To file a claim against the City a claimant must
| comply with Section 893.80(1),Wis. Stats., a copy
| of which is printed on the reverse side of this
| instruction sheet. Generally the statue requires the
| claimant to submit to the City Clerk:
O
| I. A document stating the circumstances of the
’ claim which must be signed by the claimant, or
his/her agent or attorney. This document
should be filed W;thm 120 days of the event.
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A document statmg thc address of the claimant
and a statement of the relief sought. If money

damages are sought, a spec;ﬁc sum must be
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The following information should also be submitted
to allow the City to promptly act on your claim:

1. Proof of the amount of the claim by means of
either itemized receipts or two itemized

: estimates.

1 2. A phone number where the claimant can be ’“l’; “
reached d‘unng business hours.
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| 3. As detaffi%&a description of the incident as /-

possible, mcluding the date, time and place
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OFFICE OF THE CITY CLERK
Milwaukee Wisconsin

iﬁsﬁﬂ@rmm FOR FILING A CLAIM
"AGAINST THE CITY OF MILWAUKEE

o

E

|

|

!

H

%
ADDITIONAL INFORMATION E
Before you can file a lawsuit against the City of l
Milwaukee for reimbursement, State law requires ,
that you first follow the claim procedures '
established by the City Clerk. l
Filing a claim against the City does not auto-
matically guarantee reimbursement from the City.
However, the City examines each claim on an
individual basis in determining if reimbursement is
legally required.
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In order to obtain reimbursement for a claim against E
the City, you must prove that the City or its i
' empioyees acted unlawfully. or negligently. {

%

|

~ Only the City Attorney or the Commeon Council and
the Mayor can authorize payment of a claim against
the City. Any other representations made by City
empioyees are not Iegally binding on the City.
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ASF \I)]SU\} MEDICAL

PHACN O N L A st SHUARE

PATIENT: COLLA, ANTONETTE A DATE OF EXAM: 03/30/07
DOB: 12/04/1928 REFERRING PHYSICIAN: .Latha Raja Shankar, M.D,

EXAM: LEFT ELBOW

Heimut Ammon, MO |

!- HISTORY: Trauma.

Kathicon A, Baugrud, MO

loha R, Belr D
Bones are demineralized. There is joint effusion. There is a complete avulsed fracture mvo!vmg
what appears to be the capitellum. This is displaced anteriorly and superiorly. The remaining
humeroulnar articulation and radial articulation appear intact.

Gheli 3. Duren, MD

Kavin ). DiNapoli, MD

Vincents J. Sindrans, MD

Patne 1. Dok Mo | CONCLUSION: Complete dislocated fracture of the capitellum as described above. Bones

j demineralized. Joint effusion.
Crristopher |, Dirmyra, M7 |

Fizre C. Dby, MD

Mitchai M Jacabaon MO . s
‘ Charles Locher, M.D, . . )
[} P y P, S
Davif Kien, WD i Radl(}iogist ' K . __,f‘,,\_/w}"-—" J,fM/L’CZ:i:‘MA"
Uneiw, Ko, M0 ! ) /,{‘/i/& :
Santong B Maika, M8 CL/km/km
2D 04/03/2007 08:14:12 \
Fetnck Rogan, MO ' DT 04/03/2007 09:13:55 ey
oG swamsvo | R: 04/03/2007 09:13:55 { aeetd™
Chad Stopks, M 22889832 / < }‘Vw hd & P{_/
tepha, MD I ,{:}/’{f E é.., b _/{.A P C
! s 7&/‘%
fames ¥ Volbarding, MD | cor Y

wa*““‘"‘ A '
DL ({ P G e W e ,;ﬁg 9
Az 32/—“3»« > ESE s A
DOB: 32049 K/k /Lk o ”IIV e /{'" : j"(m%
JAY e

,ﬁ../i/
P W
/év G vy ) f‘MJ’L"

? 2‘ t}»f /é/‘ﬁ- e e '\2/%‘1%“&%\;}
Skt A

/ S

fc_;i/f&, 20
B tnegof A oy 816012

il
7 "'&_{nf B Dg//#.«,\w 4,-—14 ,/4"/

A igy kaiz /Lﬁ/tﬂﬂ,‘h%ﬁ -
e e he cw{{w R 7L

Y

'/j& i to ;,(f e M%w Lo
™ ;}\.\v Dy /‘;/-”g,»(""z:' Chr /\\/,iw( PN o B e h 5 ‘
. - j 1 A, (;} (é '//‘/v /f/ < Az
/?;«? e N o an A Lt A
£k AT . ’\ ﬁ ,{m_& S z T Wi

788 Narth JeHarson Street 1 Swite 300 | Milveaukes, Wi 53262 | P 4142728880 | Fl‘l‘ 2726858 | madisonmedicalatilistes.com .

