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Please before completing and presenting your
Standard Tort Claim. 

A New Law that Impacts Presenting a Standard Tort Claim Form 

 requires citizens to present the Standard Tort Claim form with the government agency
named in their claim. The law also requires State and local government agencies to post on its website 
the Standard Tort Claim form with instructions. In compliance with these requirements and for the 
convenience of citizens, the State Office of Financial Management (OFM) developed a Standard Tort 
Claim Form Packet. 

Documents Contained in the Standard Tort Claim Form Packet 

1. Instructions for completing the Standard Tort Claim Form
2. Standard Tort Claim Form
3. Medical Authorization
4. Vehicle Collision Form only for tort claims involving vehicle accidents/collisions

Claimant; or
Person holding a written power of attorney from the Claimant; or

Attorney in fact for the Claimant; or

Attorney admitted to practice in Washington State on the Claimant’s behalf; or

: 

 
Northshore Utility District
Attn: General Manager
6830 NE 185th St.
PO Box 82489
Kenmore, WA 98028-0489 
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Northshore Utility District
Attn: General Manager
6830 NE 185th St.
PO Box 82489
Kenmore, WA 98028-0489

General Manager
Northshore Utility District
6830 NE 185th St.
PO Box 82489
Kenmore, WA 98028-0489
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13. Names of all  employees having knowledge about this incident:

14. Names, addresses and telephone numbers of all individuals not already identified in #12 and #13 above
that have knowledge regarding the liability issues involved in this incident, or knowledge of the
Claimant’s resulting damages. Please include a brief description as to the nature and extent of each
person’s knowledge. Attach additional sheets if necessary.

15. Describe the cause of the injury or damages. Explain the extent of property loss or medical, physical or
mental injuries. Attach additional sheets if necessary.

16. Has this incident been reported to law enforcement, safety or security personnel? If so, when and to
whom? Please attach a copy of the report or contact information.

17. Names, addresses and telephone numbers of treating medical providers. Attach copies of all medical
reports and billings.

18. I claim damages from the Northshore Utility District in the sum of $_

19. Please attach documents which support the claim’s allegations.

This Claim form must be signed by the Claimant, a person holding a written power of attorney from the Claimant, 
by the attorney in fact for the Claimant, by an attorney admitted to practice in Washington State on the Claimant's 
behalf, or by a court-approved guardian or guardian ad litem on behalf of the Claimant. 

I declare under penalty of perjury under the laws of the State of Washington that the foregoing is true and correct. 

Signature of Claimant Date and place (residential address, city and county)

Signature of Representative Date and place (residential address, city and county)

Print Name of Representative Bar Number (if applicable)
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General Manager
Northshore Utility District
6830 NE 185th St.
PO Box 82489
Kenmore, WA 98028-0489



MMSEA REPORTING COMPLIANCE DECLARATION

The Centers for Medicare & Medicaid Services (CMS) is the federal agency that oversees the Medicare program.  Many Medicare beneficiaries have 
other insurance in addition to their Medicare benefits.  Sometimes, Medicare is supposed to pay after the other insurance.  However, if certain other 
insurance delays payment, Medicare may make a “conditional payment” so as not to inconvenience the beneficiary and recover after the insurance 
pays.

Section 111 of the Medicare, Medicaid and SCHIP Extension Act of 2007 (MMSEA), a federal law that became effective January 1, 2009, requires 
that liability insurers (including self-insurers like the state of Washington), no-fault insurers, and workers’ compensation plans report specific 
information about Medicare beneficiaries who have other insurance coverage.  This reporting is to assist CMS and other insurance plans to properly 
coordinate payment of benefits among plans so that your claims are paid promptly and correctly.  Please answer the questions below so that we may 
comply with this law.  

Please review this picture of the Medicare card to determine 
if you have, or have ever had, a similar Medicare card.

Section I

Are you presently, or have you ever been enrolled in Medicare Part A or Part B? Yes No
If yes, please complete the following.  If no, proceed to Section II.
Full Name: (Please print the name exactly as it appears on the SSN or Medicare card if available.)

