General Liability Claim Form

Demographics

Location Name: Date of Loss:

Address: Time of Incident: Ll AM [ PM

Location of Loss (Include City/State):

Owner/Injured Person Contact Information

Name:

Home Address:

Home Phone: Cell:

Check One: [ ITenant [ ] Resident [ ] Sub-Contractor [ ] Other:
Email Address:

Description of Property Damage/Injury

Responding police department [ ] Yes [] No Ambulance Called?

If yes, list department name/report #: Is there video of the injury? [] Yes [ No
Name: Transported? [] Yes [ No
Report #: Photos taken of injury? [] Yes [ No

Injured Party

If injury involved, was medical treatment required? [] Yes [] No

Facility:
Address:
Address:

Phone:

Email:




Withesses

Name:

Phone:

Cell:

Email:

Check one:
[] Tenant
[] Employee [] Other

Please specify

[ ] Resident [] Sub-contractor

Name:

Phone:

Cell:

Email:

Check one:
[] Tenant
[ ] Employee [] Other

[ ] Resident [] Sub-contractor

Please specify

Person Completing Report/Signatures

Name:

Title:

Business Phone:

Cell Phone:

Date of Report:
Signature:

Email Address:

General Liability Claim Form

Name:

Phone:

Cell:

Email:

Check one:
[ 1 Tenant
[] Employee [] Other

Please specify

[l Resident [ ] Sub-contractor

Name:

Phone:

Cell:

Email:

Check one:
[] Tenant
[] Employee [] Other

[ ] Resident [] Sub-contractor

Please specify
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