Accident Claim Notification Receipt

Date: [Insert Date]
Claim Number: [Insert Claim Number]
Insured Name: [Insert Insured Name]

Address: [Insert Address]

Details of the Accident
Date of Accident: [Insert Date of Accident]
Location of Accident: [Insert Location of Accident]

Description of Incident: [Brief Description of Incident]

Documentation Submitted

e Police Report

e Medical Reports

e Photos of the scene
o Witness Statements

Next Steps

Your claim is being reviewed. You will receive further communication regarding the status of
your claim within [Insert Timeframe].

Should you have any questions, please contact our claims department at [Insert Contact
Information].

Thank you,

[Insurance Company Name]



