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November 1, 2013 CITY ATTORNEY

Milwaukee City Clerk
200 East Wells Street, Room 205
Milwaukee, WI 53202

Re:  C.I. File No. 1029-2013-2661; Mary Koceja

To Whom It May Concern:

The purpose of this letter is to infofm you that the undersigned represents Ms. Koceja regarding
this matter. Ms. Koceja is exercising her right to appeal your October 16, 2013 denial of her

claim. It is my understanding that such an appeal also requires a hearing and, | am therefore,
requesting a hearing.

My understanding from your letter of October 16, 2013 is that you have denied the claim based
on the theory that 2011 Wisconsin Act 132 relieved the City of Milwaukee from any liability
caused by a defect in a sidewalk. | believe that this interpretation of 2011 Wisconsin Act 132 is
incorrect. Act 132 removed certain language from the Wisconsin Statutes that expressly made
the City liable for damage caused by defects in a "highway.” However, the definition of
“highway” used by the Wisconsin legislature and Wisconsin courts, while broader than the
actual paved surface of a road, is still limited to part of a road that is either designed for or
capable of supporting traffic by a motor vehicle. A sidewalk, being above the curb and above
the grade of the road, and also primarily designed for foot traffic, is not within the definition of a
“highway.” Accordingly, Act 132's removal of certain language related to liability for defects in a
highway is not applicable when the defect is, as it is in this case, in the sidewalk. Accordingly,

Ms. Koceja appeals your denial of her claim and request that you reconsider the denial and
approve the claim.

Sincerely,

MICHAEL BEST & FRIEDRICH LLP

cc: Mary Koceja
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October 11,2013 CILY OF ML water RECEIVED

To City Clerk | I30CT 11 py 3: 2 0CT 14 2013
Attn: Claims
200 E. Wells St.,, Rm. 205 CITY CLERK'S oFF)of Gt ATTORNEY

Milwaukee, WI 53202-3567

To City Clerk:

I am submitting a claim to cover the expenses that were incurred due to an accident that I had.
On June 19, 2013 at approximately 12:00 Noon on the Southwest corner on Wells and Water
(about one sidewalk block from corner), I tripped and fell and broke my wrist due to the
unevenness of the sidewalk. I was walking with 3 other women, Kelly Roberts, Isabel Marsh
and Mary Crimmins who witnessed the fall.

I noticed since my accident that the sidewalk has been repaired.

I have enclosed several bills that I received for surgical expenses and other related expenses, I
also missed several days of work due to this injury. There may be some ongoing expenses due to
follow ups with the doctor. I am requesting that if I receive further bills due to the injury, that I

will be able to submit these also.

Expenses submitted:

Hand Surgery Limited $ 446.69
Glendale Anesthesia Services $103.50
Wauwatosa Surgery Center $2273.90
ErMed SC $1528.00
Total $4352.09

Mary A. Koceja T :
8741 W. Coldspring Rd. A o 1/71_._,
Greenfield, W] 53228 e

Cell 414-852-4426
Business 414-271-6560 ext. 15252
Email marykoceja@yahoo.com

000000-5294\13971531.1



WAUWATOSA SURGERY CENTER

IF PAYING BY HASTERCARD, VISA OR AMERICAN EXPRESS, FILL OUT BELOW,

CHECK CARD USING FOR PAYMENT

10900 W POTTER ROAD foceees] sl ] L
WAUWATOSA, W1 53226-3424 CARD NUMBEQSTERCAHD — = %N‘:?E:'lecggoixmss
. 31684-UJ87 SIGNATURE EXP. DATE ‘
@ STATEMENT DATE |DUE FROM PAYER |DUE FROM PATIENT ACCT.#
09-16-2013 .00 $2273.90 13418
3695 0101 Phone: 414-774-9227 —
: : SHOW AMOUNT $-
 PAGE: 1 of 1 PAID HERE
I o gt T g el e g o IO R T T LTI AN [ R
MARY KOCEJA WAUWATOSA SURGERY CENTER
8741 W COLD SPRING RD 10900 W POTTER ROAD
GREENFIELD, W| 53228-2853 WAUWATOSA, WI 53226-3424
31684-UJ87*TVROLEVFQODOD03
b PAYMENT DUE UPON RECEIPT _ IIIIII]I_IIHII[I_Ii!IHIIIiIIIIlIII[III[IIII[IHI[IIEIIII\IIli!lIIIJI[I_HII[III!!IIIIII 100067
TRX DATE | PESCRIPTION ' AMOUNT
i Balance Forward E 2273.90
I.il
. :!l:‘ :
{ By
129
]
'I‘hn.s balance is due. now If 1nsurance has not pald, contact
|your carrier. You atre ultlmately respons:.ble for these charges
DUE UPON RECEIPT $2273.90 |
. AccT # STMT DATE - : S ' —
. — - - " DUE FROM PAYER . DUE FROM PATIENT -
13418 09-16~2013 o $ 0200 Jdas $2273.90 "

