TORTS PACKET

General Guidelines for Filing:

Two Year Rule: You have a time limit of 2 years from the date of the incident to submit
your claim to our office.

EBstimate of Repait/Replacement: This office vequires one written estimate of repair for
damaged personal property. If an item is not repairable, the estimate should so state and include
a written replacement cost. If an automobile is totaled, a salvageable cost is required.

Duty to Mitigate Damages: Claimants have a duty fo mitigate damages. Except when
expressly authotized by a claims attorney, antomobile Storage costs will not be veimbursed once
it Ias been determined that an automobile has been totaled.

Documents required to be filed with the Claim (If Applicable):

a2,

SF 95 Claim for Damage, Injury, or Death. Please complete both sides. Fach SF 95

is for a single claimant and must have a date, signature, and an exact amount in block 124.

b.

PR e oo

[

A copy of the vehicle registration.

A copy of the vehicle insurance caid or insurance policy (Declaration page only)

A copy of any insurance settlement and check (if applicable).

A written estimate of repair or replacement, See Note Above.

Rental car and tfowing receipts.

Photographs of the damaged arcas of the property.

Release of medical records and bllhng statemnents (if applicable), See directions on
reverse side. .

A copy of the police repott, milifary pohce repott, accident report, or any other
document supporting the basis of the claim (e.g,, DEH report, AAbbS incident report,

or hospital memorandum).

Fort Bragg Claims Office Hours of Operation:

Monday and Tuesday: 0900 - 1600hrs
Wednesday: 1300 - 1600hrs

Thursday: 0900 - 1500hts

Friday: 0900 - 1200hrs

Closed daily from 1200 - 1300 for lunch




Directions o

Please fill out and complete both sides ofthe included Standard Fonn (SF 95). All
claims include a signature, date, and the exact amount being claimed in block 12d. Ifthis
information is not provided, no claim will have been filed and the Statute ofLimitations will

continue to run.

Complete the included Damages Worksheet. Ifnone ofthe categories describe your
damage, add your description to the worksheet.

A "power ofattorney” is required if someone other than the owner/injured is filing the
claim. . :

For personal injury claims, no claim for personal injury may be processed without a
signed Release of Medical Records. Please read the enclosed information regarding the Health

Insurance Portability and Accountability Act (HIPPA). An attached worksheet is provided on -
which 1o list medical records.

[fan insurance company 1s filing a claim on behalf ofits insured, or a claim based on
subrogation rights, it must provide written authorization of subrogation rights. Also, written
authorization must be provided showing that the claims adjudicator or company representative
has authority to sign the SF 95 on behalfofthe company. If insurance company is collecting the
deductible for its insured, it must provide written authorization, signed by the insured, to collect the
sum total of the deductible. : .

For any questions, or further assistance, please call us at (910) 396-7505.

PLEASE NOTE

Filing a Claim is no glial‘antee ofPayment.

The average processing time for a tort claim is between two and four months after all necessary .
documenfs are submitted. Some claims take longer due to their complexity.

Payment usually take place six to eight weeks after a claim has been settled, but may take longer.



CLAIM FOR DAMAGE INSTRUCTIONS: Please read carefully the instruclions on the FORM APPROVED
’ raverse side and supply informalion tequesiad on both sides of this OMB NO. 1105-0008
INJURY, OR DEATH form. Use additlonal shesl(s) If necessaty, See reverse side for

additional insiruciions.

2, Name, address of claimani, and claimant's personal representative if any.

1. Submi io Appropriate Federal Agehcy:
{See Instruclions on reverse), Numbar, Sireet, Cily, State and Zip code.

Office of the Staff Judge Advocate
ATTN: AFZA-JA-B (Tort Claims)
4-2175 Reilly Road, Stop A

Fort Bragg, NC 28310-5000 SSN: Rank:

3. TYPE OF EMPLOYMENT 4. DATE OF BIRTH §. MARITAL STATUS 6. DATE AND DAY OF ACCIDENT 7. TIME {A.M. OR P.M.)

[ mwtary [ ] cvitian

8, BASIS OF GLAIM (Slate in detail the known facts and circumstances atiending the damage, injury, or death, identifying persens and property invalved, the place of oceurrence and
the cause theraof, Use addilional pages if necessary).

