
 

 

 
 
Dear Claimant: 
 
In order to file a Claim for Damages you must fill out the enclosed form as completely 
as possible, using blue or black pen.  Be sure to include your current address, 
telephone number and signature in spaces provided.  In case of automobile damage, 
only the registered owner may present a claim for repairs and must sign the form. 
 
Mail your completed form to: 
 

BOARD SECRETARY’S OFFICE – LEGAL SERVICES 
Los Angeles County Metropolitan Transportation Authority (Metro) 
One Gateway Plaza,  M/S 99-3-1 
Los Angeles, CA 90012- 2952 

 
After your claim is processed our Insurance Adjuster will contact you in approximately 
ten days. 
 
 
NOTE: 

 
NO PAYMENT WILL BE MADE UNTIL IT IS DETERMINED THAT METRO 
IS LEGALLY RESPONSIBLE FOR YOUR DAMAGES. 

 
 
Thank you for the opportunity to assist you in this matter. 
 
 
Enclosed: Claim for Damages Form 



Please indicate if you were a Metro bus or Metro rail passenger:		  Yes		  No

1. 	  	 bus	 rail	 platform	 parking lot	 bus stop	 terminal	 other ______________________

2.	 Other than bus or rail car, vehicle description _______________________________________________________________________________

3.	 Accident date ______________________________	 Time __________________________	 Location __________________________________

4.	 Direction __________________	 On which street _________________________________	Cross-street ________________________________

5.	 Speed _____________________	Weather ________________________	 Bus or Rail Car # _______________	Line # _____________________

6.	 Boarding point ______________________________________________	Operator Name or Badge # _________________________________

owner of private vehicle please complete this section:

7.	 Name _____________________________________________________	 Driver License # __________________________________________

	 Address ______________________________________________________________________________________________________________

	 Telephone ______________________________  Vehicle:  Year ____________  Make _________________  Model _______________________

	 Insured?  	 Yes	       No   Vehicle Lic. # _______________________  Injured?         Yes         No   Insurance Tel. # ___________________

	 Carrier _____________________________________________________	Policy # _________________________________________________

�Please type or print.

claimant information

Last Name			   First Name				    Middle Name/Initial

Occupation			   Social Security Number			   Birth date

Street Address						    

City | State | Zip						      	 Telephone Number

if claimant is a minor: parent or guardian information

Last Name			   First Name				    Middle Name/Initial

Street Address							     

City | State | Zip							       Telephone Number

if you have an attorney: attorney information

Last Name			   First Name				    Middle Name/Initial		  Telephone Number

Street Address							       City | State | Zip		

incident information

for office use only
Claim number & Reciept date

continued

Claim for Damages
Los Angeles County Metropolitan Transportation Authority
One Gateway Plaza, Mail Stop 99-3-1, Los Angeles, CA 90012-2952



Please print or type.

owner of private vehicle please complete this section (continued):

8.	 Describe what occurred (if necessary, you may add another page):

	 _____________________________________________________________________________________________________________________
	 _____________________________________________________________________________________________________________________	

9.	 What property damage or bodily	 injury do you claim? Give full extent of damage or injury claimed:				  

	 _____________________________________________________________________________________________________________________
	 _____________________________________________________________________________________________________________________	

10.	 The amount claimed if under $10,000 as of the date of presentation together with the basis of computation thereof.  
	 Attach medical bills and/or repair estimates.

	 _____________________________________________________________________________________________________________________
	 _____________________________________________________________________________________________________________________	

11.	 Name(s) and address(es) of witness(es):

	 _____________________________________________________________________________________________________________________
	 _____________________________________________________________________________________________________________________	

12.	 Name(s) and address(es) of doctor(s):

	 _____________________________________________________________________________________________________________________
	 ____________________________________________________________________________________________________________________	

13.	 Dates of prior claims against the Los Angeles County Metropolitan Transportation Authority (METRO) or Southern California Rapid  
	 Transit District (RTD). If none, write “None”.

	 ____________________________________________________________________________________________________________________

	
	 Signature of Claimant						       Date		

Claims arising after January 1, 1988 must be >led within 6 months from the date of accident. For Law governing >ling of claim and statute  
of limitations as to >ling action see Chapter 201 Statutes 1987 (Sec 900 ET SEQ Government Code). For your protection California Law requires 
the following to appear on this form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of  
a crime and may be subject to fines and con>nement in State Prison. Added by Stats. 1989, c. 1119, S 3.

					     Please mail your claim to: 

					     Metro Board Secretary’s O;ce – Legal Services  
					     One Gateway Plaza, 99-3-1, Los Angeles, CA 90012-29952

Claim for Damages
Los Angeles County Metropolitan Transportation Authority
One Gateway Plaza, Mail Stop 99-3-1, Los Angeles, CA 90012-2952
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