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Description automatically generated]General Liability Intake Form

	[bookmark: Text1]*Client/Company Name:      


	[bookmark: Text2]*Contract Number:      


	Reporter Information

	[bookmark: Text3]*First Name:      
	[bookmark: Text4]*Last Name:      

	[bookmark: Text5]Title:      
	[bookmark: Text6]*Email:      
	[bookmark: Text7]Phone:      

	Company/Location Information

	[bookmark: Text8]Location Number:      
	[bookmark: Text10]*Location Name:      

	[bookmark: Text9]Street Address:      

	[bookmark: Text11]City:      
	[bookmark: Text12]State:      
	[bookmark: Text13]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: Check4]PM      |_|

	[bookmark: Text18]*Date Employer Notified:        
	

	[bookmark: Text19]*Incident Description:        

	Incident Location Information  (If different from above)

	[bookmark: Text20]*Incident Location Name:        

	[bookmark: Text21]Street Address:        

	[bookmark: Text22]City:        
	[bookmark: Text23]State:        
	[bookmark: Text24]Zip Code:        

	Authority Information

	[bookmark: Text25]Authority Name:        
	[bookmark: Text26]Phone:        
	[bookmark: Text27]Ext:        

	[bookmark: Text28]Authority Report Number:        

	Property Information (if property involved)

	[bookmark: Text29]Property Description:       

	[bookmark: Text30]Damage Description:        

	[bookmark: Text31]Damage Estimate Amount:        

	Owner Information

	[bookmark: Dropdown1]Owner Type: 

	[bookmark: Text32]Name:       

	[bookmark: Text33]Street Address:        

	[bookmark: Text34]City:        
	[bookmark: Text35]State:       
	[bookmark: Text36]Zip Code:        

	[bookmark: Text37]Phone:        
	[bookmark: Text38]Ext:        

	Other Insurance Information

	[bookmark: Text39]Carrier:        
	[bookmark: Text40]Phone Number:       

	Involved/Injured Party Information (if injury involved)

	[bookmark: Text41]First Name:       
	[bookmark: Text42]MI:       
	[bookmark: Text43]Last Name:       

	[bookmark: Text44]Home Phone:       

	[bookmark: Text46]City:       
	[bookmark: Text47]State:        
	[bookmark: Text48]Zip Code:       

	[bookmark: Text49]Date of Birth:       
	[bookmark: Dropdown2] Gender  

	[bookmark: Dropdown3]Marital Status:  
	[bookmark: Dropdown4]Relationship to Client: 

	Injury Information

	[bookmark: Text50]Injury Description:      

	Medical Treatment

	[bookmark: Check5][bookmark: Check6]Admitted to Hospital?     Yes    |_|      No     |_|

	[bookmark: Text54]Hospital / Clinic Name:       

	[bookmark: Text55]Complete Address:       

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

	[bookmark: Dropdown5]Transportation Type:   

	Witness Information

	[bookmark: Text61]Name:       

	[bookmark: Text62]Address:        

	[bookmark: Text66]Phone:       

	Contact Information (who should Sedgwick contact about this

	*First Name:       
	[bookmark: Text68]MI:      
	[bookmark: Text69]*Last Name:      

	[bookmark: Text70]*Phone:      
	[bookmark: Text71]Ext:      
	[bookmark: Text72]Email Address:      

	[bookmark: Text67]Comments/Remarks:       
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