e 3o a.Date of Incident:

Return Completed Claim Form to:
CLAIM AGAINST THE Clerk OF the Board
COUNTY OF SAN BENITO San Benito County Administration Bldg.
STATE OF CALIFORNIA 481 Fourth Strect

Hollister. CA 95023

Government Code Section 910 et. seq. requires the following information be received by the
Clerk of the Board within six (6) months from the date of accident or incident relating to death or
injury to persons or personal property.

In the matter of the Claim of )
)
)
Claimant )
)
against )
)
The County of San Benito, )
a political subdivision of )
the State of California )
)
Respondent )
)
1. a. Claimants Name:
b Claimants Address:
City State Zip
c. Claimants Telephone: Area Code Number

2. Address To Which Notices Are To Be Sent:

City State Zip




b. Location of Incident:

¢. How Did Incident Occur:

4. Describe Damage or Injury:

5. Name of Public Employee(s) Causing Injury Or Damage, If Known Or If Applicable:

6. Itemization Of Claim: $

TOTAL AMOUNT OF CLAIM $

7. Date:

8. Signature (By Or On Behalf Of Claimant);

forms/claims vs cosb



