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ST. VINCENT INSURANCES LTD.
Public Liability Accident Form

Policy No. Claim No.

INSURED

Insured’s Name in full. - cceeececeeoeamerensrinnuiiiiiniaminicaeisicnninarnecaernsss e Tel. NO tveoeeneenoetinnetaiiaiiaananeccsescenionas

Insured’s Private Address. «-coceeeerereaeertoeieeneiaaiiiieretiesrininretansesseresrsnn Tel. NO: ¢revereesnusaresocsssctsacasossencsannnenne

Insured’s Business AdAIess « - crerereerercneeeniuiiiiinanareetsrnr e Faxt I s ssom wesevun eiminie ssivie sipie-rd508 ioiais SRR G5478

Business or Occupation: ............................................................................ E-mail.coovevenememaniiiiiiiiiniiiiaiiiinceneennes

1. LOSS DETAILS

2. State date and time of accident BLe oo eveiniy minsosk iATh EATETS SSRGS S8 (s TN wnerecs i e i shels ERTE ESIHIE HIN S HOL DY

b. State the Premises/Place where accident occurred Dol i i s s ges s e Fcn i s s i S S BT #ewn wine s o

C. lee a dCSCTIptI()n Of [he aCCldent and hOW lt OCCUITCd cAETpTetp—————e Y O o RGO DR L SRRt R
(Please use separate sheet if necessary)

2. ACCIDENT

a.  Give names and addresses of all witnesses, if any. (Indicate | @, «oevvermerommniiiiiiiii e
if its an employee or independent witness)

b. Give names and addresses of injured person, OF WhOSE [D. ccvueviiiimiimiiiiniiniiriiir e
property was damaged.

69 Grenville Street, PO Box 210, Kingstown. St. Vincent. Tel: 784-456-1733 e Fax: 784-456-2225
E-mail: vinsure@caribsurf.com




Give full details of

i.  bodily injuries or illness

ii. loss of or damage to property sustained

Have you received notice of a claim? If yes, verbally or
written?

If verbally, give details or if written, please attach the
correspondence.

INSURANCE
Are there any other insurances in force covering this loss?

If yes, please state name and address of the other company.

.....................................................
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