’

/U INSURANCE

P ®@ COMPANY OF AMERICA

CLAIM NOTIFICATION FORM

Today's Date:

Agency Name:

Producer Name:

Producer Phone:
Producer Email:

Full Name of Insured:

Policy Number:
Covered Location Street Address:

City, State, Zip:

Insured Contact:
Contact Business Phone:
Contact Cell Phone:
Contact Email Address:

Is Contact Proficient in English? OQYes (ONo (Preferred Language:

Date of Loss:

Date Reported to Agency:
Type of CIaim:OProperty OGeneraI Liability OLiquor Liability
Description of Loss (include claimant name and phone if known):

3131 Greenhead Drive, Springfield, IL 62711 ¢ Phone 217-391-5252 ¢ Fax 217-391-8742

claims@usicoa.com WWW.usicoa.com
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