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Registered Office
13 Stanmore Avenue, PO Box 837
Port of Spain, Trinidad & Tobago
(t) +1 868 623 2266
(f) +1 868 623 9900
info@beacon.co.tt
beacon.co.tt

THIRD PARTY CLAIM REPORT

PLEASE ANSWER EACH OF THESE QUESTIONS COMPLETELY

THIRD PARTY PROPERTY DAMAGE

Name__________________________________________________________________________  Vehicle no: _ ____________________

Address:_ ______________________________________________________________________  Phone no: ______________________

Occupation: ____________________________________________________________________________________________________

Insurer:_ __________________________________________________________  VAT registration:______________________________

Name of driver:_ ________________________________________________________________________________________________

Address:_ ______________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Phone no:_ ______________  Driver’s licence no: ________________ Issue date: ________________ Expiry date: ________________

Date of accident:_______________________  Time:_ ___________________________ Reported: ______________________________

Accident location: _______________________________________________________________________________________________

Police station: ______________________________________________  Officer: _____________________________________________ 	

Details of damage: ______________________________________________________________________________________________

THIRD PARTY PERSONAL INJURY

Name of injured:_ _______________________________________________________________  Phone no: _____________________

Address:_ ______________________________________________________________________________________________________

_______________________________________________________________________________________________________________ 	

Occupation:_ ________________________________________________________________________  Age: ______________________

Details of injury: _ _______________________________________________________________________________________________
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DETAILS OF ACCIDENT

_______________________________________________________________________________________________________________ 	

_______________________________________________________________________________________________________________ 	

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________ 	

_______________________________________________________________________________________________________________ 	

_______________________________________________________________________________________________________________ 	

Claimant’s signature:_ _____________________________________________________________ Date:_________________________

SKETCH:  Please make a rough sketch of the accident location showing the direction of vehicles and where applicable 
the positions of traffic lights, signs, warnings etc.

THE COMPLETION OF THIS FORM IS IN NO WAY AN ADMITTANCE OF LIABILITY BY THE BEACON INSURANCE COMPANY 
LIMITED OR ITS POLICY HOLDER

FOR OFFICIAL USE ONLY

Name of insured: _________________________________________________________________ Vehicle no: ___________________

Policy no:____________________________________________________ Period: _____________________ To: ___________________

Name of driver__________________________________________________________________________ Age: ___________________

Driver’s licence no:_ ___________________________  Issue date:________________________  Expiry date: ____________________


	Name: 
	Vehicle no: 
	Address: 
	Phone no: 
	Occupation: 
	Insurer: 
	VAT registration: 
	Name of driver: 
	Address 1: 
	Phone no_2: 
	Drivers licence no: 
	Issue date: 
	Expiry date: 
	Date of accident: 
	Time: 
	Reported: 
	Accident location: 
	Police station: 
	Officer: 
	Details of damage: 
	Name of injured: 
	Phone no_3: 
	Address 1_2: 
	Occupation_2: 
	Age: 
	Details of injury: 
	DETAILS OF ACCIDENT: 
	Date: 
	the positions of traffic lights signs warnings etc: 
	Name of insured: 
	Vehicle no_2: 
	Policy no: 
	Period: 
	To: 
	Name of driver_2: 
	Age_2: 
	Drivers licence no_2: 
	Issue date_2: 
	Expiry date_2: 
	Details1: 
	Details2: 
	Details3: 
	Details4: 
	Details5: 
	Address2: 
	Address12: 


