
18 - 20 le Pollet
St Peter Port

Guernsey, GY1 1WH
CHANNEL ISLANDS

claims@vitacapbenefit.com

1. MEMBER Name ______________________________ Tel No (H) ___________________ (W) ______________________ (Cell)______________________

Home Address ______________________________________________________________________________ Fax _______________________

Business Address ___________________________________________________________________________ E-Mail ____________________

Date of Loss _____ /_____./20 _____ Place _________________________________________________ Time ______________________

Was building occupied _____ If No how long was it unoccupied ____________________________________________________

When was the loss reported to police ? Date  _____/_______/20______ Time _________________________________________________

To which Police Station was the report made ________________________

Who reported to the Police ________________________________________ Copy of Police Report Attached _________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Please detail extent of damage to buildings/vehicles (N.B.) Property schedule needs to be completed overleaf

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Drivers Signature_______________________________________________________________________________________________________

Name ______________________________ Address _______________________________________________ Tel No  ____________________

Extend and description of damage to their property damage ________________________________________________________________

________________________________________________________________________________________________________________________

Do you know who their insurers are (Yes/No)  If Yes _________________________________________________________________________

FGC002/17/5.1

GENERAL CLAIM FORM

             
3.YOUR 

ACCOUNT 
OF 

INCIDENT

            
4.DAMAGE 
OR INJURY

           
5.DAMAGE 
TO OTHER 
PEOPLE'S 

PROPERTY

               
2.DATE 
TIME & 

PLACE OF 
LOSS OR 
POLICE 
REPORT

Name &                                                                                                             
Force No of Officer ___________________________________

SOME QUESTIONS MAY NOT APPLY TO YOUR SPECIFIC LOSS. IF SO PLEASE INDICATE N/A (NOT APPLICABLE)                                                    
ACCEPTANCE OF THIS FORM IS NOT AN ADMISSION OF LIABILITY BY THE PRINCIPLE.                                                                                                                     

ALL CLAIMS WILL BE ASSESSED AND

mailto:claims@vitacapbenefit.com


STATEMENT OF CLAIM - Please note that all columns must be completed
DATE AND PLACE OF PURCHASE REPLACEMENT PRICE

TOTALS
I DECLARE ALL INFORMATION HEREIN TO BE TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF.

Name in Full______________________________________________________ Date ______________________________________________________________

Signature ________________________________________________________ Address ___________________________________________________________

IF FUNDS ARE TO BE TRANSFERRED DIRECTLY INTO MY ACCOUNT STATE:

Bank Name________________________ Branch ______________________Acc Name___________________________ Acc No ___________________________

Signature ________________________________________________________

FOR OFFICE USE ONLY

CONSULTANT  ____________________________________________MEMBERSHIP NO _______________________________CLAIM NO _____________________

EFFECTIVE DATE OF BENEFIT_________________________________________ RENEWAL DATE____________________ BENEFIT $________________________

MEMBERSHIP FEE PAID (YES/NO)______________ DATE PAID ______________________________

ESTIMATE  ____________________________________________ EXCESS ____________________________________________

FGC002/17/5.1

DESCRIPTION OF ARTICLE                                                                             
(PLEASE STATE SERIAL NO'S OR ANY OTHER IDENTIFYING MATKS)
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