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() STATEMENT OF CLAIMAINT () ACCIDNET REPORT
() STATEMENT OF COUNTY EMPLOYEE () AFFIDAVIT
() STATEMENT OF WITNESS, IF ANY () TWO ESTIMATES
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NAME OF CLAIMAINT: _ Qar T \Wa o) Y OT % _

ADDRESS: __ 3004 Polx ST GQUUDLF.  ms 39S
- STREET CITY STATE ZIp
PHONENO. ALF- F61- (2.9 CELL NO.
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AFTER CAREFUL INVESTIGATION OF THE ABOVE INCIDENT, ] RECOMMEND:
() CLAIM BE PAID | () CLAIM BE DENIED
INVESTIGATING OFFICER: _é:jf/ Ssw~ _ __ DEPARTMENT: 5 Qé&k’i




HARRISON COUNTY SATETY AND
ERVIROMEMTAL DEPART Iwi‘?H"“

COMPLAINANT STATEMEN £

NAME: A7 //MU’ ﬂ/% 5
ADDRESS: BW V2 4 Y

CITY: @ J e) o STATE: _ #/55. | zir: 3RS
WORK PHONE: HOME PHONE: 22K ~ BT 13 [
DATE OF INCIDENT: G-\S-\L ' TIMB OF OCCURRENCE:

IN YOUR OWN WORDS, PLEASH DESCR}BE THE EVENTS OCCURRED OMN THE ABOVE .
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I HEREBY CERTIFY THAT THE INFORMATION CONTAINED IN THE ABOVE E STATEMENT IS
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GULFPORT RESIDENTIAL

REMIT PAYMENT TO:

863-0038 883-0039 1712 - 28TH STREET
f GULFPCRT, MS 39501-6198
DIBERVILLE COMMERCIAL S (e s
CORP, FX: (228) 867-1747
ORANGE GROVE L
831-1455 Independent
Glass Association QUQT@
CASH/G 8/4/2012 Q015371
10:48 AM
CUSTOMER STATE TAX OR EXEMPT NO.| CUSTOMER FEDERAL TAX 1.D. NO ADYV CODE | SALESMAN1.D ORDER TAKEN BY INSTALLED BY FEDERAL TAX L. NG
rRPH £4-0817820
BILL TG S0LD TO:
oS | omns

INSURANCE CO. POLICY NQ.

INSURANCE CO.

-PHONE NO. CLAIM NO.
CAUSE &

POLICY NAME LOSS LOCATION

AGENT NAME VERIFIED BY

AGENT PHONE DATE OF LOSS

DEDUCTIBLE

AUTHORIZATION TO PAY

| hereby authorize and empower the above-named insurance company to pay this invoice in full setfléement.
satisfaction and discharge of all }oss under the above policy. Upon such payment, all rights | may have for
claim and demand for loss and damage described above agamnst the above named insurance company shall be
thereby forever discharged. In the event that the above named insurance company does not make timely and/
or full payment of this invoice according to its terms, | hereby accept responsiblity for such payment and agree
o pay all charges reflecled on this invoice to the above named giass company subject to and according to alf
terms and conditions on this invoice

TERMS MET 30 DAYS SERVICE CHARGE OF 1 1/2%. PER MONTH (18% PER ANNUM) WILL 8E CHARGED ON OVERDUE ACCOUNTS

Gty Part Number Deseription List Sell Total
1 FDO3780BTNNCOM  Door-{Front,Right) $188.30 §160.00  $160.00
SERVING THE M5 GULF COAST FOR OVER 38 YEARS llitHl

Sub Total ; F168.00

Tax : $11.20
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~ESTIMATE~
GLASS SOLUTIONS byﬁ?ohnfejones o

#1621 -29" AVF ' Web: glasssoiutionsbyrornie/ones.com
Guifport MS 39501 Email: glasssolutionsby@pelsouth.net

DATE 91 (’7-4'—!.10'9)(228) 868-1688 FAX (228) 865-4758

NAME: QTH’Q\OM_ O—l—-l = PHONE:
ADDRESS: CELL:

FAX:
DIRECTIONS:

work NEEDED: |2 (\)issan Macima
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LICENSED & INSURED “QUALITY YOU CAN TRUST” BUS LIC. #8097




