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                   Occupational Accident Proof of Loss

THIS IS NOT A WORKERS COMPENSATION PLAN
SECTION I
Claim Number:




Claimant: Answer each question where applicable and sign your full name on the last page.

Name    



Telephone Number 




Address: _________________________________________    
Apartment Number: ____________________

City: ____________________________________  

State: ________            Zip Code: ________________

 Date of Birth: ________________ 
Social Security #: _______________________         Single ____     Married ____       
Name of Policyholder: _____________________________

Policy #: _____________________________

Please select one of the following:         FORMCHECKBOX 
Owner/Operator
     FORMCHECKBOX 
Contract Driver
Please select one of the following          FORMCHECKBOX 
Own the Truck       FORMCHECKBOX 
Lease        FORMCHECKBOX 
Lease with option to buy

Type of Trailer:         FORMCHECKBOX 
Flat-Bed         FORMCHECKBOX 
Tanker        FORMCHECKBOX 
Container        FORMCHECKBOX 
Refrigerator         FORMCHECKBOX 
Dry Van
                                   FORMCHECKBOX 
Tow               FORMCHECKBOX 
Dump         FORMCHECKBOX 
 Haz-Mat         FORMCHECKBOX 
Other_________________
Product being hauled  












If you are a contract driver, please provide us with the name, address and phone number of the individual you are contracted to:






Injuries:













List all injuries sustained:  ____________________________________________________________________________

__________________________________________________________________________________________________________________________

If you have an Attorney representing you for the accident, please supply the name, address and phone number of Attorney: 


Medical Service:
Did you receive any treatment for your present injury:       Yes            No - If “Yes”, give the name and address of all 

attending physicians/hospitals/clinic along with dates of treatment:  

1. ________________________________________________________________________________

2. ________________________________________________________________________________

3. ________________________________________________________________________________

4. ________________________________________________________________________________

Date of first treatment: ________________________


Are you still receiving treatment:      Yes             No
  If “Yes”, give name and address of physician _________________

Please list all doctors seen the last 10 years





Previous Injuries, Impairments and Illnesses (including non-industrial):

Have you suffered injuries, impairments or illnesses in the past:      Yes         No    If “Yes” give the following information:








Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.


***********************************************************************************************

SECTION II  
DISABILITY
How many hours a day do you work?  ________________
How many days a week do you work? _____________

Please list your education and training _____________________________________________________________
Please list all work experience ____________________________________________________________________

How many miles do you drive annually? __________________

When were you first unable to work (give date): ____________  When did you return to work (give date): ____________

If not working, give reason(s)why not: __________________________________________________________________


When do you expect to return to work (give date): ___________

Are you receiving any other Income benefits (any Social Security benefits, Disability, PIP Etc..): If yes, please list the company : If no, please indicate none.

Name


Address


Phone 
  Mthly Benefit       Claim #           Policy #

1. ___________________________________________________________________________________

2. ___________________________________________________________________________________

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.


Time of accident


		                AM 	             PM








Date of Accident:  (Month)    (Day)    (Year)











Where did accident happen:








How did accident happen:





What were you doing at the time of the accident:








Please list all other medical insurance coverage you may have: If None, please indicate none.





__________________________________________________________________________________





___________________________________________________________________________________	





WHO PAID THE MEDICAL BILL





NATURE & NUMBER OF TREATMENTS





ADDRESS AND PHONE # OF DOCTOR OR HOSPITAL





DOCTOR or HOSPITAL








ADDRESS





EMPLOYER








WERE YOU PAID FOR YOUR INJURY





NATURE OF ILLINESS OR INJURY





DATE





     YES               NO








     YES               NO





     YES               NO


     





     YES               NO





DATE:





**SIGNATURE:





Please estimate the percent of time spent on each duty (Total must equal 100%)





__________   Sitting        _________ Walking      _______ Stooping    ________ Pushing        ________ Carrying*





________   Standing    _________ Climbing    _______ Bending    ________ Lifting*   _______  Tarping/Binding





*Please list the average and maximum weights for lifting and/or carrying:  _________________________________ 





DATE:





SIGNATURE:
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