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Iﬁﬁ:

NAME OF CLAIMANT: Icuummrs CLAIM NUMBER:
|CLAIMANT PHONE NO.: 'CLAIMANT FAX NO.: CLAIMANT EMAIL ADDRESS:

ADDRESS OF CLAIMANT: (STREET, CITY, STATE, ZIPCODE)

PAID FREIGHT BILL (PRO) NUMBER:

CLAIM FOR: (CIRCLE ONE)
LOSS / DAMAGE

[NAME OF SHIPPER:

IADDRESS OF SHIPPER: (STREET, CITY, STATE, ZIPCODE)

[NAME OF CONSIGNEE:

|ADDRESS OF CONSIGNEE: (STREET, CITY, STATE, ZIPCODE)

DESCRIPTION OF SHIPMENT: -

SHIPPED FROM CITY: (CITY, STATE]

SHWPPED TO CITY: (CITY, STATE) IFINAL DESTINATION: (CITY,STATE)

BILL OF LADING ISSUED BY:

DATE OF BILL OF LADING:

DETAILED STATEMENT SHOWING HOW AMOUNT CLAIMED IS DETERMINED
(Number and description of articles, nature and extent of loss or damage, invoice price of articles, amount of daim, elc.)

TOTAL AMOUNT CLAIMED:

JREMARKS:

N ADDITION TO THE INFORMATION GIVEN ABOVE, THE FOLLOWING DOCUMENTS ARE SUBMITTED IN SUPPORT OF THIS CLAIM:

( ) ORIGINAL OR CERTIFIED COPY BILL OF LADING.
( ) ORIGINAL OR CERTIFIED COPY PAID FREIGHT "EXPENSE" BILL.

( ) ORIGINAL INVOICE OR CERTIFIED COPY.

( ) OTHER PARTICULARS OBTAINABLE IN PROOF OF LOSS OR DAMAGE CLAIMED.

THE FOREGOING STATEMENT OF FACTS IS HEREBY CERTIFIED TO AS CORRECT.

{CLAIM PREPARED BY)

(SIGNATURE OF CLAIMANT)

Satellite Air-Land Motor Service, Inc.
1400 N. Mittel Blvd., Wood Dale, IL 60191
630-594-2700 (phone) 630-594-2711 (fax)

www.satellitemotorservice.com





