
Owners name: _____________________________________________ Birth date: _________________________ 

Address: _____________________________________City: _______________ State: ________ Zip: __________

Contact numbers
Home: _________________________ Work: _______________________ Other/cell _______________________

Married or Single: _______ if married, spouse name: _________________________________________________

Name of insurance company: ________________________________ Policy number: ______________________ 

Agents Name: _________________________ Agents address: _________________________________________ 

City: _________________State: _________ Zip: ___________ Phone: ___________________________________

Describe the property for which this claim is being made: ______________________________________________ 

_____________________________________________________________________________________________ 

Describe damage: ______________________________________________________________________________ 

_____________________________________________________________________________________________

Make: _______________ Model: ______________ Year: _________ License number: ___________ State: ______ 

Drivers name: __________________________________ Drivers Birth date: _______________________________ 

Address: ___________________________________ City: _____________ State: ________ Zip: ______________

Contact numbers:
Home: ________________________ Work: _________________________ Other/cell _______________________

Married or Single: ________ If married, spouses name: ________________________________________________

Central Washington Asphalt
PROPERTY DAMAGE CLAIM FORM

Auto Damage   Windshield Damage   Other Property Damage

*For proper and timely consideration, please complete all applicable sections.

If claim is being made for property damage:

If claim is being made for vehicle damage:

Continued on back for both vehicle and property damage



Exact location/address of incident: _________________________________________ City: _______ State: ______ 

Date of Incident: _________________________ Time of incident: ________________________ A.M. or P.M. 

Company name on vehicle or truck: ________________________________________________________________ 

Vehicle/truck number: ________________ License number: _________________ Trailer Number______________ 

Vehicle/truck drivers name: ______________________________________________________________________ 

Other identifying information: ____________________________________________________________________ 

Were you or anyone with you injured? _________________

Names and phone numbers of those injured:    _______None

Name: _________________________________________ Phone: ________________________________________

Name: _________________________________________ Phone: ________________________________________ 

Names and phone numbers of witnesses:         _______None

Name: ________________________________________ Phone: _________________________________________

Name: ________________________________________ Phone: _________________________________________

Describe the incident in detail (include direction of travel and other important information)

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

If necessary diagram incident

Total amount you are asking to receive for this claim (attach two estimates): $__________________

Please attach photos or any other information pertaining to the claim.

When and where can the property or vehicle be inspected? _____________________________________________

Please be aware that claims may take up to four weeks to process and respond to.

Signature of Claimant: __________________________________________ Date: ___________________________

Please return claim form via mail to:  Propel Claims -  P O Box 2940  Tacoma, WA 98401-2940


	Auto Damage: Off
	Windshield Damage: Off
	Other Property Damage: Off
	Owners name: 
	Birth date: 
	Address: 
	City: 
	State: 
	Zip: 
	Home: 
	Work: 
	Othercell: 
	Married or Single: 
	if married spouse name: 
	Name of insurance company: 
	Policy number: 
	Agents Name: 
	Agents address: 
	City-0: 
	State-0: 
	Zip-0: 
	Phone: 
	Textfield: 
	Textfield-0: 
	Make: 
	Model: 
	Year: 
	License number: 
	State-1: 
	Drivers name: 
	Drivers Birth date: 
	Address-0: 
	City-1: 
	State-2: 
	Zip-1: 
	Home-0: 
	Work-0: 
	Othercell-0: 
	Married or Single-0: 
	If married spouses name: 
	Exact locationaddress of incident: 
	City-2: 
	State-3: 
	Date of Incident: 
	Time of incident: 
	Company name on vehicle or truck: 
	Vehicletruck number: 
	License number-0: 
	Trailer Number: 
	Vehicletruck drivers name: 
	Other identifying information: 
	Were you or anyone with you injured: 
	Names and phone numbers of those injured: 
	Name: 
	Phone-0: 
	Name-0: 
	Phone-1: 
	Names and phone numbers of witnesses: 
	Name-1: 
	Phone-2: 
	Name-2: 
	Phone-3: 
	Textfield-1: 
	Total amount you are asking to receive for this cl: 
	When and where can the property or vehicle be insp: 
	Box 2940 Tacoma WA 984012940_RB: Off