Medicare Claim Number: Date of Birth(Mo/Day/Year)
Social Security Number:  (If Medicare Claim Number is Unavailable) - - Sex Female Male

Section II

I understand that the information requested is to assist the requesting insurance arrangement to accurately coordinate benefits with Medicare and to 
meet its mandatory reporting obligations under Medicare law.

Claimant Name (Please Print) Claim Number

Name of Person Completing This Form If Claimant is Unable (Please Print)

Signature of Person Completing This Form Date

If you have completed Sections I and II above, stop here.  If you are refusing to provide the information requested in Sections I and II, proceed to 
Section III.

Section III

Claimant Name (Please Print) Claim Number

For the reason(s) listed below, I have not provided the information requested.  I understand that if I am a Medicare beneficiary and I do not provide 
the requested information, I may be violating obligations as a beneficiary to assist Medicare in coordinating benefits to pay my claims correctly and
promptly.

Reason(s) for Refusal to Provide Requested Information:

Signature of Person Completing This Form Date
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PLEASE TYPE OR PRINT IN INK

Please attach this form to your standard tort claim form, if the claim involves a vehicle collision.

(Ju 20 )
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COMPLETE ALL DETAILS 
Describe conduct and circumstances causing injury or damages and explain the extent of medical, physical or mental injuries.  Please 
identify name, address, and telephone number of treating physicians and other medical providers.   Please attach property damage 
estimates and/or all medical bills in support of your claim.  If necessary, attach additional pages containing information in this format.

Straight Road Hillcrest One Lane Mark  Damaged Areas  R
I 

Curve – R or L Uphill One and One-Half Lane G

Level Downhill Two Lane or Four Lane

Show on diagram position
of each car, vehicle or
injured person, indicating
by arrow direction of each. 

Sidewalk

Street 
Center 

Sidewalk 
IMPORTANT 

If street or view was obstructed 
in any way, indicate where and 
how; also indicate any street car 
or tracks and traffic signals or 
signs. Indicate  points of compass 

N. E. S. W.

VEH.
1 

 

T
R 
I
G 
 
 

VEH.
2 

 
 
T 

LIGHT CONDITIONS 
(CHECK ONE) TRAFFIC CONTROL

TYPE OF ROAD
(CHECK ONE OR MORE)

VEHICLE CONDITION 
(CHECK ONE OR MORE)

ROAD SURFACE
(CHECK ONE)

WEATHER
(CHECK ONE)

1 DAYLIGHT

2 DAWN

3 DUSK

4 DARK STREET
LIGHTS ON

5 DARK STREET
LIGHTS OFF

6 DARK NO
STREET LIGHT

7 OTHER
(SPECIFY)

VEHICLE
NO. 1  NO. 2

1 SIGNALS

2 STOP 
SIGN

3 FLASHING
RED

4 FLASHING
AMBER

5 RR
SIGNAL

 
6 OFFICER/ 

FLAGMAN

7 YIELD
SIGN

8 NO
TRAFFIC
CONTROL

9
OTHER

VEHICLE
NO. 1  NO. 2

1 ONE WAY

2 TWO WAY

3 REVERSIBLE
ROAD

4 INTER-
CHANGE
LOOP RAMP

5 ALLEY

TWO WAY-
6 LEFT TURN

LANES

VEHICLE
NO. 1  NO. 2

1 DEFECTIVE
BRAKES

2 DEFECTIVE
HEADLIGHTS

3 DEFECTIVE
REAR LIGHTS

4 TIRES WORN

5 PUNCTURED
OR BLOWN
TIRES

6 OTHER
(SPECIFY)

VEHICLE
NO. 1  NO. 2

1 DRY

2
WET

3 SNOW

4 ICE

5 OTHER
(SPECIFY)

1 CLEAR, CLOUDY &
OVERCAST

2 RAINING

3 SNOWING

4 FOG

5 OTHER
(SPECIFY)

NAME OF INVESTIGATING POLICE AGENCY: 

INVESTIGATING AGENCY REPORT NO.

1 SEPARATED

2 DIVIDED

3 UNDIVIDED

A separate claim  form  should  be submitted for  each  claimant .

This information is being provided to aid in resolving the claim. 

Signature of Claimant Date and Place (residential  address, city and county) 




