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	PUBLIC LIABILITY CLAIM FORM

	INSURER
	     
	POLICY NO.
	     

	

	INSURED

	Name
	     
	ID no. 
	     

	Occupation
	     
	Contact numbers
	(H)
	     
	(W)
	     

	E-mail address
	     
	
	(Cell)
	     
	(Fax)
	     

	Address
	     
	Code
	     

	

	DETAILS OF ACCIDENT

	Date
	     
	Time
	     
	Date reported to you 
	     

	Explain fully how the accident occurred below (if possible attach sketch plan):

	     

	

	CLAIMANT

	Full name
	     
	ID No.
	     

	Occupation
	     
	Contact numbers
	(H)
	     
	(W)
	     

	E-mail address
	     
	
	(Cell)
	     
	(Fax)
	     

	Address
	     
	Code
	     
	

	
	

	INJURIES OR DAMAGE

	Please supply full details of personal injuries or damage
	     

	Has any claim been lodged against you? (Please tick)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If so, for what amount?
	     

	Has the claimant made any offer or suggestion to settle the claim?
	     

	Please supply names and addresses of all witnesses below (if none were taken, state reasons):

	     

	Was an accident reported to the police? (Please tick)
	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 


	If so, at which police station?
	     

	Has any other accident occurred at the same place under similar circumstances?
	     

	Was the accident due to lack of ordinary care on the part of the claimant?
	     

	If so, in so at what respect?
	     

	
	
	
	

	PAYMENT METHOD

	You may select, for added security, payment of any amount due to you directly into a bank account. Please specify the name of the bank, branch, name of account and account number.

	Name of Bank
	     
	Branch
	     

	Name of Account / Type Account No.
	     
	Account No.
	     

	

	DECLARATION

	I / We hereby declare the foregoing particulars to be true in every respect.

	
	

	Signature of Insured
	Date




