accurale as of this clai for the benefil ysar In which & oocumed. & may nol reflect your most rcent accound balance end claies activity. Your actual
balance depands upon claims that am in process and on services you have recelved that are not yol processed.

Si necesita ayuda en espafiol para entender este documento, la puede solicitar sin ningin costo adicional llamando
sin careo al 1-877-380-1490.




The total charge was: $ 106.00 oa/14/11
Amount allowed by your benefit: $ 69.96 Consumer;
b VINCENT TONEY
How Much was Paid Under Your Program? Provider:
Amount paid from your Health Account: $ 69.96 | ﬁgﬁ%ﬁ@&%ﬁ"cm HEALTHCAR
. {1 Amount paid by Traditional Health Coverage _ _ % ) .00 ¢ MILWAUKEE w 53200
“{ T Total paid under your ‘Program; =7 Fl = g e g T e st o e 2 )

0505CD150118-001768 |
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Your Claim Recap
Account Holder:
AT (AL PP o P Y L L Y A U TAFFIE FOSTER TONEY
AEEERXRRKEXXRTEEXRAUTOXX3-DIGET 532 Health Program ID:
42964 1 AT 0-3L5 138
TAFFIE FOSTER TONEY 095A23688
272} W ROOSEVELT DRIVE .
MILWAUKEE WI 53216-1833 Group Name:
DANA LIMITED
Claim Number:
11123BQ4324
Date Prepared:
05/05/11

1 Summary Ofth!S Clalm (See next page for details)

How Much was the Expense?

What is Your Out-of-Pocket Responsibility?’
Other out-of-pocket responsibility: $
Coinsurance responsibility: %

- 2 Sals 6 Your Program [Afer s Uai

Your Health Account
Remaining Account balance: $ 845
Your Traditional Health Coverage
Begins after spending {on covered services): $ 2,625.00 |
Amount spent to date: $ 888.30 |
Your Annual Out-of-Pocket Maximum
Maximum for Network Providers: $ 6,125.00
Amount Accumulated Towards Maximurm to Date: $ 888.30
Maximum for Non Network Providers: $999,999_00
Amount Accumulated Towards Maxiimum to Date: $ BBB.30

Claim Highlights

Date of Service:

1 Your out-of-pocket responsibilly may increase if you do nat wse a parficipaling network providar. Your out-of-pocket responsibifly may increase if you receive a service thal is not
a covered benofil and myrdapp{yloyourwl-of-pockalmaxi‘mm

2Thamiormaibnabmralsacwraleasoﬂj'nsdamicl'ﬂ)ebeneﬁwearinwﬁchioct:lurrﬂd_Ilmayrmtreﬂec:lyourmnstracarlauowrﬂbalameandclaimsacﬁw’n‘y.‘fwraduai
batance depemds upon tlalms that are in process and on services you. have receheed thal are not yet processed.

Si necesita ayuda en espafiol para entender este documento, la puede solicitar sin ningun costo adicional llamando
sin caren al 1-877-380-1490.
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Your Claim Recap

Account Holder:
TAFFIE FOSTER TONEY

T LT T TV L T DT L LTI | U

EEXETEXREXXREAXXXXAUTOX2I-DIGIT 532 | Health Program ID:
%5537 F%)S';QRU-BBS 103 095A23688
2721 W ROQSEVELT DRIVE .
MILWAUKEE WI 53216-1833 Group Name:
DANA LIMITED
Clalm Number:
11179BL3443
Date Prepared:
06/30/11
1. Summary of this Claim (See next page for details) Claim Highlights
How Much was the Expense? Date of Service:
The total charge was: $ 106.00 06/02/11
Amount allowed by your benefit: $ 69.96 Consumer:
VINCENT TONEY
How Much was Paid Under Your Program? {  Provider:

Amount paid from your Health Account: $ 69.96 ggRSOR)?Og?;’o%NCED HEALTHCAR
{1~ -Amount paid-by Tradltlonal Health Coverage.f % . .00 |  MILWAUKEE,WI 53208 P ¥
) _Yofal paid under your Program: T s el T = R

What is Your Out-of-Pocket Responsibility?"
Other out-of-pocket responsibility: $ .00
Coinsurance responsibility: $ .00
“Your Provider should bill you directly for this arnount.'

2. Stat_.us“ of Your Program (After this Claim)*

Your Health Account
Remalnlng Account balance: $ 198.03
Your Traditional Health Coverage I
Begins after spending (on covered services): $ 2,625.00
Amount spent to date: $ 1,535.98 |

Your Annual Out-of-Pocket Maximum
Maximum for Network Providers: $ 4,125.00
$

Amount Accumulated Towards Maximum to Date: 1,535.98
Maximum for Non Network Providers: $9999999.00
Amount Accumulated Towards Maximum to Date: $ 1,535.98
1 Your out-of-pocked res lrmaiymdomiuseapalﬂdpdngrﬁmrkpmvkhfYwummlmmmymhmimmammmm
nmedbnrd?lmﬂn’ﬂynotmplytoymroul—of—podcdnmn

2 Tha Information above is accurate as of ths clakm for the beneftt year in which R occurred. f may not relflact your most recent account balance and dlalms acivity. Your actual
balance depends upon claims that are in process and on services you have received that are not yet processed.

