
LOSS REPORT 
 

 
Claim No.: ___________________________ Date:  ______________________________________ 
 

Person Making Assignment:  ____________________
    

____________________________________ ___________________________________________ 
Claimant      Insured 
 
____________________________________ ___________________________________________ 
Address      Insured 
 
____________________________________ ___________________________________________ 
City                     State                       Zip  Address 
 
____________________________________ ___________________________________________ 
Phone       City                   State                           Zip 
 
____________________________________ ___________________________________________ 
Other Claimants     Phone 
 
____________________________________ ___________________________________________ 
Other Data      Other Data 
 
 
COVERAGE:    
 
Name of Insurance Company:  _____________________________________________________________ 
 
Policy No.:  ________________________ Eff. Date:  _______________   Exp. Date:  _______________ 
 
Limits:  _________________________________   Deductible:  ___________________________________ 
 
 
LOSS / ACCIDENT:    Date:  _______________________   Time:  ________________________________   
 
Location:   City:   ____________________________    State:  ____________________________________ 
 
Description:  ___________________________________________________________________________  
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________ 
______________________________________________________________________________________  
______________________________________________________________________________________ 


