United Casualty and Surety Insurance Company
US Casualty and Surety Insurance Company

your .
’ ‘ surety United Surety Insurance Company
/\ solution 303 Congress Street, Suite 502, Boston, MA 02210

Freight Forwarder Broker Bond - Proof of Claim Form

Broker Information

Broker Name:

Bond Number:

Address:

Telephone Number:

Claimant Information (Check One) Shipper Clcarrier ElFactoring co Oother O

Company Name:

Company Address:

Contact Person:

Phone Number:

Email Address:

Is it okay to send correspondence and communicate with you via email? Yes Cno O

Factoring Company (Skip this section if the Factoring Company and the claimant are the same)

Company Name:

Company Address:

Contact Person:

Phone Number:

unitedcasualty.com
(800) 829-2663



United Casualty and Surety Insurance Company

US Casualty and Surety Insurance Company
" l I ‘ : S ngerty United Surety Insurance Company
AN solution 303 Congress Street, Suite 502, Boston, MA 02210

Claim Information

Claim Amount:

Date of Loss (date of delivery):

Commodity:

Description of Loss:

REQUIRED DOCUMENTS TO FILE YOUR CLAIM:

e Commercial Invoice(s) (the shipment must be over 30 days prior to today's date)
e Rate Confirmation with the bond holder

e Broker/Carrier Agreement or Contract

e Collection notices issued to the bond holder

e Other demands for payment against the bond holder

e Signed and dated bill of lading

e Proof of delivery

Please email this form with the required documents to claims@unitedcasualty.com

UCS fully reserves its rights and defenses under the terms of its bond and the applicable law. This reservation of rights shall remain in full force and
effect unless expressly revoked in writing by UCS. Furthermore, please be advised that this correspondence is written for the purpose of investigation
and notification only and should not be construed as a promise to pay any claim in whole or in part.

unitedcasualty.com
(800) 829-2663
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