EMPLOYER (NAME & ADDRESS INCL ZIP)

JURISDIC FION

: JU?ISDI_CTION CLAIM NUMBER

UMBER REPORT PURPOSE CODE

INSURED REPORT NUMBER

SIC CODE EMPLOYER FEIN

POLICY PERIOD

TO

EMPLOYER’S LOCATION ADDRESS (IF DIFFERENT)

CLAIMS ADMINISTRATOR (NAME, ADDRESS & PHONE NO)

HECK IF APPROPRIATE

1| SELF INSURANCE

LOCATION #
PHONE #

POLICY/SELF-INSURED NUMBER

ADMINISTRATOR FEIN

AG!

NAME (LAST, FIRST, MIDDLE)

DATE OF INJURY/LLNESS | TIME OF
CCURRENCE

DATE OF BIRTH SOCIAL SECURITY NUMBER DATE HIRED STATE OF HIRE

ADDRESS (INCL ZIP) SEX MARITAL STATUS OCCUPATION/JOB TITLE

MALE (M) UNMARRIED/SINGLE/DIVORCED (U)

FEMALE (F) MARRIED (M) EMPLOYMENT STATUS

UNKNOWN (U) SEPARATED (S)
PHONE # OF DEPENDENTS

UNKNOWN {K)
RATE PER: MONTH #DAYS WORKED WEEK FULL PAY FOR DAY OF INJURY?
DID SALARY CONTINUE?

LAST WORK DATE

DATE EMPLOYER NOTIFIED | DATE DISABILITY BEGAN

CONTACT NAME/PHONE NUMBER

DID INJURY/LLNESS EXPOSURE OCCUR ON EMPLOYER'S PREMISES?

YES NO
COUNTY WHERE ACCIDENT OR ILLNESS EXPOSURE OCCURRED

ALL EQUiPMEN;F, MATERIALS, OR CHEMICALS EMPLOYEE WAS USING WHEN ACCIDENT
[OR ILLNESS EXPOSURE OCCURRED

SPECIFIC ACTIVITY THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS
FXPOSURE OCCURRED

WORK PROCESS THE EMPLOYEE WAS ENGAGED IN WHEN ACCIDENT OR ILLNESS
EXPOSURE OCCURRED

DIRECTLY INJURED THE EMPLOYEE OR MADE THE EMPLOYEE ILL

HOW INJURY OR ILLNESS/ABNORMAL HEALTH CONDITION OCCURRED. DESCRIBE THE SEQUENCE OF EVENTS AND INCLUDE ANY OBJECTS OR SUBSTANCES THAT

CAUSE OF INJURY CODE

DATE RETURN(ED) TO WORK IF FATAL, GIVE DATE OF DEATH

WERE THEY USED?

WERE SAFEGUARDS OR SAFETY EQUIPMENT PROVIDED?

PHYSICIAN/HEALTH CARE PROVIDER (NAME & ADDRESS) HOSPITAL (NAME & ADDRESS)

INITIAL TREATMENT
NO MEDICAL TREATMENT (0)

MINOR: BY EMPLOYER (1)

MINOR CLINIC/HOSP (2)
EMERGENCY CARE (3)
WITNESSES (NAME & PHONE #) HOSPITALIZED > 24 HRS (4)
FUTURE MAJOR MEDICAL/
LOST TIME ANTICIPATED (5)
DATE ADMINISTRATOR NOTIFIED |DATE PREPARED

PREPARER'S NAME & TITLE

PHONE NUMBER

IAIABC 1A-1 (8/01)




08/11/2005 18:28 FAX 717 691 9401 GALLAGHER BASSET doo3

Immediataly aher an aceldent il cut this form and send to: @
’ ®

GALLAGHER BASSETT SERVICES, INC.

THIS ACCIDENT RESULTED IN:

ACCIDENT REPORT — GENERAL/PRODUCTS LIABILITY | 3 "™

(DD NOT USE FOR AUTD) D FROFERTY DAMAGE QOMLY

[ CLIENT

ADDRESS

ACCIDENT

LOCATION OF LDSS

" OFFICIALS CALLED TO SCENE IF S0, IDENTIFY
D POLICE |_| FIRE DEPT. m AMBULANCE

CLAIMANT (PROPERTY DAMAGE)
'] ADORESS

LOCATION OF PROFERATY

CLAIMANT (RODILY INJURY'
s ADDRESS

QCCURATION DESCRIBE EXTENT OF INJURY

DESCRIPTION OF LOSS

WITNESS
NAME : ADDRESS

NAME ARDRESS

IMPORTANT; HAS THIS AGCIDENT BEEN REPORTED TO OUR LOCAL EMERGENCY ADJUSTER? |:| YES

IF REPORTED, NAME OF FIRM

ADDRESS

DATE ASSIGNED

DATE OF REPORT SIGNATURE AND TITLE



08/11/2005 16:28 FAX 717 691 9401

Immediately after an accident §ill out this form and send te:

GALLAGHER BASSETI' SERVICES,

GALLAGHER BASSET

INC.