Email Address:

g, FROPERTY DAMAGE
NAMEAND ADBRESS OF OWNER, IF OTHER THAN CLAIMANT (Number, Street, Clty, State, and ZIp Cude).

BRIEFLY DESCRIBE THE PROPERTY, NATURE AND EXTENT OF THE DAMAGE AND THE LOCATION OF WHERE THE PROPERTY MAY BE INSPECTED.
‘HSes instructions on reverse side}

(List year, make and model of vehicle along with a brief description of the damages).
10, PERSONAL INJURY/WRONGFUL DEATH

STATE THE NATURE AND EXTENT OF EACH INJURY OR GAUSE OF DEATH, WHICH FORMS THE BASIS OF THE CLAIM, IF OTHER THAN CLAIMANT, STATE THE NAME
OF THE INJURED PERSON OR DECEDENT.

{(if no personal injury, list "N/A" for hot applicable - DO NOT LEAVE BLANK).

11, WITNESSES

NAME ADDRESS (Number, Styest, City, State, and Zip Code) . .
12. {See inslructions on reverse). AMOUNT OF GLAIM (In dellars}
12a, PROPERTY DAMAGE 12b, PERSONAL INJURY 12¢. WRONGFUL DEATH 12d, TOTAL (Failere to specify may cause

forfellure of your Aghts),

{ GERTIFY THAT THE AMOUNT OF GLAIM COVERS ONLY DAMAGES AND INJURIES CAUSED BY THE INGIDENT ABOVE AND AGREE TO ACCEPT SAID AMOUNT IN
FULL SATISFACTION AND FINAL SETTLEMENT OF THIS CLAIM.

13a. SIGNATURE OF CLAIMANT (See instrustions on reverse side). 13b, PHONE NUMBER OF PERSON SIGNING FORM |14. DATE OF SIGNATURE
{Ordginal Ink) (H): (Wy:
GIVIL PENALTY FOR PRESENTING CRIMINAL PENALTY FOR PRESENTING FRAUDULENT
FRAUDULENT CLAIM CLAIM OR MAKING FALSE STATEMENTS
The ciaimant is llable ta the tnited Slates Government for a eivil penally of not less than Fine, Imprisonment, or both, {Ses 18 U.S.C. 287, 1001.)
$5,000 and not more ihan $10,000, plus 3 times the amount of damages sustained
by ihe Government, {See 31 U.8.C. 3729).

STANDARD FORM 95 (REV. 2/2007)
PRESCRIBED BY DEPT. OF JUSTICE
28 CFR 14.2

Authorized for Local Repraduction NSN 7540-00-834-4046
Previous Edilion is not Usable

95-109




INSURANGCE COVERAGE

in order that subrogation claims may be adjudicated, it is essential that the claimant provide the felfowing Informailon regarding the Insurance coverage of the vehicle or property.

18. Do you carry accident Insurance? D Yes Ifyos, give name and addrass of Insurance company (Number, Slreet, Cily; State, and Zip Code) and palicy number. D No

16, Have you filed & clalm with your insurance casrfer in {hls Inslance, and i so, Ts il full coverage or deductible?

17. If deductible, state amount.

[:] Yos D No

18, If a clalm has been filed with your carrier, what actlon has your Insurer taken or propused to take with reference to your claim? ([t is necessary that you ascertain these facts).

18, Do you carry public liability and propedy damage insurance? D Yes  Ifves, give name and address of insurance carrier (Number, Street, Glty, State, and Zip Code). [] No

INBTRUCTIONS

Claims presented under the Federal Tort Claims Act should be submitted directly to the “appropriate Federal agency” whose
employee(s) was involved in the incident. If the incident involves more than one claimant, each claimant should subinit a separate

claim form.

Vg

Complete all items ~ insert the word NONE where applicabile.

