Insured’s Name

[]ﬁn INSURANCE MANAGEMENT (BAHAMAS)LIMITED | 1 Driver

Third Party Statement of Claim

VEHICLE OWNER
Full Name: Postal Address:
Occupation: Street Address:
Employer: Business Address:
Business Phone: Home Phone:
VEHICLE
License No: Year: Make: Model:
Serial No:

Area Damaged:
Is the vehicle mobile?  Yes [] No [] If No. Location:
Name of Insurer: Policy No:
DRIVER
Full Name: - Postal Address:
Occupation: Street Address:
Employer: Business Address:
Business Phone: Home Phone:
Driver No. License Expiry:
Doses the driver hold a policy of insurance for another vehicle? Yes [_] No []
If Yes, Insurer Policy

PASSENGER IN YOUR VEHICLE

Name:

Age:

Phone No:

Were they wearing a seat belt? [lYes [_INo Yes[ ] No[ ] Yes[ ]

No[ ]




ACCIDENT DETAILS

Date: Time: __ am/pm Weather:

Location of Accident:

Did the Police attend?  Yes[ ] No ] If yes, Name and Number
Was accident reported to Police? Yes [ ] No []

if “Yes”, state: Station, Officers Name, Number & Date Reported =

i

Were you served with a Notice of intended Prosecution? Yes [] [ INo if Yes, provide copy of same
ACCIDENT DESCRIPTION ACCIDENT SKETCH

N

WITNESSES ( Not Passengers in your vehicle)

Name:

Phone No:

Employer:

INJURIES

Name:

Age:

Nature of Injury:

{ hereby declare that the contents of this statement are true and correct.

Owner Signature: . Date:

Driver Signature:




