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Description automatically generated]Auto Liability Intake Form

	*Client/Company Name:
[bookmark: Text156]      

	[bookmark: Text157]*Contract Number:      

	Reporter Information

	[bookmark: Text1]*First Name:       
	[bookmark: Text2]*Last Name:     

	[bookmark: Text3]Title:     
	[bookmark: Text4]*Phone:     
	[bookmark: Text5]Ext:     

	Client / Company Location Information

	[bookmark: Text6]Location Number:     
	[bookmark: Text9]*Location Name:     

	[bookmark: Text7]Street Address:     

	[bookmark: Text8]City:     
	[bookmark: Text10]State:     
	[bookmark: Text11]Zip Code:     

	[bookmark: Text14]Phone:     
	[bookmark: Text15]Ext:     

	[bookmark: Check1][bookmark: Check2]*Is this the loss location?  Yes  |_|      No   |_|

	Incident Information

	[bookmark: Text16]*Date of Incident:      
	[bookmark: Text17]*Time of Incident:      
	[bookmark: Check3]AM    |_|
	[bookmark: Check5]PM  |_|

	[bookmark: Text145]*Date Employer Notified:       

	[bookmark: Text18]*Incident Description:       

	Location of accident/incident  (If different from above)

	[bookmark: Text19]*Incident/Accident Location Name:     

	[bookmark: Text20]Street Address:     

	[bookmark: Text21]City:     
	[bookmark: Text22]State:     
	[bookmark: Text23]Zip Code:     

	Authority Information

	[bookmark: Text26]Authority Name:     
	[bookmark: Text27]Phone:     
	[bookmark: Text30]Ext:     

	[bookmark: Text28]Authority Report Number:     
	[bookmark: Text29]Officer Name:     

	1st Party – Insured Information

	Insured Vehicle Information

	VIN:     

	Body Type:       
	Year:      
	Make:     

	Model:     
	Color:     

	License Plate Number:     
	State:     

	Damage Description:     

	Estimated Damage:     
	Towed:   Yes  |_|      No   |_|

	Where is Vehicle (If not drivable) 

	Name:      

	Street Address:     

	Phone :      

	Insured Driver Information

	[bookmark: Text31]Employee ID:     
	[bookmark: Text147]SSN:       

	[bookmark: Text32]First Name:     
	[bookmark: Text33]MI:     
	[bookmark: Text34]Last Name:     

	[bookmark: Text35]Home Phone:     
	[bookmark: Text36]Work Phone:     
	[bookmark: Text37]Ext:     

	[bookmark: Text38]Home Address:     

	[bookmark: Text44]Date of Birth:      

	[bookmark: Text46]Drivers License #:      
	[bookmark: Text47]State:      

	[bookmark: Check7][bookmark: Check8]Citation Issued?:      Yes    |_|    No    |_|

	Injury Information – If applicable

	[bookmark: Text48]Description of Injury       

	Medical Treatment Information

	[bookmark: Check9][bookmark: Check10]Admitted to Hospital?   Yes  |_|      No   |_|

	[bookmark: Text52]Facility Name:      

	[bookmark: Text53]Address:     

	[bookmark: Text59]Phone:     
	[bookmark: Text60]Ext:     

	[bookmark: Dropdown4]Transportation Type:  

	3rd Party – Other Driver Information

	3rd Party - Other Vehicle Information

	VIN:     

	Body Type:       
	Year:      
	Make:     

	Model:     
	Color:     

	License Plate Number:     
	State:     

	Damage Description:     

	Who owns this vehicle:     

	Estimated Damage:     
	Towed:   Yes  |_|
	No   |_|

	3rd Party - Other Driver Information

	First Name:     
	MI:     
	Last Name:     

	Home Phone:     
	Work Phone:     
	Ext:     

	Address:     

	Drivers License #:      
	State:      

	Citation Issued?:      Yes    |_|    No    |_|

	Injury Information – If applicable

	Description of Injury       

	Medical Treatment Information

	Admitted to Hospital?   Yes  |_|      No   |_|

	Facility Name:      

	Address:     

	Other Property Damage Information

	Other Damaged Property Information

	[bookmark: Text90]Describe Property:      

	[bookmark: Text91]Damage Description:      

	Other Injured Party Information

	Other Injured Party Information

	[bookmark: Text102]First Name:     
	[bookmark: Text103]MI:     
	[bookmark: Text104]Last Name:     

	[bookmark: Text105]Home Phone:     
	[bookmark: Text106]Work Phone:     
	[bookmark: Text107]Ext:     

	[bookmark: Text108]Address:     

	Injury Information

	[bookmark: Text117]Injury Description:      

	Medical Treatment Information

	[bookmark: Check13][bookmark: Check14]Admitted to Hospital?  Yes |_|       No   |_|

	[bookmark: Text122]Facility Name:     

	[bookmark: Text123]Address:     

	[bookmark: Text129]Phone:     
	[bookmark: Text130]Ext:     

	Contact Information: Who should Sedgwick contact about this incident

	[bookmark: Text149]*First Name:      
	[bookmark: Text150]MI:      
	[bookmark: Text151]*Last Name:      

	[bookmark: Text153]*Phone:      
	[bookmark: Text154]Ext:      
	[bookmark: Text155]Email Address:      

	[bookmark: Text144]Comments/Remarks:       


*Indicates a mandatory field that must be completed in order to accept a claim.  However, in order to best process your request, please provide as much information as possible. 
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