AR
;Zj\,kw“?r ﬁ?w“ﬂimf& et mim;w_%%

- i FTTT



HealthcareRecoverics

CLAIM INFORMATION REPORT
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MADISON MEDICAL

PYOWNIONN, CAFEEE DRy Motand

PATIENT: COLLA, ANTOINETTE A DATE OF EXAM: 03/30/07
DOB: 12/04/1928 REFERRING PHYSICIAN: Latha Raja Shankar, M.D.

EXAM: LEFT ELROW

HISTORY: Trauma.

Bones are demineralized. There is joint effusion. There is a complete avulsed fracture involving
what appears to be the capitellum, This is displaced anteriorly and superiorly. The remaining
humeroulnar articulation and radial articulation appear intact.

CONCLUSION: Complete dislocated fracture of the capitellum as described above., Bones
demineralized. Joint effusion.

Charles Locher, M.D,
Radiovlogist
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MADISON MEDICAL

PHOAUNTUR N, CABIIE 3R HOQUARY

DATE OF EXAM: 03/30/07
REFERRING PHYSICIAN: Latha Raja Shankar, M.D,

PATIENT: COLLA, ANTOINETTE A
DOB:; 12/04/1928

EXAM: LEFTELBOW

HISTORY: Trauma.

Bones are demineralized. There is joint effusion. There is a complete avulsed fracture involving
what appears to be the capitellum. This is displaced anteriorly and superiorly. The remaining
humerounar articulation and radial articulation appear intact.

CONCLUSION: Complete dislocated fracture of the capitellum as described above. Bones
demineralized. Joint effusion.

Charles Locher, M.D,
Radiclogist
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Patricia 1. Dothun, MD
Chvistagher J. Drayra, MO
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MADISON MEDICAL

EXCRUNTONE N, CR e As w4l

PATIENT: COLLA, ANTOINETTE A DATE OF EXAM: 03/30/07
DOB: 12/04/1928 REFERRING PHYSICIAN: Latha Raja Shankar, M.D,

EXAM: LEFTELBOW

HISTORY: Trauma,

Bones are demineralized. There is joint effusion. There is a complete avulsed fracture involving
what appears to be the capitellum. This is displaced anteriorly and superiorly. The remaining
humeroulnar articulation and radial articulation appear intact,

CONCLUSION: Complete dislocated fracture of the capitellum as described above. Bones
demineralized. Joint effusion,

Charles Locher, M.D,
Radiologist
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CLAIM INFORMATION REPORT o )
PATIENT'S NAME‘QW{’MM A C U o HOME PHGNE#HHQ - 21)3\ {@qgé‘j
ADDRESS if}Q\“[ Cast ¢ Q{;&\iﬁ; Ltcg;v ( um[% st Wi zr §332.00
EVENT# c%%’] <l = BiRTH ATE F % SEX M{F YPLEASE CIRCLE ONE)

WHAT WAS PATIENT'S TREATMENT FOR?

WAS YOUR TREATMENT DUE TO: (PLEASE CHECK ONE BELOW) STILL BEING TREATED?IY YES LINO

[ ILLNESS/CONDITION PLEASE DESCRIBE R\ By A

] INJURY AT HOME PLEASE DESCRIBE wkew \ert AT

L] MOTOR VEHICLE COMPLETE SECTION | & il A G -

] WORK RELATED INJURY/CONDITION COMPLETE SECTION | & 11l (‘3%— (7‘“"&“"’@ sezé‘»f*@ Ucces T 1
JURY AT OTHER LOCATION COMPLETE SECTION | & IV

ACCIDENT LQCATION ‘“‘i’U 5y J’W&” “»9‘”’\ DATE OF [NJURY OR CONSET 3 l 0|0 &]

ADDRESS »a G cITy g vgziuiw Lee . COUNTY (i [temeikeeST (JL [:0C

WAS POLICE REPORT MADE? (] YES %o NAME OF PC}LiCE DEPT Pk

ACCIDENT DETAILS Cﬁuﬂwﬁ’\% G - {ﬂig C@ '?%_Q 25& P m@ " M{J{

CONTINUE WiTH DETAILS ON REVERSE SIDE OR ATTACH ADDITIONAL SHEET IF NECESSARY. \{_,q 5%_1& - p hﬁ \*“k i"“’" %”g .

