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New Claim Assignment
NOTE:
Send Dec Page with form & complete, at least, the required sections marked with an*

Send via email:  wasi@thewrcgroup.com; fax: 608-442-5029
Company Info:

*Company Name:  Sugar Creek Mutual Insurance Company

*Reinsurance Contract #:  161
*Date Reported to Company:     /    /     
Time:         A.M. FORMCHECKBOX 
    P.M. FORMCHECKBOX 

*Policy Number:       

Insured Info:
	Insured(s) Name:
	
	Address:

	*     
	
	*     

	
	

	*Best Phone # To Be Reached At:
	
	Alternate Phone #:
	Best Time To Call:

	(   )    -    
 FORMCHECKBOX 
Cell  FORMCHECKBOX 
Home  FORMCHECKBOX 
Work
	
	(   )    -    
 FORMCHECKBOX 
Cell  FORMCHECKBOX 
Home  FORMCHECKBOX 
Work
	     
A.M. FORMCHECKBOX 
    P.M. FORMCHECKBOX 


	Email:
	     


Loss Info:
*Date of Loss:     /    /     
or
*Estimated Date of Loss:     /    /     
Time:         A.M. FORMCHECKBOX 
   P.M. FORMCHECKBOX 

*Description of Loss:       

Injury / Damage Description:       

Location of Loss:       

Owner of Loss Location:       

Estimated Amount of Loss/Damage:       

Claimant Info:
	Claimant’s Name:
	
	Address:

	     
	
	     

	
	

	Best Phone # To Be Reached At:
	
	Alternate Phone #:
	Best Time To Call:

	(   )    -    
 FORMCHECKBOX 
Cell  FORMCHECKBOX 
Home  FORMCHECKBOX 
Work
	
	(   )    -    
 FORMCHECKBOX 
Cell  FORMCHECKBOX 
Home  FORMCHECKBOX 
Work
	     
A.M. FORMCHECKBOX 
    P.M. FORMCHECKBOX 


	Email:
	     

	
	

	Relationship to Insured:
	     

	Injured Resident of Household?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    FORMCHECKBOX 
Unknown

	 FORMCHECKBOX 
Full-time employee
	 FORMCHECKBOX 
Part-time employee
	 FORMCHECKBOX 
Half-time employee

	 FORMCHECKBOX 
Exchange labor
	 FORMCHECKBOX 
Guest
	 FORMCHECKBOX 
Unknown

	 FORMCHECKBOX 
Other (explain):       



Other Claimant - Specific Info:
     
Witness Info:
	Witness Name:
	
	Address:

	     
	
	     

	
	

	Best Phone # To Be Reached At:
	
	Alternate Phone #:
	Best Time To Call:

	(   )    -    
 FORMCHECKBOX 
Cell  FORMCHECKBOX 
Home  FORMCHECKBOX 
Work
	
	(   )    -    
 FORMCHECKBOX 
Cell  FORMCHECKBOX 
Home  FORMCHECKBOX 
Work
	     
A.M. FORMCHECKBOX 
    P.M. FORMCHECKBOX 


	Email:
	     


Comments:

------------------------------------------------------------------------------------------------------------------------------------

Mutual Subrogation: (subrogation of 1st party claim):
Yes: FORMCHECKBOX 

Maybe: FORMCHECKBOX 

Potential Responsible Party:       

If yes, has 1st party claim been paid?  $      amount   /   $      deductible amount
Comments:
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