
 

 

 

  

 
 

 

   

  

    

 
 

  

 
 

   

 
   

  

   

  

  
 

  
 

 
 

 

 

 

 

 

 

STATE 2F CALIF2RNIA 
*29E5NMENT CLAIM 
D*S 2RIM ��� �Rev� ��������  

DEPARTMENT 2F *ENERAL SER9ICES 
2ffice of Risk and Insurance Management   

Section 1� Claimant Information 
Last Name First Name Middle Initial

Inmate or Patient Identification Number (if applicable) Business Name (if applicable)

Telephone Number Email Address

Mailing Address City State Zip

Is the claimant under 18 years of age?
<es No 

Insured Name �Insurance Company Subrogation�

Is this an amendment to a previously existing claim?
<es No 

Existing Claim Number�if applicable� Existing Claimant Name �if applicable�

Section �� Attorney or 5epresentative Information
Last Name First Name Middle Initial

Telephone Number Email Address

Mailing Address City State Zip

Section �� Claim Information 
State Agencies or Employees Against :home the Claim is Filed 'ate of Incident

Late Claim Application �Claims filed more than � months after the date of incident reTuire a late application� Zhich you can provide here
by explaining Zhy the claim is being filed late� For more info� please see *ov Code sec ������ 

Civil Case Type �ReTuired� if amount is more than ���� ����
Limited �������� or less� 

'ollar Amount of Claim
Non�Limited �over �������� 

'ollar Amount Explanation

Incident Location

Specific 'amage or InMury 'escription

Circumstances That Led to 'amage or InMury

Explain Zhy you believe the state is responsible for the damage or inMury�
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STATE OF CALIFORNIA DEPARTMENT OF GENERAL SERVICES 
GOVERNMENT CLAIM OFFICE OF RISK AND INSURANCE MANAGEMENT 
DGS ORIM 006 (Rev. 09/2025
 

Section �� Automobile Claim Information 
'oes the claim involve a state vehicle? 

<es No 
9ehicle License Number (if NnoZn) State 'river Name (if NnoZn) 

+as a claim been filed Zith your insurance carrier? 
<es No 

Insurance Carrier Name Insurance Claim Number 

+ave you received an insurance payment for this damage or inMury? 
<es No 

Amount 5eceived (if any) Amount of 'eductible (if any) 

Section �� Notice and Signature 
I declare under penalty of perjury under the laZs of the State of California that all the information I have provided is true and correct to the 
best of my information and belief� I further understand that if I have provided information that is false� intentionally incomplete� or 
misleading I may be charged Zith a felony punishable by up to four years in state prison and�or a fine of up to ������� �Penal Code 
section ���� 

Signature Printed Name 'ate 

Instructions 
• Include a check or money order for ���� payable to the State of California� 

• ��� filing fee is not reTuired for amendments to existing claims� 
• Confirm all sections relating to this claim are complete and the form is signed� 
• Attach copies of any documentation that supports your claim� Do not submit 

originals� 

Mail the claim form and all attachments to� Claim forms can also be delivered to� 
2ffice of Risk and Insurance 2ffice of Risk and Insurance 
Management *overnment Claims Management *overnment 
Program Claims Program 
P�2� %ox ������� MS ��� ��� �rd Street� �st Floor 
West Sacramento� CA ���������� West Sacramento� CA ����� 

'epartment of *eneral Services Privacy Notice on Information Collection 

This notice is provided pursuant to the Information Practices Act of ����� California Civil Code Sections ������� 	 �������and the Federal 
Privacy Act �Public LaZ�������� 

The Department of *eneral Services �D*S�� 2ffice of Risk and Insurance Management �2RIM� is reTuesting the information specified on this 
form pursuant to *overnment Code Section ���� 

The principal purpose for reTuesting this data is to process claims against the state� The information provided Zill�may be disclosed to a 
person or to another agency Zhere the transfer is necessary for the agency to perform its constitutional or statutory duties� the use is 
compatible Zith a purpose for Zhich the information Zas collected� and the use or transfer is accounted for in accordance Zith California Civil 
Code Section �������� 

Individuals should not provide personal information that is not reTuested� 

The submission of all information reTuested is mandatory unless otherZise noted� If you fail to provide the information reTuested to D*S� or if 
the information provided is deemed incomplete or unreadable� this may result in a delay in processing� 