" ACCIDENT REPORT, AUTO AND TRUCK

(FOR BODILY INJURY OR DAMAGE TO ANOTHER'S PROPERTY OR FOR DAMAGE TO YOUR VEHICLE)

@oo4

THIS ACCIDENT RESULTED IN:
D BODILY INJURY

2 PROPERTY DAMAGE
{ oMLY

DRIVER HAME i | DATE OF BIRTH
ADORESS
oy STATE =1 STATZ I | DRIVER'S LICENSE MO,
SERIAL HUMAER LK2ENSE MUMBER | WHERE VEHICLE CAN BE SEEN
[ AREA OF DaMmacE + USED POR BUSINESS
[1ves [ wo
ACCIDENT
F.ADES, DCATION (STREET OR HIGHWAY)
WERE POLICE CALLED 10 BCEMEY FOLICE DEPY, CALLED bRIVER ARRESTED | TICKETED
I YES | | NO

INAME OF QFFICER PADNSE HUMBER
STATION ALDREES
CLAIMANT 1 .
COWHER O OTH ADDRESS [<13 ETATE K11 PHONE

| aporess =143 ETATE e PHOME
MAKE OF VERICLE YEAR | MODEL LICEMSE NO. AREA OIF BAMAGE WHERE CAN YEHICLE BE SEEN

}CMIMANT 2
NRERH | ADDRESS [E0G ] srate F PHOME
ADDRESS cny STATE zip FHOME
MAKE OF VEHICLE YEAR | MODEL LICEMSE MO, AREA OF DAMAGE 1| WHERE CAM VEFHLLE BE SEERN
IPRQPHI!T\' DAMAGE—OTHER ‘I'HAN AUTD in. FENCE, CANOPY)
opPROPE | ANDRESS 4]

LOCATION CF PROPERTY

(=124

INFORMATION

ADBRESS

L41k)

&-112

ADDRESS

- “NOTE: PLEASE COMPLETER




03/11/2005 16:28 FAX 717 691 9401

PERSOMS INJURED

GALLAGHER BASSET

[don2

{USE ADDITIONAL SHEET

IF HECESSARY)

D OTHER

UNAME VU AeE | MAME . Al

" ADDRESS PHIINE ADDRESS PHEIME
[#137 STATE 1R Y STATE e
CETUPATION WHERE TAKEN DEEUPATION WHERE TANEM

l:] FATALITY D PEDESTRIAMN D FATALITY l:l PEDESTRIAN

BLEEDING QR
- msmanwwm l:l IN YOUR VEHICLE &ngg!&no\fmumn
l:l UNCOMNSCIOUSNESS D IN CLAIMANT VEHICLE D UNCOMNSCIOUSNESS
MO VISIBLE INJURY — N VISIBLE INJURY —
COMPLAINED OF PAIN COMPLAINED OF PAIN

':I QTHER

D IN YOUR VEHICLE

D IN CLAIMANT VEHICLE

ARDITIOMAL REMARKS

) VEHICLES === 1 iy = = PEDESTRIAM O.., .................
DESCRIBE ACCIDENT "D’ @
ACCIDENT DIAGRAM WDICATE NORTH
BY ARROW
---------------------- "{----------

WHAT STREET WERE YOU QM CLAMAAMT 1 CLAIMAMNT 2

WHAT DIRECTION WERE YOU TRAVELING? CLAIMANT 1 CLAIMAMT 2

WEATHEI-( CONDITIONS TRAFMEC COMBITIOHS

[ ory [wer [T [lrosey [ ] smowy UGHT [ | moDERATE [ Heavy
SPEED LiMIT WERE YO FAMILIAR WITH AHEA . TRAFFIC COMTROLS

| YES [ l HO

THI5 SECTION MUST BE COMPLETED BY SUPERVISOR

IF REPORTED, MAME QF
ADDRESS

1. DO YQU THINK A CLAIM WILL BE MADE AGAINST YOU?

2. IN MY OFINIOM WE ARE AT FAULT FOR THIS ACCIDENT?

IMPORTANT: HAS THIS ACCIDENT BEEM REPORTED TO OUR
LOCAL EMERGEMCY ARJUSTER?

DATE ASSIGNED,

[:] YES
D YES

Cwe
Ll no

[ ves (o

FIRM

DATE OF THIS REFGRT

[ StEMATURE AN TIRE




