Form recommended by the
Mutual Fire Insurance Assn. of N. E, Inc.

INSURED'S STATEMENT AND CLAIM FORM
THEFT-BURGLARY LOSS

(Please Answer ALL Questions)

NAME: TELEPHONE NO:

ADDRESS: CITY: STATE: ZIP:
SPOUSE'’S

OCCUPATION: OCCUPATION:
SPOUSE’S

EMPLOYER: EMPLOYER:

DATE OF LOSS: TIME: LOSS LOCATION:

THEFT FROM: PRIVATE DWELLING [] AuUTO [J APARTMENT [] OTHER [] EXPLAIN—

IF THEFT FROM AUTO, WAS AUTO FULLY LOCKED? YES [ w~o [

DESCRIBE CIRCUMSTANCES OF LOSS IN DETAIL:

METHOD OF ENTRY USED:

VISIBLE SIGNS OF FORCED ENTRY? YES [J No [] EXPLAIN:

DESCRIBE ANY DAMAGE DONE TO PROPERTY:

DESCRIBE PROTECTIVE DEVICES (IF ANY)

IF SAFE INVOLVED, MANUFACTURERS NAME, NUMBER AND SIZE:

DESCRIBE VISIBLE SIGNS OF ENTRY INTO SAFE:

LOSS REPORTED TO POLICE? YES [J NO [ WHEN? WHERE?

DID POLICE INVESTIGATE AT L0sS? YES [J No [J IF YES, OFFICERS NAME:

POLICE DEPARTMENT AND PRECINCT:

HAVE YOU EVER SUSTAINED OTHER THEFT LOSSES: YES O ~o O

IF YES TO ABOVE, GIVE DATES AND AMOUNTS:

SIGNED: (INSURED)
SIGNED: (INSURED)
DATE SIGNED

Form 3942

o



INSURED'S STATEMENT OF CLAIM

ARTICLE®* WHERE WHEN PAID BY VALUE
QUANTITY Complete description, model number, PURCHASED PURCHASED (check, cash, COST DEPRECIATION TIME C
serial number, brand name, etc. MO. - YEAR charge, etc) LOSS

* ATTACH AVAILABLE RECEIPTS OR OTHER EVIDENCE OF OWNERSHIP:

INSURED'S SIGNATURE: DATE: .4.0._‘>_.m“

- INSURED’S SIGNATURE:

L3




	NAME: 
	TELEPHONE_NO: 
	ADDRESS: 
	CITY: 
	STATE: 
	ZIP: 
	OCCUPATION: 
	OCCUPATION0: 
	EMPLOYER: 
	EMPLOYER0: 
	DATE_OF_LOSS: 
	TIME: 
	LOSS_LOCATION: 
	AUTO: Off
	APARTMENT: Off
	Textfield: 
	EXPLAIN: Off
	EXPLAIN0: 
	NO: Off
	ChkBox: Off
	Textfield0: 
	METHOD_OF_ENTRY_USED: 
	NO0: Off
	EXPLAIN1: Off
	EXPLAIN2: 
	DESCRIBE_ANY_DAMAGE_DONE_TO_PROPERTY: 
	DESCRIBE_PROTECTIVE_DEVICES_IF_ANY: 
	IF_SAFE_INVOLVED_MANUFACTURERS_NAME_NUMBER_AND_SIZ: 
	DESCRIBE_VISIBLE_SIGNS_OF_ENTRY_INTO_SAFE: 
	NO1: Off
	WHEN: Off
	WHEN0: 
	WHERE: 
	NO2: Off
	IF_YES_OFFICERS_NAME: Off
	IF_YES_OFFICERS_NAME0: 
	POLICE_DEPARTMENT_AND_PRECINCT: 
	NO3: Off
	ChkBox0: Off
	Textfield1: 
	Textfield2: 
	SIGNED: 
	SIGNED0: 
	DATE_SIGNED: 
	Textfield3: 
	Textfield4: 
	Textfield5: 
	Textfield6: 
	Textfield7: 
	Textfield8: 
	Textfield9: 
	Textfield10: 
	Textfield11: 
	Textfield12: 
	Textfield13: 
	Textfield14: 
	Textfield15: 
	Textfield16: 
	Textfield17: 
	Textfield18: 
	Textfield19: 
	Textfield20: 
	Textfield21: 
	Textfield22: 
	Textfield23: 
	Textfield24: 
	Textfield25: 
	Textfield26: 
	Textfield27: 
	Textfield28: 
	Textfield29: 
	Textfield30: 
	Textfield31: 
	Textfield32: 
	Textfield33: 
	Textfield34: 
	Textfield35: 
	Textfield36: 
	Textfield37: 
	Textfield38: 
	Textfield39: 
	Textfield40: 
	Textfield41: 
	Textfield42: 
	Textfield43: 
	Textfield44: 
	Textfield45: 
	Textfield46: 
	Textfield47: 
	Textfield48: 
	Textfield49: 
	Textfield50: 
	Textfield51: 
	Textfield52: 
	Textfield53: 
	Textfield54: 
	Textfield55: 
	Textfield56: 
	Textfield57: 
	Textfield58: 
	Textfield59: 
	Textfield60: 
	Textfield61: 
	Textfield62: 
	Textfield63: 
	Textfield64: 
	Textfield65: 
	Textfield66: 
	Textfield67: 
	Textfield68: 
	Textfield69: 
	Textfield70: 
	Textfield71: 
	Textfield72: 
	Textfield73: 
	Textfield74: 
	Textfield75: 


