FIT Member Information
	Member Number *
	[bookmark: Text1]     

	Member Name *
	     

	Location Address *
	     



Person Completing the Form
	Name *
	     

	Job Title *
	     

	Email Address *
	     

	Phone Number *
	     

	Phone Type:
	[bookmark: Check1]|_| Cell    |_| Work    |_| Other



Member Contact (if different)
	Name
	     

	Phone
	     

	Email
	     



Claim Details
	Claim Type: 
	|_| Workers Compensation    |_| Auto    |_| Liability    |_| Property

	Reporty Type:
	|_| Claim    |_| Report Only

	Date/Time of Incident *
	     



Claimant Information
	Name *
	     

	SSN
	     

	Physical Address *
	     

	Mailing Address (if different)
	     

	Phone *
	     

	Email
	     

	Date of Birth
	     

	Phone Type:
	|_| Cell    |_| Work    |_| Home



Incident Information
	Description of the incident *:

	     

	Where did the incident happen?
	|_| At the location    |_| Other

	If Other, Address/Location?
	     


[image: ]FIT / CCMSI Claim Intake Form
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Workers Compensation (if applicable)
	Job Title of Injured Employee
	     

	Employment Type
	|_| Full Time    |_| Part Time    |_| Seasonal    |_| Volunteer

	Rate of Pay
	     

	Pay Type
	|_| Hourly    |_| Daily    |_| Weekly    |_| Monthly    |_| Semi-Monthly

	Will the employee miss work due to this injury?
	|_| Yes    |_| No

	Was it a fatality?
	|_| Yes    |_| No



Auto (if applicable)
	Who was driving?
	     

	Driver's License Number
	     

	Driver's License State
	     

	Make/Model/Year of Vehicle
	     



Property (if applicable)
	Describe property that was involved:

	     



Treatment
	Did the claimant seek medical treatment?
	|_| Yes    |_| No

	If so, where
	     



Witnesses
	Were there witnesses?
	|_| Yes    |_| No

	Name
	     

	Phone
	     

	Email
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