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LIABILITY CLAIM FORM                                               



PART 1:  INSURED & GST DETAILS

	Policy Number:     

	Insured Name:     

	Business Address:     






































































State:
     


Postcode:     

	Postal Address:       





































































   State:
     


Postcode:     

	Telephone Numbers (include STD):   Home:     















  Business:     

            


Mobile:      

	Fax (include STD):     












































Email Address:      

	Are you registered for GST Purposes? 
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   
What is your ABN?     

	Have you claimed or do you intend to claim an input tax credit on the GST applicable to the premium for this Policy?
Yes FORMCHECKBOX 
  No FORMCHECKBOX 


	Is the amount you claimed or intend to claim less than 100% of the GST applicable to the premium for this Policy?    Yes  FORMCHECKBOX 
  No FORMCHECKBOX 


	If Yes, specify the percentage amount claimed or that you intend to claim:
     %




PART 2:  CLAIMANT

	Name:     

	Address:                                                                                                    State:       Postcode:      

	Postal Address:                                                                                         State:       Postcode:      

	Telephone Numbers (include STD):  Home:                    Business:                            Mobile:     

	Fax: (include STD):                                              Email Address:     

	Claimant’s Date of Birth (where applicable):     




PART 3:  DETAILS OF THE LOSS OR ACCIDENT 

	When did the loss/accident occur?     

	Where did the loss/accident occur?     

	When was the loss/accident first reported to you?     

	Provide a brief description of the loss/accident: 

	     




PART 4:  INJURIES 

	Were any persons injured in the loss/accident? Yes  FORMCHECKBOX 
 
No  FORMCHECKBOX 
 If Yes, advise their names, addresses and the nature of their injuries:

	     




PART 5: PROPERTY DAMAGE 

	Was any property damaged in the loss/accident? Yes  FORMCHECKBOX 
 
No  FORMCHECKBOX 
 If Yes, describe the property damaged and its approximate value:

	     




PART 6:  POLICE INVOLVEMENT AND WITNESSES 

	Was the loss/accident reported to or attended by Police?
 Yes  FORMCHECKBOX 




 No  FORMCHECKBOX 
 

	If Yes, advise Officer Name and Station:      

	Is Police action pending?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
  If Yes, give details below:

	Advise Name, Address and Phone Numbers of any witnesses:

	     




PART 7:  CLAIMS RECEIVED AGAINST INSURED 

	Have any claims been made against you? Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 if Yes, give details:

	     




PART 8:  ADDRESS FOR CORRESPONDENCE

	Please forward all claims and other relevant correspondence to:

Transcorp Underwriting Agency Pty Ltd,

PO Box 12203,

George St,

Brisbane. Qld. 4003






PART 9:  PRIVACY NOTICE 

We (Transcorp and the Insurer) are committed to complying with the principles of the Privacy Act 1988 (Cth) concerning the collection, use and management of personal information about individuals.

We will collect and use the personal information to arrange Your cover and administer and manage Your and Our rights and obligations in relation to it.

We disclose personal information to third parties who We believe are necessary to assist Us and them in providing the relevant services and products. For example We provide it to – Our staff, contractors and agents such as legal firms, accountants, actuaries, loss adjustors and claims investigators, doctors and other medical service providers; insurers, reinsurers, and insurance brokers; insurance or credit reference bureaus; Your agents and Your employer. We also provide it to others for purposes of public safety and law enforcement and to pursue Our rights of subrogation.

We limit the use and disclosure of any personal information provided by Us to them to the specific purposes We supplied it.

If You would like a copy of Our Privacy Policy, wish to opt-out of receiving marketing material We send or wish to access to or correct the personal information We have collected or disclosed about You then contact Us (see contact details on this document).

When You give Us personal information about other individuals, We rely on You to have made or make them aware that You will or may provide their information to Us and the types of third parties We may provide it to, the relevant purposes We and the third parties will use it for, and how they can access it. If it is sensitive information We rely on You to obtain their consent on these matters. If You have not done or will not do either of these things, You must tell Us before You provide the relevant information.

 PART 10: DECLARATION

The making of this claim will affect your premium on next policy renewal.
All communications or correspondence in relation to this accident must be immediately forwarded to us unanswered.

I/We declare that the information given on this form is true and correct to the best of my/our knowledge and that no information relevant to this claim has been withheld. 
I/We also give my/our consent to the use of any supporting documentation required by you in the investigation, acceptance or settlement of the claim. 
Insured’s Signature…………………………………………………………… Date      /        /20       ……….am/pm
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space to fully answer any question – attach separate document.


Tick appropriate response to Yes � FORMCHECKBOX �� No� FORMCHECKBOX ��  Questions.





Enquiries, Confirmation Facility and Complaints


If for any reason You wish to make an enquiry about Your policy, obtain confirmation of any policy transaction or have cause for complaint please contact us on –


Phone: 07 3503 3100 or Fax: 07 3503 3101














