COMMERCIAL GENERAL LIABILITY CLAIM FORM:
NAMED INSURED (as it appears on the policy): 
_____________________________________________________________________________________
INSURED CONTACT (name, phone, email): __________________________________________________
____________________________________________________________________________________
INSURED POLICY NUMBER: ______________________________________________________________
DATE OF LOSS: ______________________ / DATE REPORTED: ________________________________
LOCATION OF LOSS: ___________________________________________________________________
____________________________________________________________________________________
DESCRIPTION OF LOSS (What happened): __________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
ANY INJURIES:	YES	/	NO		MEDICAL TREATMENT:	YES	/	NO
INJURED PARTY INFORMATION (Name, Address, Phone, Email, Gender, Describe Injury): 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
TREATING MEDICAL FACILITY (If any, provide – Name, Address, Phone – Treating Dr. & Diagnosis):
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

PERSON COMPLETING FORM: ____________________________________________________________
DATED COMPLETED: _______________________
