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PROPERTY DAMAGE CLAIMANT STATEMENT
CLAIMS REPRESENTATIVE / RISk MANAGER

ERIE COUNTY WATER AUTHORITY
295 MAIN STREET — Room 350
BUFFALO, NEW YORK 14203-2494
(716) 849-8484 — TELEPHONE
(716) 849-8463 - FAX

Property Damage Claim Checklist, (the following items must be included for your claim to be processed):
[0 1- Insurance declaration page (If at fault, the Erie County Water Authority or our insurance company
will reimburse for uncovered items such as your deductible)

[0 2 - Two written estimates
] 3 - Evidence of any other amounts you are claiming

Please Print

Claimant Name \ O AL )E W) J AT Social Security #
' Address Zip Code / “ <O
o Home Phone # Work Phone # 2 /A’

! Accident / Damage Location Q—DJZM/]/B_ P %e ¥ /V[’f‘j e i o

Date of Incident 0 Time of Incident @m. lpm.-2/-
1/18./ 19 g
{ Police Contacted? Yes @9 Police Report Taken? Y@
! If NO, why?

| If this is not your property, give the name and address of the owner:

‘[ Name ﬁé’a) ﬂ" 2

Address Zip Code

Home Phone # Work Phone #

Repair Estimates $ $

Witness(es), if available

Name ) / . /}/ Name

73
wsress Ny oma AN g o agf—| Address

f 7
Phone {5 %Q,/{) /W _e__ | Phone




2019-061 - Ritz, Joanne

Claimant’s Statement (please be specific):
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, being duly sworn, deposes and says s/he is the Claimant in this action; that s/he has read
the foregoing Notice of Intention to File a Claim and knows the contents thereof; that the same is true to the
knowledge of deponent, except as to the matters therein stated to be alleged upon information and belief, and as to
those matters s/he believe it to be true.
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CYNTHIA A. PARADOWSKI

’%‘a@“@% NOTARY PUBLIC, STATE OF NEW YORK
. QUALIFIED IN NIAGARA COUNTY
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URGENT CARE

1751 Sheridan Dr
Tonawanda, NY 14223-1211
Phone: 716-541-0234

Fax: 315-317-1977

Visit Date: 07/23/2019
T
Patient Name: Joanne Ritz J C\J P Lpd e C/

Patienit Date of Birth:

You were seen today by: Michael Brynildsen, PA

Diagnosis:
Contusion of right knee, initial encounter (924.11, S80.01xA)
e '—ﬁ\

abrasion right knee with infection (919.0, TM'S)@

Discharge Instructions: ABRASION|124151
Follow up with your Primary Care Doctor in 6-7 days
Return to clinic if signs or symptoms persist or worsen.
If your condition worsens we recommend that you receive another evaluation at the emergency room
immediately or contact your primary medical clinic to discuss your concerns.
You must understand that you've received an Urgent Care treatment only and that you may be released
before all of your medical problems are known or treated. You, the patient, will arrange for follow up
care as instructed.
Discharge disposition: Patient discharged to home or self care (routine discharge). Recorded on
07/23/2019 4:11 PM by mbrynildsen.ny(024
Prescribed cephalexin 500 mg capsule: Take 1 capsule (oral) 3 times per day for 7 days; Total Qty: 21
(Twenty One) capsule; No refills; Allow substitutions; Earliest Fill Date; 07/23/19

* Prescription sent by e-prescribing to CVS/pharmacy #0598, 1717 SHERIDAN DRIVE,
TONAWANDA, NY 14223 Phone (716) 875-4131 on 07/23/2019 16:11:43 by mbrynildsen.ny024




g Primary Care o
Western New York, L.L.P.

FAMILY PRACTICE

Kenmore
2780 Delaware Avenue, Suite 201
Kenmore, NY 14217-2740

PH# 716-839-8000 Fax: (716)-839-8009
WWW.primarycarewny.com

Clinical Visit oday's Visit
Have you signed up for the Patient Portal?

- Request an appointment

- Obtain Results

- Request Prescription Refills

- Update address/phone numbers/insurance/pharmacy information
- Ask general non-urgent questions

Call the office to activate your account and make your requests easier!!

08/05/2019 Visit with MADELYN GEIL, PA-C

Joanne Ritz
DOB: Sex: F Race: _
Ethnwnt’)Er‘N_gt_m@antc{La_ti_rlq Preferred Language: English

eason For Visit B OLM/ 5 @ﬂfa) 'g-(:—!)@o@

Patient presents for possible oral thrush ,)

Today's Diagnosis
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Body mass index (BMI) 1, adult (ze8.22)
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