
	CTK Request for Loss Information


Please fax back to CTK Insurance (714) 779-4129

Insured’s Information:
	Date of Request:
	     

	Insured’s Name:

(Company Name)
	     

	Address:
	     

	Phone
	     

	E-Mail
	     

	Contact Name
	     


Loss Runs Requested for:
	Policy Number:
	     
	Coverage Periods:  
	     

	Type of Coverage (G/L, Work Comp):      

	
	
	
	

	Policy Number:
	     
	Coverage Periods:
	     

	Type of Coverage (G/L, Work Comp):      

	
	
	
	

	Policy Number:
	     
	Coverage Periods:
	     

	Type of Coverage (G/L, Work Comp):      


Reported By:_____________________________  Date:_______________________
12/04