WAUWATOSA SURGERY CENTER 10900 W POTTER ROAD WAUWATOSA, Wi 53226-3424
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ACCOUNT NUMEER DATE OF STATEMENT . . BALANCE AMOUNT DUE
i PAYMENTS AFTER THIS :
B38*0036042049 09/10/2013  DAURNERTE AR ON $1,528.00
PATIENT NAME _ S .
BILLING QUESTIONS
MARY A KOCEJA OUT OF AREA: 1(886)-898-7139 CUSTOMER SERVICE

‘MON -FRI 8 ;30 AM -5:00 PM EST

WE HAVE BEEN INFORMED THAT

THIS IS NOT WORK RELATED. THIS .
BILL IS NOW DUE AND PAYABLE BY .
YOU. WE ASK FOR YOUR PROMPT -.

Para aststenma en espanol llame al numero de arriba. -
- Tax Id 381499986.
P]ace of Serwce WEST ALLIS MEMORiAL HOSPITAL

PAYMENT AT THIS TIME. ."MAKE_‘ CHECKS PAYABLE TO: S R .'j':'
-PO BOX 78012 . o
MILWAUKEE WI 53276-0012 o DCT 1 4 ZU
.. {886)-898-7139 -
e : - OFFICEQF -
IR CITY ATTORNEY
SEE HEVERSE SIDE FOR IMPOHTANT BILL[NG [NFORMAT!ON | ‘Page 1 of 1
Date ' Doctor ' Code T Descnptron ' ' "~ Amount
. 0B/19/2013 SARAH YARBROUGH, PA 9928425 - EMERGENCY DEPARTMENT VISIT 44300
06/19/2013 SARAH YARBROUGH PA

06/20/2013

" 2560054 TREATMENT OF CLOSED RADIAL FRA . 1085.00
- 0083000 DENIAL-NOT WORK COMP .

KELLY SMITH DO

YOU CAN ACCESS YOUR ACCOUNT TO MAKE A PAYMENT OR CHANGES VIA THE INTERNET ANYTIME!!!
Visit us at http:fiwww.peryourhealth.com and enter your account
number of 838-36042049 and password 9E3237

PLEASE DETACH-AND-

" 8380036049049
ERMED SC
P.0. BOX 808
GRAND RAPIDS Mi 49513-0808.

Return Service Requested

GOTSGJ..A*IEGXWQB].&DQ JOF0QH. 002825 DUéBZD .

MICHAEL BEST AND F
ATTN WORK COMP

100 E WISCONSIN AVE
MILWAUKEE WI 53202-4108
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RETURN THE BOTFOM RORTION WITH RAYMENT
- ACCQUNT NUMBCH A. . o - PATlENT NAME
838*0036049049 ‘ . MARY A KOCEJA
) STATEMENTD}\TE N '. o AMOUNT DUE J‘\MD.L?NTENCLOSED .
09102013 ~ $1,528.00. |
| o
To make credit card payments:

www.peryourhealth.com (see statement detail for account
number and password) or call (866)-898-7139 -

MAKE GHEGKS PAYABLE AND REMIT TO:

O 1B TUTA ) ST P E TR [ R S TR e L
ERMED SC

PO BOX 78012 .

MILWAUKEE WI 53278-0012



WE ACCEPT | visa ‘

Please see back of form -
GLENDALE ANESTH PROV .
4555 W SCHROEDER DR '
MILWAUXER, WI 53223 p
PHONE (414)365-3216 '

PLERSE ENTER THIS ACCOUNT
NUMBER ON YOUR CHECK AND
ALL CORRESPONDENCE

MARY KOCHEJA

ACCOUNT NO. GARZ24958
8741 W COLD SPRING RD ,
GREENFIELD WI 53228 STATEMENT DATE 08/12/13
INS: UNITED HEALTHCARE 2NE8o [$ T J
.EASE DETACH AND RETURN TQP PORTIbN WITH YOUR PAYMENT

SERVICE . - GGEDURE N SATIENT . | L |- - F: CHARGES/PAYMENT/ADJ.
ODE DATEE EEFE?EN?E PNAME 18 DESCRPHON o L PATIENT. | INSURANEE . .
3.5206/21/13 255@8 MARY SLDISlAL RADIAL FRACTURE OPEN TR 1160.00| R
TIME:12:58-11:57 UNITS: 8 .
@7/15/13 UHC INSURANCE CHECK ~41 4,00
@7/15/13 CONTRACTUAL WRITEORR ~-542,51
@7/15/13 5183.5@ BALANC IS COINSURANC .@0;
ol g W
So .9 M
>¥ﬁf:“ﬁcifﬁ
de = O
b fo T - < .
=R =~ L1
<_&;;_|§ﬁ;
JR ANESTHESIA SERVICES RENDERED DURING SURGERY. PLEASE SEND
{MENI'. THANK YOU. CALL (414) [345-3210¢ IF QUESTIONS.
CURRENT OVER 30 DAYS | OVER GG DAYS | OVER 90 DAYS | OVER 120 DAYS PATIENT
PLEASE PAY
102.50 .00 .00 .60 .00 THIS AMOUNT 1@3.5
ANALYSIS OF PATIENT NEW BALANCE aéE'FIEL{'SBF}&SA m%l\éﬁlgh%&%ﬁ
/12713 .00 GAP24958 %ﬁ%ﬁﬁgs