Si necesita ayuda en espafiol para entender este documento, la puede solicitar sin ninglin costo adicional llamando
cin raran al 4-A77.22M_440N
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Your Claim Recap

Account Holder:
VU AT LR T o AR A N (R TR TAFFIE FOSTER TONEY

EREXERELLEEER LT KAUTOXXI-DIGIT 532 Health Program iD:
25707 4 AT 0-3k5 a1 _
TAFFIE FOSTER TONEY 095A23688
2721 W ROOSEVELT DRIVE )
MILWAUKEE WI 53216-1833 Group Name:
' DANA LIMITED
Claim Number:
11110QR1930
Date Prepared:
0425/ 11

Claim Highlights

1,.Sur"r'1mairy of this Claim (See h,ext page-for details)

How Much was the Expense? Date of Service:
The total charge was: $ 70.00 04/05/11
Amount allowed by your benefit: $ 41.16 Consumer:
y VINCENT TONEY
Provider:

How Much was Paid Under Your Program?
STEVEN E JOHNSON DC

Amount paid from your Health Account: $ 61.14 | 14530 W CAPITOL DR
! BROOKFIELD, Wl 53005

Amount paid by Traditional Health Coverage $ .00 05 o

" Total paid under your_Program~ - : T T g oG] 14 = S
What is Your Out-of-Pocket Responsibility?!

Other out-of-pocket responsibility: $ .00

Coinsurance respons:blllty $ .00

]

Your Health Account
Remaining Account balance: $ 915.67
Your Traditional Health Coverage f
Begins after spending (on covered services): $ 2,625.00
Amount spent to date: § 818.36 |
Your Annual Out-of-Pocket Maximum
Maximum for Network Providers: $ 4,125.00
Amount Accumuiated Towards Maximum to Date: % 818.34
Maximum for Non Network Providers: $999,999.00
Amount Accumulated Towards Maximum to Date: $ BlB. 34

..,

! Your out-of-pocket responsibiity may increase i you do nol use a parfidpating network provider. Your out-of-pocket responsibilty may incraasa i you receive & service that is nol
a covered benefit and may not apply o your out-of-pockel maxdmum. i yod
2Thanfwmdbnahovalsmrahasdmhdakn&xﬂnbmaﬂtymrhﬁl:hiommd Ilmaymtraﬂedywrrmﬂrmarlaomuﬁbdanmmddahmadjvﬂy Your acfual
balance depends upon cliims thd are in process and on services you have recelved thal ame not yet processad.

51 necesila ayuda en espafiol para entender este documento, la puede solicitar sin ningun costo adicional llarnando
sin cargo al 1-877-380-1480.




OFFICE OF THE CITY CLERK
Milwaukee, Wisconsin

INSTRUCTIONS FOR FILING A CLAIM
AGAINST THE CITY OF MILWAUKEE

¥ To file a claim againat the City a claimiant must comply with In order fo obtain reimbursement for a claim against the

| Section 893.80(1), Wis. Stats., a copy of which is printed at City, you must prove that the City or its employees acted
| the bottom of this instruction sheet. Generally the statute unlawfully or negligently. _
}  requires the claimant to submit to the City Clerk:

1. A docnment stating the circumstances of the claim Oaly the City Attomey or the Comomon Covneil and the
which st be signed by the claimant, or his’her agent Mayor can authorize payment of a claim against the City,
or attorney. This document should be filed within 120 Any other representations made by City employees are not
days of the event. legally binding on the City. .

| 2. A document stating the address of the claimant and a
statement of the rslief sought. If money damages are

gought, a specific sum must be stated.
(The above information may be combined in a single document.)

893.8€ Claims agninst gnvamnmtalbod:la:or officers, agents or

The following information should also be submitted to allow employees; notice of injury; lmitation of damages and suits. (1)

_ the City to promptly act on your claim: Except #8 provided in subs. (1g), (1m), (1p) sud (8), no sction

1. Proof of the amount of the clain by means of either ~  ~ Hiay be brought or maintairied agairist any volteer fire comipany
organized under ch. 213, political corporation, govermmental

itemized receipts or two ifemized estimates.
'2. A phone mmber whero the claimant can be reached subdivision or agency thersof nor ageinst any officer, officia,
during business hours as well as the claimant’s o-mail wm‘?’pl@“ﬁ@mm’_mmwf“
: s, if my. ac[xdonemﬂmroﬁanlt-:apaatyurmﬁet‘:ouruofﬂadngmcy
"3, Asdetail ladwcripﬁon'ofﬂn' ident ag possible, mmp]uymmtuponaﬁumurmofwﬂonmlm
including the date, time and place. . (a) Within 120 days sfter the beppeaing of fhe svent giving rise to
. the claim, written nofice of the circomstances of the claim signed
All information should be submitted to: by the party, agent or attvmey is served on the volumteer fire
City Clerk . ' company, political corporation, govertmental subdivision or
ATTN: CLAIMS agency and an the officer, official, agent ar employee under
- 200 E. Wells St Room 205 o 2. 801.11. Failure to give the requisits notice chall not ber action
Milwaukee, WI 53202-3567 an the claim if the fire compeny, corporation, subdivision or
_ ) agency had actmal notice of the claim and the claimant shows to
' ‘ the satisfaction of the court that the delay or fidlure to give the
| ADDITIONAL INFORMATION requisite notice hat not been prejudicial to the defendamt fire
| Before you cen fils a lawsuit against the City of Milwaukes omnpanycmpm-aﬂon,mhdihmunongmcyortoﬂmdcfmdant

officer, official, agent or cmployoe, and

' for reimbursement, Smtolawrequnasﬁatyuuﬁmtfo]lowﬂm
claim procedures established by the City Clerk.

(b) A claim containing the addreas of the claimant and an
itemized statement of the relief sought is presented to the
appropriate clerk or person who pecforms the duties of a clerk
or secretary for the defendant fire company, corparation,
subdivision or agency and the claim ie disallowed.

Filing a claim against the City does not automaticalty

' guarantee reimbursement from the City, However, the City
.exxamines each claim on an individual basis in determining
if reimbursement is legally required.