'epartment Privacy Policy 
The information collected by D*S is subject to the limitations in the Information Practices Act of ���� and state policy �see State 
Administrative Manual ������������� For more information on hoZ Ze care for your personal information� please read the D*S Privacy 
Policy� 

Access to <our Information 
2RIM is responsible for maintaining collected records and retaining them for � years� <ou have the right to access records containing 
personal information maintained by the state entity� To reTuest access� contact� 

'*S 25IM 
Public 5ecords 2fficer 
��� �rd St�� :est Sacramento� CA ����� 
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https://www.dgs.ca.gov/Privacy
https://www.dgs.ca.gov/Resources/SAM/TOC/5300/5310
Jerry Liu


	LAST NAME: Kim
	FIRST NAME: Jonathan
	MIDDLE INITIAL: D
	INMATE OR PATIENT IDENTIFICATION NUMBER if applicable: 
	BUSINESS NAME if applicable: 
	TELEPHONE NUMBER: (916) 555-2890
	EMAIL ADDRESS: jon.kim@examplemail.com
	MAILING ADDRESS: 742 Willow Creek Dr
	CITY: Roseville
	STATE: CA
	ZIP: 95678
	INSURED NAME Insurance Company Subrogation: Golden Valley Mutual Insurance
	EXISTING CLAIM NUMBER if applicable: 
	EXISTING CLAIMANT NAME if applicable: 
	LAST NAME_2: Lopez
	FIRST NAME_2: Marisol
	MIDDLE INITIAL_2: 
	TELEPHONE NUMBER_2: (916) 555-4412
	EMAIL ADDRESS_2: mlopez@lopezandriley-law.com
	MAILING ADDRESS_2: 1200 K St Ste 950
	CITY_2: Sacramento
	STATE_2: CA
	ZIP_2: 95814
	STATE AGENCIES OR EMPLOYEES AGAINST WHOM THE CLAIM IS FILED: California Department of Public Health; State employee driver Alex Rivera
	DATE OF INCIDENT: 2025-08-12
	DOLLAR AMOUNT OF CLAIM: 17850.00
	Limited 25000 or less: On
	NonLimited over 25000: Off
	INCIDENT LOCATION: Intersection of J St and 14th St, Sacramento, CA 95814
	SPECIFIC DAMAGE OR INJURY DESCRIPTION: Rear bumper, trunk lid, and frame damage to 2022 Honda Civic. 
       Soft-tissue neck and upper back strain requiring physical therapy.
	CIRCUMSTANCES THAT LED TO DAMAGE OR INJURY: I was stopped at a red light facing east on J St when a state-owned 
       Ford Escape struck my vehicle from behind.
	EXPLAIN WHY YOU BELIEVE THE STATE IS RESPONSIBLE FOR THE DAMAGE OR INJURY: The state driver admitted being distracted by the in-vehicle GPS 
       and failed to stop in time, causing the collision while I was 
       lawfully stopped at a red light.
	VEHICLE LICENSE NUMBER if known: CA 1638292"
	STATE DRIVER NAME  if known: Alex Rivera
	INSURANCE CARRIER NAME: Golden Valley Mutual Insurance
	INSURANCE CLAIM NUMBER: GVM-CA-25-118392
	AMOUNT RECEIVED if any: 9500.00
	AMOUNT OF DEDUCTIBLE if any: 500.00
	PRINTED NAME: Jonathan D. Kim
	DATE: 2025-09-01
	LATE CLAIM APPLICATION: 
	DOLLAR AMOUNT EXPLANATION: Property damage estimate of $12,400, car rental expenses of $950, 
       and medical expenses to date of $4,500.
	Is the claimant under 18 years of Age? YES: Off
	Is the claimant under 18 years of Age? No: On
	IS THIS AN AMENDMENT TO A PREVIOUSLY EXISTING CLAIM? YES: Off
	IS THIS AN AMENDMENT TO A PREVIOUSLY EXISTING CLAIM? NO: No
	Does the claim involve a state vehicle? YES: On
	Does the claim involve a state vehicle? No: Off
	Has a claim been filed with your insurance carrier? Yes: Yes_2
	Has a claim been filed with your insurance carrier? No: Off
	Have you received an insurance payment for this damage or injury? Yes: Yes_3
	Have you received an insurance payment for this damage or injury? No: Off