A CLAIM SHALL P& DEEMED TO HAVE BEEN PRESENTED WHEN A FEDERAL
AGENCY RECEIVES FROM A CLAIMANT, HIS DULY AUTHORIZED AGENT, OR LEGAL
REPRESENTATIVE, AN EXECUTED STANDARD FORM 95 OR OTHER WRITTEN
NOTIFICATION OF AN INGIDENT, ACCOMPANIED BY A CLAIM FOR MONEY

Failtira to completely execute this form or to supply the requestad material within
two years from the date the claim accrusd may render your claim invalld, A claim
Is deemed preeented when [t is received by the appropriate agency, nof when It s
mailed, .

If inslrectlon is needed in completing this form, the agency listed in lem #1 on the reverse
side may be contacted. Complete regulations periaining lo clalms asserted under the
Fadarat Tort Claims Act can be found in Title 28, Code of Federal Regulafions, Part 14.
Many agenoles have published supplemanting regulations. If mers than one agency is
involved, pleass state each agency.

The elajm may be filled by a duly authorized agent or other legal represeniative, proviied
evidence salisfactory fo the Government Is submitted with the claim establishing express
authority fo act for lhe clalmant. A clalm presented by an agent or legal representative
must be presented in the name of the claimani, If the ciaim is signed by the ageat ar
legal representative, It must show the title or [egal capacity of the person signing and be
accompanied by evidence of histher authority to present 4 claim on behaif of the claimant
as agent, executor, administralor, parent, guardian or other representafive.

It clafmant intends to file for both personal injury and praperly damage, the amount for
each must be shown in item number 12 of this form.

DAMAGES IN A SUM CERTAIN FOR INJURY TO OR LOSS OF PROPERTY, PERSONAL
INJURY, OR DEATH ALLEGED TO HAVE OCCURRED BY REASON OF THE INGIDENT,
THE CLAIM MUST BE PRESENTED TO THE APPROPRIATE FEDERAL AGENCY WITHIN
TWO YEARS AFTER THE CLAIM ACCRUES,

The amount claimed should be substaniiated by compsfent evidence as followa;

{a} In support of the tlalm for personal infury of death, lhe claimant should submit a
written report by The attending physician, showing the nalure and extent of the injury, the .
nature and extent of treatment, the degree of permanant disabifify, If any, the progncsis,
and the perled of hospitalization, or incagacitation, attaching itemized bills for medical,
hospital, or burial expenses aciually incurred.

(b) In support of claims for damage to praperty, which has baen or can be economically
repaired, the clalmani should submit at feast fwo temized signed statements or esiimates
by reliable, disinterested concerns, or, If payment has been made, the llemized signed
receipts ovidencing payinent,

{c) 1n support of claims for damege to property which {s not oconomically repairable, of If
the property is lost or destroyed, the claimant should submit statements as to the orfginal
cost of the property, the date of purchase, and the value of the property, both before and
after the accident. Such statemenits should be by disinterested competent psreons,
preferably reptitable dealers of officials famlllar with the type of property damaged, or by

two or more compeditive bidders, and should he qertifled as being Just and correct,

{d) Failure to spzeify a sum certain will render your claim invafid and may resutin
forfeiture of your rights.

PRIVAGY ACT NOTICE

This Nolice |s provided in atcordance witi: lhe Privacy Act, 5 U.5.G. 852a(e}{(3), and
concerns the Infermation requested In the leller 1o which this Nofice {s attached.
A. Aulhorty: The requesied information Is sollelted pursuani to one or mare of the
followlng: 5 U.8.C. 301, 28 U.5.C. 501 ot gaq., 28 U.S.C, 2671 et seq., 28 G.F.R.
Part 14,

B. Prineipal Purpose: The Information requested Is to be used In evaluating claims.
C. Rouling Use: See the Nofices of Systems of Records for the agency to whom you are
. submitling this form for this information,
D. Effect of Failurs fo Respond: Disdiosure is voluntary. However, failure to suppiy the
requested faformation or to execute the form roay render your claim "invalid.”

