
 City of Farmersville Claim Form  

Claim Against: _______________________________________________________________________ 
                  (Name of En�ty) 
 
Claimant’s Name: _______________________________________ S.S.#_________________ DOB: __________ 
 
Claimant’s Address: __________________________________________________Phone# _________________ 
 
Address where no�ces about claim are to be sent, if different from above: _________________________________ 
 
____________________________________________________________________________________________________ 
 
Date of incident/accident: _________________ Date of injury, damages, or losses were discovered: _________________ 
 
Loca�on of incident/accident: __________________________________________________________________ 
 
What did en�ty or employee do to cause this loss, damage, or injury? __________________________________ 
 
___________________________________________________________________________________________ 
(Use the back of this form or separate sheet if necessary to answer this ques�on in detail.) 
 
What are the names of the en�ty’s employees who caused this injury, damage, or loss (if known)?  
 
___________________________________________________________________________________________ 
 
What specific injuries, damages or losses did the claimant receive? ____________________________________ 
 
___________________________________________________________________________________________ 
(Use the back of this form or separate sheet if necessary to answer this ques�on in detail.) 
 
What amount of money is the claimant seeking or, if the amount is in excess of $10,000, which is the appropriate 
court of jurisdic�on. Note: If Superior and Municipal Courts are consolidated, you must represent whether it is a 
“limited civil case” GC 901(f)_____________________________________________________________________ 
 
_____________________________________________________________________________________________ 
 
How was this amount calculated (please itemize). ___________________________________________________ 
 
_____________________________________________________________________________________________ 
(Use the back of this form or separate sheet if necessary to answer this ques�on in detail.) 
 
Date Signed:___________  Signature: ______________________________________________________________ 
 
If Signed by a representa�ve: 
 
Representa�ve’s Name: _____________________________________ Address: ____________________________ 
 
Telephone # ______________________________________ 
 
Rela�onship to Claimant: _____________________________________ 
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