
CLAIMS REPORTING FORM

Insured Information: 
Name Insured:  
Policy No:  
Address:  

  :edoC piZ  :etatS  :ytiC
  :enohpeleT emoH   :enohpeleT ssenisuB
  :enohpeleT lleC  :sserddA liaM-E

Claim Information: 
  :ssoL fo emiT   :ssoL fo etaD
    :ssoL fo noitacoL
  :ofnI tcatnoC  :emaN tnamialC

Description of Loss: (Please provide a summary of the facts surrounding the loss as you know of them): 

If suit papers were received, please provide the following: 
  :yB nekaT  :devieceR etaD

Please attach copy of any relevant supporting information to the claim (demand letter, suit papers, etc) and fax with claim form to:  
ACS/AIChE Professional Liability Claims Administraor, 202-263-4001

Contact Person:
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