PAPERWORK REDUGTION AGT NOTICE

This notice is solely for the purpose of the Paperwork Reduction Act, 44 U.5.G. 3501, Publlc reporting burden for {his coliection of information Is estimated to averags 6 hours per

response, ncluding the time for reviewing instructions, searching existing dala sourcas, ga

tharing and maintaining the data needed, and complaling and reviewing the callection of

information. Sand corrments regarding this burden estimate or any other aspact of this collection of Information, Including suggestions for reducing this burden, 1o the Directer, Torls
Branch, Alenlion: Papemvork Reduction Staf, Givit Division, U.5. Department of Justise, Washinglon, GG 20530 or ta the Office of Management and Budget. Do not mail completed

farm(s) to these addresses,

STANDARD FORM 95 REV. {2/2007) BACK




DAMAGE WORKSHEET

*¥Pleage eomplete this form in conjunction with the SFO5 and aitach to the same. **

navE:

1) Vehicle Damages.
2) Towing .
3) Rental

4) Estimate Fees

PROPERTY

, Total

1) Medical Care

2) Medics.itien

3} Chﬁropracﬁc--Cam
4) Pain and Suffering

5) Loss of Wages__

PERSONAL INJURY

Total

WRONGFUL DEATH

- Tolal

Ciaimént Signature

Total Amormt Claimed

12(a}




Health Foformation Privacy and Procedures

‘Effective April 14, 2004

1. This notice describes how medical information about you may be used and disclosed
and is provided as a requirement of the Health Insnrance Portability and Accoun tability
Act (HIPPA). It describes how we may use or disclose your protected health information,
withwhom that information may be shared, and the safeguards we have in place.to
protect it. You have the right to approve or refuse the release of protected healthy
information, except when the release is required or authorized by law or regulation.

" 2. Yon are asked to provide a signed aolmowledgement of this notice and consent to
. release your protected health information. - Our intent is to make you aware of the
possible uses and disclosures of your protected health information and youar pnvacy
rights. The processing of your administrative claim against the United States is
-conditioned upon your agreement to disclose your protected health information. If you
decline to provide a signed agrecment, we may be unable to proceed thh the
"investigation and evaluation of your claim.

3. General Rule: No Use or Disclosure. The United States Army claims offices must

- not use or disclose protected health mformatmn (PHI), except as these Privacy Policies &
Procedures pern:ut or require.

4, Acknowledgements and Optional Consent: The United States Atmy claimas offices
will make a good faith effort to obtain a written acknowledgement of receipt of our
Notice of Privacy Practices from a medical consultant or other business associates before
we use or disclose your protested health information for the purposes of investi gating and
.evaluating your claim against the United States,

5. Autherization Revocation: You may revoke an authorization at any time by written
notice to the claim office where you filed your claim. ‘However, such revocation. may
cause the United States Army not be able to complete its investigation and evakuation of
your claim against the United States, and may result in a denial of your claim. Our ofﬁccs
will not rely on an Authorization we know has been revokf:d

6. Authorization from another Agency or Entity: According fo the Federa1 HIPPA
Law, U.S. Ammy claims offices will use or disclose PHI as permitted by law to other
agencies, entities or professional financial or medical consulfants, For example, toa

- medjcal consltant for review of your medical care, to a medical physician shoculd you be
required {o undergo an independent medical examination, to-a financial consul-tant,
structured seftlement broker, trastee or trust administrator, or other professional
consultant/associate for the evaluation of your claim or the administration of the terms of -
your settlement, resulting from your claim against the United States,




7, Verification of Identity: U.S. Army claims offices will always verify the identity of
the person, unknown to us, who request PHI before we will disclose the PHI to that
PErson. :

8. Required Disclosures: U.S. Army claims offices may use or disclose PHI, provided
procedures specified in the Privacy Rules are followed, to the following, if requiresd by
law or during the course of the investigation and evaluation of your claim:

(1) To health oversight agencies;
(2) In response to subpoenas and other lawful judicial processes;
(3) To law enforcement agenmes

(4) To officials within the Department of Army of Defense; and
(5) As required by law.

9. Required Disclosures: U. S: Armnyclaims offices will disclose protected infoxmation

(PHI) to you and your attorney, if appropriate, (to the extent you have a right to access of

the PHI); and 1o the U.8. Department of Health and Human Services (HIIS) on reqﬂest
for complaint investigation or compliance review, :

- 10.. Minimum Necessaryi U.S. Army Claims offices will make reasonable cffoxts to
* disclose, or request of another covered entity, only the minimum necessary protected -
healih information (PHI) to accomplish the intended purpose.

