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	Name of person reporting
	
	Telephone number
	
	For report only

	     
	
	     
	
	 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 

 No

	

	Address information

	Name of the company

	     

	Address of the company

	     

	City
	
	State
	
	ZIP code

	     
	
	     
	
	     

	Contact name
	
	Telephone number of loss location

	     
	
	     

	Policy number
	
	Site code (if applicable)

	GLO 5346732
	
	     

	

	Accident information

	Date of accident
	
	Time of accident

	
	
	  
 FORMTEXT 

     
   AM   FORMCHECKBOX 
 PM

	Address where incident occurred
	
	County

	     
	
	     

	City
	
	State
	
	ZIP code

	     
	
	     
	
	     

	Please give a description of the incident

	

	Were authorities contacted? (police, fire, ambulance)
	
	If yes, who

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	     

	Was a report number given?
	
	If yes, list number

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	     


	Were any safeguards provided?
	
	Were they in use at the time of the incident?

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	In the event of a fatality, what is your OSHA number?

	     

	

	Claimant information

	Name of the injured party
	
	Is the injured party

	     
	
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

	Address of the injured party

	     

	City
	
	State
	
	ZIP code

	     
	
	     
	
	     

	Home telephone number
	
	Work telephone number
	
	Contact at

	     
	
	     
	
	 FORMCHECKBOX 
 Home    FORMCHECKBOX 
 Work

	Social Security number
	
	Date of birth

	     
	
	     

	Covered by other insurance?
	
	If yes, company name

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	     

	Contact name
	
	Telephone number

	     
	
	     

	Marital status (check one)
	
	How many dependents

	 FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Separated    FORMCHECKBOX 
 Divorced    FORMCHECKBOX 
 Widowed
	
	  

	

	Injury information

	Were any injuries incurred?
	
	What part of the body?

	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	
	     

	Give a description of the injuries

	     

	What treatment was given? (please check)

	 FORMCHECKBOX 
 No medical treatment    FORMCHECKBOX 
 Minor on-site remedies    FORMCHECKBOX 
 Minor clinic or hospital    FORMCHECKBOX 
 Emergency evaluation

 FORMCHECKBOX 
 Hospitalization for more than 24 hours

	Name of the treating physician

	     

	Address of the treating physician

	     

	City
	
	State
	
	ZIP code

	     
	
	     
	
	     

	Telephone number of the treating physician

	     

	Name of the treating hospital/clinic

	     

	Address of the treating hospital/clinic

	     

	City
	
	State
	
	ZIP code

	     
	
	     
	
	     

	Telephone number of the treating hospital/clinic

	     

	

	Witness information

	Name of a witness to the incident

	     

	Address of the witness

	     

	City
	
	State
	
	ZIP code

	     
	
	     
	
	     

	Telephone number where the witness can be reached

	     

	Anything related to the incident you would like to add

	     

	Additional space for comments
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claim reporting guide


general liability