YOUR AUTO INS CO f POLICY IN THE NAME OF POLICY# ™

ADDRESS f\i A ' CITY ST ZIP PHONE#{ )

DID YOU FILE A CLAIM WATH YOUR INS CO? [JYES [INO  cLAIM# ADJ NAME

NAME OF OTHER DRIVER

ADDRESS /L/ . ﬂs ( ciTY ' 8T e : PHONE# ( }

OWNER OF VEHICLE

ADDRESS CITY ST zip PHONE#( )
THEIR AUTC INS CO POLICY IN THE NAME OF POLICY#
DID YOU FILE A CLAIM WITH THEIR INS CO? [ 1YES [[INO  CLAME# ADJ NAME
EMPLOYER'S NAME fb}" A . OCCUPATION

ADDRESS cItY 8T zZip PHONE#( )
DID YOU FILE A WORK COMP cLaim? L 1ves [ING EMPLOYER CONTACT

WORK COMP INS CO ADJ NAME CLAIM#
ADDRESS CITY ST ZIP PHONE#{ )
NAME OF PROPERTY OWNER L-Q/

ADDRESS C ;(?S ‘%f ﬁ,( { U/cm ST zip PHONE#{ )
OWNER'S INS CO . POLICY IN THE NAME OF POLICY#
DID YOU FILE ACLAM? I YES [INO  cLAIME ADJ NAME

COMPLETE IF ATTORNEY IS HANDLING THIS CLAIM

ATTORNEY m O ADDRESS

CITY ST zZIp PHONE#( )

! hereby certify that | have carefully read the confents of the above report and that the information therein is true and accurate.

Y gt b Lilly /Q% It

Patient's Signature for Legai Guayrdian = Date /
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CLAIM INFORMATION REPORT

PATIENT'S NAMEAW{*@{U\Q A CeU HOME PHONE#&"HL‘[ AN, - (p'?ﬁfo

ADDRESS \DQJ‘( Cast 45a; “”“ cmf Wy,
EVENT# %qu LQ%QS’” BIRTH ATE f(::‘ ( Sﬂu@f;seﬁiw ousZ:P 539\0&

WHAT WAS PATIENT'S TREATMENT FOR? _

WAS YOUR TREATMENT DUE TO: (PLEASE CHECK ONE BELOW) STILL BEIN TREATED? ﬁes Cno

[ ILLNESS/CONDITION PLEASE DESCRIBE M54 iR

L} INJURY AT HOME PLEASE DESCREBE .I%‘f ( A=

[ MOTOR VEHICLE i COMPLETE SECTION' & i %w_w

L] WORK RELATED INJURY/CONDITION ' COMPLETE SECTION r&m t‘;# waku‘d V\ﬂ"fsttccese‘;
JURY AT OTHER LOCATION ' COMPLETE SECTION | & IV

oREes iﬁ TION mxsm g LS DATE OF INJURY OR ONSET 2 [ 20 {D A
ADDRESS @ ani kg . COUNTY l,u.tu(héT 160
WAS POLICE REPORT MADE? E]YES & | NAME OF POLICE DEPTW Wi | il
ACCIDENT DETALS (Yo,

o daea Mo, Ol Jopped o frnce e
CONTINUE WATH DETAILS ON REVERSE SIDE OR ATTACH ADO!TIQNAL SHEET IF NECESSARY. ' L{ ‘l—os

YOUR AUTO | : WA ~ P‘w ‘H\L.e\q
UTO iNS CO M A’ . POLICY IN THE NAME OF | POLICY# ™ —

ADDRESS SCITY o LsTo e PHONE#(

DID YOUFILE A CLAIM WITH YOUR ms_co*?it] YES E:I N() CLAiM# T ADJ NAME

NAME OF OTHER DRIVER .+ .. RS R e g

ADDRESS Mo j:.n"v..-r: e PHONE#( )

OWNER OF VEHICLE . . : e _ .

ADDRESS e oY zp PHONE#(
© THEIR AUTO INS CO SREEL F’oucv aN'THE_NAME 'OF o POLICY#

DID YOU FILE A CLAIM WITH THEiR INS CO7 113 YES CING " CLAME ADJ NAME

EMPLOYER'S NAME A1 A : occuswnob; o

ADDRESS et e PHONE#( )

DID YOU FILE A WORK COMP CLA;M?EBYES {23 NO | EMPLOYER CONTACT

WORK COMP INS CO RN ._;;_ ADJ NAME CLAIM#

ADDRESS RO _3- o CITY ST ZP PHONE#( )

NAME OF PROPERTYO ER : ' B .

ADDRESS X a)( : 8T .. zZiP PHONE#({ )

OWNER'S INS co " POLICY IN THE NAME OF POLICY#

DID YOU FILE A cLAM? CIYES [INO  CLAIME : ADJ NAME

COMPLETE IF ATTORNEY IS HANDLING THIS CLAIM

ATTORNEY n O ' ADDRESS

cITY ST zp PHONE#({ )

P hereby certify that | have carefully read the contents of the above report and that the information therein is trye and accurate.

X Ol tolly. J29)0)

Patient’s Signature (or Legat Guardian) Date
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