FREEMAN

Claim Reporting Form

For General Liability (GL), Care Custody Control (CCC), Motor Cargo (MC) Claims
TODAY’S DATE:





 TIME:



                                                                                               
CLAIMANT INFORMATION

NAME: 
ADDRESS: 
TELEPHONE:



EMAIL: 


  FAX:                                                                                           
CLAIM INFORMATION
DATE OF ACCIDENT/LOSS:  




   TIME OF ACCIDENT/LOSS:
EXHIBITING FIRM NAME:






     BOOTH #: 

SHOW NAME:  






    SHOW DATES:
CITY/STATE/COUNTRY WHERE SHOW TOOK PLACE:  
Describe how loss occurred and damage estimate determined: 
	

	

	

	

	

	

	

	


Claim Type:           Shortage      Damage       Concealed Shortage       Concealed Damage 
ITEMIZED STATEMENT OF SHORTAGE OR DAMAGE

	Description
	Weight
	Sub-Total

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	Total claim amount:
	


Carrier Name:                                                         
Waybill #:
CLAIM MUST BE SUPPORTED BY ONE DOCUMENT FROM EACH CATEGORY BELOW.  FAILURE TO INCLUDE SUFFICIENT DOCUMENTATION WILL DELAY PROCESSING OF CLAIM.

DOCUMENTATION OF SHIPMENT:




DOCUMENTATION OF RECEIPT:

      
COPY OF BILL OF LADING




       
PROOF OF DELIVERY/SIGNED FREIGHT BILL

      
COPY OF COMPLETED FREEMAN
MATERIAL HANDLING AGREEMENT        
DOCUMENTATION OF VALUE/AMOUNT CLAIMED:


DOCUMENTATION THAT LOSS/DAMAGE OCCURRED:

      
ORIGINAL PURCHASE INVOICE/



       
SHOWSITE INCIDENT REPORT

OR PHOTOCOPY

       
ORIGINAL REPAIR INVOICE/

 


Witness’ Name:  





Witness’ Telephone:  

Witness’ Address:   




 
Witness’ Email:  

Was an agency called, i.e. police, fire, or medical?       Yes       No  
If so, agency called:  




Agency report number:                                               
REMARKS: 












































PREPARER’S NAME: 













PREPARER’S SIGNATURE: 






 DATE: 




For Freeman use only:                                                                                                                                Revised 11-2009





Type of Claim:   ___CCC Fast Track   ___CCC  ___GL  ___GL Fast Track     ___MC





Location code:  





Date of Loss:  





Job #:                    ________________                 





IN ORDER TO SUBMIT YOUR CLAIM, YOU MUST FIRST COMPLETE THIS CLAIM FORM.  THEN FAX THE COMPLETED FORM AND SUPPORTING DOCUMENTATION TO:


Fax 817-385-0983
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