ATEMENT DATE PATIENT PAY Y.T.D. ACCOUNT NUMBER JOAN L STETZER MD SC




" HAND SURGERY LIMITED _
' PO BOX 88746 2
MILWAUKEE WI 53288-0746 3
% RETURN SERVICE REQUESTED
14163 0202

3701

MARY A KOCEJA
8741 W COLDSPRING RD
GREENFIELD, W1 53228-2853
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Please check box if address or Insuranca Information is incorrect, Indicate changes'
on the reverse side, then detach ard return this top portion with your payment,

| O

" DATE

OF SERVICE PATIENT

10813 | KOCEJA
LECENE

- 07/08/73 ROCEJA
".08/09/13

';_03109/13 SRR
"07/10/13 * | KOCEJA.
- 08/09M3. | ¢ 7

.. 08/09/13;7|

* Chargps pending insurknce.

I FATING DT MAD ESHVARL UH VISA, FILL WU | BELUW,

CHECK CARD USING FOR PAYMENT

O

T

MASTERCARD
CAAD NUWBER SIGNATURE CODE
SIGNATURE EXP.DATE
STATEMENT DATE PAY THIS AMOUNT ACCT, #
10/03/13 446.69 77988

PLEASE PUT ACCOUNT # ON YOUR CHEGK

AND REMIT 7O THE ADDRESS BELOW.
PAID HERE

SHOW AMOUNT $

210180A

HAND SURGERY LIMITED = ..

PO BOX 88746
MILWAUKEE, WI| 53288-0746
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SERVICE
PROVIDED BY

#

YOURBILL IS NOW PA:TDUE ) L . : L R

. ] T AMOUNT NOW DUE FROW PATIENT .« 12 L . INSURAMCE* TOTAL ACGOUNT -
CURRENT 30 DAYS OVER 90 DAYS TOTAL NOW DUE PENDING - .. BALANCE" .’
. NEXT PAGE

FOR BILLING QUESTIONS PLEASE CALL:

PATIENT-NAME:

: MESSAGE

Rier\fR2aHl

1097-HSLSTM-1862957-1521099657-F; 7805635-1-37; 33726450-2; 1



e— AKE CHECKS PAYABLE TO: tt—

.. HAND SURGERY LIMITED .
. ' POBOX 88746 B
MILWAUKEE WI 53288-0746 <

RETURN SERVICE REQUESTED

4163 0102+

a7z

MARY A KOCEJA
8741 W COLDSPRING RD
GREENFIELD, Wi 53228-28563
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D Pleasa check be if address or insurance Information is incerrect, [ndlcate changes
an the reverse slde then detach and return this top purtion with your payment,

| OF SERVICE

* Chargps pendjng insurpnée::*
YOUR $|LL ES NOW F’A 5T DUE.

IF PAYING BY MASTERCARD DR VISA,FILL QUT BELOW.

CHECK CARD USING FOR PAYMENT

PATIENT DESCRIPTION OF SERVICES

MASTERGARD VISA

CARD NUMBER SIGNATURE CODE
SIGNATURE . EXP.DATE

STATEMENT DATE PAY THIS AMOQUNT - ACCT. #

10/03/13 446.69 77988
PLEASE PUT AGGOUNT # ON YOUR CHECK SHOW AMOUNT
AND REMIT TO THE ADDRESS BELOW. . PAID HERE $
2101894
HAND SURGERY LIMITED

PO BOX 88746
MILWAUKEE, W 53288-0746

]ulll|||I||{1]||Il|u||l|||]||[|||l||[||||||Ii[|||||||l|lll|p"

SERVICE
PROVIDED BY
U

AMOUNT

" AMOUNT NOW DUE FROM PATIENT\
CURRENT 30 DAYS 60 DAYS

et

OVER 90 DAYS

msumuc:s- 21 ToTALACCAUNT

TOTALNOW DUE ?ENDING - , BALANCE
.00 446.69

_ PATIENT NAME: _FOR BILLING QUESTIONS PLEASE CALL;
MARY A KOCEJA (414) 453-7418

MESSAGE.

HREMRSBR  1097-HSLSTM-1862957-1521099657-P; 7895635-1-37; 33726450-2; 2