11. Business Associates: U.S, Army Claims offices will obtain satisfactory asstarances
in the form of a written contract that our consultants and associates will appropriately
safeguard and limit thefr use and disclosure of the protected health information (PHI} we
disclose fo.them. The contracts utilized contain the terrns that federal law requiress to be

. inctuded in each contract.

'12. Research., We may disclose your protected health information to U.S. Army
researchers by law, for example, the United States Army consultation Care Review Brach
of the Office of the Surgeon General or the Armed Forces Institute of Pathology, for '
review of your protected health mfounatlon (PHD).

13. Right to an Accounting of Disclosures. You may request that we provide jdu with
an accounting of the disclosures we have made of your protected health information for
the purposes other than those described in this notice of Privacy Prac’uces The

disclosure must have been made after April 14, 2003, and no more than € years’ ﬁom the
date of request.

14, Federsl Privacy Laws: This Notice of Privacy Practices is provided o yo1z asa
requirement of the Health Insurance Portability and Accounting Act (HIPPA). Lhere are -
several other privacy laws that also apply including the Freedom of Information Act, the




Privacy and the Alcohol, Drug Abuse, and-Mental Health Administration Reorganization
Act. ’ .

© 15. Complaints: If you believe these privacy rights f1ave been violated, you may file &
written compliant with the U'S. Army Claims office where you filed your claim, or the
Department of Health and Human Services. No retaliation will ocenr against you for
filing a complaint. :




Release of Medical Records

Pursuant to the Fealth Tnsurance Portability and Accountability Act (HIPAA), the health care
providers and/or medical facilities listed on the attached sheet are hereby anthorized to release to
the United States Department of the Army, and its claims representatives, all medical and dental
records, including but not limited fo in-patient records; out-patient records, office notes, history
and physical examination notes, consultation notes, adrmssmn and discharge summaries, order

- and progressnotes, laboratory esults, nurses notes, emergency Toom records; operativesrecords,
and radiology films and study results (including x-ray, CT, MRL, and PET studies), medical bills,
health insurance, Medicaid, and Medicare records, concerning any medical treatment that (Name
of Patient : __) has received from the health care providers or
médical facilities listed above, as well as all such records kept in the regular course of business
and are contained in his/her medical records file. 1 further authorize release of all records
regarding mental health, psychdatric (other than psychotherapy notes which must bé reguested
separately), chenncal dependency, or H]V

I further understand that any medical records and mfarmahon prov1ded to the United States

' Department of the Army, and its claims representatwes may be copwd and shared with medical
reviewers and consultants for purposes of evaluating a personal injury or wrongful death
administrative ¢laim fof compensation submitted to that agency. Ianthorize the United States
Degpartment of the Army, and its claims fepresentatives, to release medical records and
information to medical reviewers and consultants for said purpose. I understand that-any
disclosure of information to medical reviewers and consultants carries the potential for an

nnanthorized re-disclosure and the information may not be protected by federal confidentiality
rules. ' ‘

. Attached is an explanation of HIPPA whxch as evidence by my signature below indicates that I
have read the attached explanation of my prrvacy rights under HIPPA.

A photostatic copy of this document shall be as valid as the original, Iunderstand that [ have
the'right to revoke this authorization by providing a signed, written notice of revocation to the
- health care prowders and facilitiés Histed above. Unless rescinded in writing, this authorization
will remain in effect until such time that a final resolution of my adminisirative claim for
compensation has been determined by the United States,

Printed Name of Patient ' Social Security Number
Signature of Patient Patient’s Date of Birth
(If Signed by a Legal Represeatative, List Relationship

- fo Patient)

Date Signed

[CE01397.1 Y




Provided Medical Rgcords of

Claim Number

1. Military Records:

Dates of Treatment Name of Military Treatment Faeility

2. Radiology films (MRI/CT Scans, slides or electronic images):

‘Dates of Treatment - -~ Name of Military Treatment Facility

3. Civilian Records:

Dates of Treatment Civilian Records

4. Radiology films (MRI/CT Scans, slides or electronicimages):

Date of Treatment

Name of Treatment Facility

JCS012:07.5




