                 CAROLINA LOSS REPORT

	INSURED INFORMATION

	Policy No.:              
	Policy Date:                  

	Insured:                    
	Address:                 

	City:                        
	State:                                    
	Zip     

	Contact Person:       
	Phone:                    

	Driver’s Name:      
	Date of Birth:         

	Home Address:          
	City:      
	State:      
	Zip:      

	Phone Number:      
Cell Number:         
On Cell?:   FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no  FORMCHECKBOX 
 u/k
	Work No:       
	Social Security No.:      

	D/L No.:      
State:          

	Passenger:       

	Address:                 
	City:       
	State:       
	Zip:       

	INSURED VEHICLE

	Year:        
	Make:            
	Bus/VIN:                

	Year:           
	Make:        
	Tractor/VIN      

	Year:        
	Make:        
	Trailer/VIN:            

	Tractor Type:          
	Trailer Type:              

	Tractor/Trailer Location:       
	Placard Name/Tractor:       
	Placard type:       

	Hauling Cargo?    Yes   FORMCHECKBOX 
    No     FORMCHECKBOX 
     Unk   FORMCHECKBOX 
   
	Type of Cargo:         Unknown:   FORMCHECKBOX 


	Damage Description:         
	Under dispatch to Whom?       

	Tractor Owner:          
	Location/Date/Time Loaded      

	Trailer Owner:           
	Location/Date/Time Unloaded      

	THE ACCIDENT

	Date:              
	Time:          
	Weather     

	Location:        
	City:           
	State:               

	Accident Description:       


	CLAIMANT INFORMATION

	Claimant Driver:        

 FORMTEXT 
     
	DOB:  :     

 FORMTEXT 
     

	Address:       
          
	City:     
	State:     
	Zip:      

	Phone Number:       
Cell Number:          
On Cell?   FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no  FORMCHECKBOX 
 u/k
	Work No.:      
	Social Security No.:         
Driver’s License No.:       

	State Tag                 
	Vin Number:                          
	Year:       
	Make:       

	Claimant Owner:       

	Phone No.:         
	Work No.:          
Cell No.:         

	Address:       
          
	City:        
	State:       
	Zip:      

	Damage to Claimant Vehicle:         

	Location of Claimant Vehicle:        

	Insurance Company:        
	Policy Number        


	CLAIMANT PASSENGER(S):

	1. Passenger:          

	Address:                 
          
	City:       
	State:        
	Zip:      

	2. Passenger:          

	Address:                 
          
	City:       
	State:            
	Zip:      

	DAMAGE TO OTHER PROPERTY

	Owner:         
	Telephone No.:       

	Address:       
	City:      
	State:      
	Zip:      

	What was damaged?      

	Was there a fuel spill?  Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

	Amount of Spill   - Gallons:       

	INJURED PERSONS

	1. Name:        
	Phone:  

	Address:        
	City:      
	State:      
	Zip:      


	Ambulance:  Yes  FORMCHECKBOX 
    No   FORMCHECKBOX 

	Hospital:       

	2. Name:      
	Phone:      

	Address:      
	City:      
	State:      
	Zip:      


	Ambulance:   Yes   FORMCHECKBOX 
   No   FORMCHECKBOX 

	Hospital  

	POLICE REPORT INFORMATION

	Police called? Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   
	State:       
	City:       
	County:       

	Officer:       
	Badge No.:      
	Report No.:        
	Telephone No.:        

	Was anyone given a citation or arrested? 

 Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  Unknown   FORMCHECKBOX 

	Who was charged?       
What were the charges?       

	Did police make a report?
  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  

 
	Photographs?  Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 
   Made by      
Who has photographs?       
Where/ when did they send pictures?      


	WITNESSES

	1. Name:       
	Home No.:       
 

Work No.:        

	Address:       
	City:                  
	State:      
	Zip:      
	DOB:      

	2. Name:       
	Home No.:       


Work No:                 

	Address        
	City          
	State:      
	Zip:       
	DOB:      

	3. Name:       
	Home No.:       
 

Work No.:        

	Address:       
	City:           
	State:      
	Zip:      

	DOB:      

	ADDITIONAL INFORMATION

	Who reported loss?   
     

Relationship to claim:       

	Date:      
	Time:      
	Telephone:       

	Person taking Loss:           

	Additional comments:       



