ERCED
OLLEGE

3600 M Street, Merced CA 95348-2898
(209) 384-6000
www.mccd.edu

INSTRUCTIONS FOR FILING CLAIM AGAINST
MERCED COMMUNITY COLLEGE DISTRICT

Claims must be filed at the following location:

Vice President, Administrative Services
3600 M Street
Merced, CA 95348

You must file your claim form by mail or in person, within the time prescribed by
Government Code §911.2, which states: “A claim relating to a cause or action for
death, or for injury to person or to personal property or growing crops shall be
presented as provided in Article 2 (commencing with §915) of this chapter not later
than six (6) months after the accrual of the case of action. A claim relating to any
other cause of action shall be presented as provided in Article 2 (commencing with

§915) of this chapter not later than one (1) year after the accrual of the case of
action”.

Chris Vitelli, Ed.D.

Ernie Ochoa, Vice President Sue Chappell Kory Benson
Carmen Ramirez, Board President Mario Mendoza, Clerk Joe Gutierrez John Pedrozo




CLAIM FOR DAMAGES FORM

DIRECTIONS: Complete and send an original and one copy to:

(Insert District Name, Contact and Address)

Name of Claimant:

(Injured or damaged party) (Last) (First) (Middle)
(Date of Birth)* (Social Security No.)* (CA Drivers License No.)
Home Address:
(Number/Street) (City/State/Zip Code) (Area Code & Phone No.)

Business Address:

(Number/Street) (City/State/Zip Code) (Area Code & Phone No.)
Claimant receives or is eligible for SSDI or Medicare* Yes No
Directions: Indicate to which address you wish notices sent. Home Business

When Did Injury or Damage Occur?

(Month/Day/Y ear) (Day of Week) (Time of Day)

Where Did Injury or Damage Occur?

(School Site, Street Address, Intersecting Streets, or Other Locations)

How Did Injury or Damage Occur?

(Describe accident or occurrence in complete detail/attach additional pages if needed)

Names, Addresses, and Phone Numbers of Witnesses, Doctors, Hospitals or persons who may have information regarding Your Injury or

Damages:

Names of School Employees Involved:

Police Report Number:

What Action or Inaction of District Employee(s) Caused Your Injury or Damages?

What Injuries or Damages Did You Suffer?

State the amount of the claim if it is less than $10,000:

Include the estimated amount of any prospective injury, damage, or loss insofar as it may be known at the time the claim is presented and

list the basis for the computation of the amount claimed:

If the dollar amount of the claim is more than $10,000, no dollar amount will be stated but please indicate whether the claim is a limited
civil claim (total dollar amount less than $25,000): Limited Civil Case: Yes No

Directions: Sign and date this Form below. If the signer is not the Claimant, indicate the relationship of the signer to the Claimant (parent, attorney, etc.) and address.

(Signature) (Date) (Relationship if not Claimant and Address)

Directions: Attach and include, with this Form, any bills for medical treatment or expenses estimates for personal property damage.
*RESPONSES REQUIRED FOR FEDERAL MEDICARE SECONDARY PAYER REPORTING
Note: PRESENTATION OF A FALSE CLAIM IS A FELONY (Refer to CA Penal Code See 72)
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