Adelaide Office

PO Box 309 Kent Town SA 5071
Phone: (08) 8291 2300

176 Fullarton Road Dulwich SA 5065

Sydney Office

Level 1, 401 Pacific Highway
Artarmon NSW 2064

PO Box 833 Artarmon NSW 1570

Fax: (08) 8333 0034
DX: 426

GENERAL

INSURANCE
Millennium Underwriting Agencies Pty Ltd
ABN: 38 079 194 095

AFSL: 246721

Phone: 1300 789 642
Fax: 02 9437 9066

MACHINERY/FUSION INSURANCE CLAIM FORM

Client Details
Are you registered for GST purposes?

What is your ABN?

No L Yes [ If yes, will you be claiming an amount less

Are you entitled to claim an input tax credit for repairs or rep

Agent/Broker:
Policy Number:

Name of Insured:

No L Yes L If yes, will you be claiming and amount less than 100%?

Have you claimed, or intend to claim an input tax credit on the GST component of the premium applicable to this policy?

No U ves U1

If yes, specify amount claimed? %

than 100%?

lacement of the item that has been lost or damaged?

No U ves U1

If yes, specify amount claimed? %

Due Date:

Claim Number:

Address:

Contact Number: Private:

Facsimile:

Email Address:

Business:

Mobile:

Location of equipment:

0 Yes

Insurer:

O No

If yes, please give details

Are there any other insurances in force which would cover this loss in whole or in part?

Policy No:

Incident Details
Date of the incident: / /
Description of item:

Details of item:
Make:
Model:
Year of Manuf.:

Type:

HP/KW:

Serial No.:




Incident Details (continued)
What happened?

Is there any other loss from this incident?
L yves [ No Ifyes, please give details

Invoice Total: $

Amount Claimed: $

Name of Repairer:

Did the repairer travel to your premises?
L yves [ No Ifyes, please advise distance travelled

Km(s)

Declaration and Authorisation

The information and answers given above are true in every detail. No information has been withheld.

I understand that the claim may be refused if information is withheld or false, misleading, untrue or concealed.

I authorise that Millennium Underwriting Agencies Pty Ltd give to and obtain from other insurers, insurance reference
bureaus and credit reporting agencies any information relating to the Insured’s credit or insurance history as well as
insurance claims information obtained during the course of this contract.

Signature of insured Date

PLEASE CHECK THAT THIS FORM HAS BEEN FULLY COMPLETED AS ANY OMISSIONS MAY DELAY YOUR CLAIM.




Repairers Report (to be completed by the Repairer)
Details of Repair and Service Charges
Please indicate YES or NO if the following were repaired/replaced due to Electrical or Mechanical Damage.

Item of Plant No Yes — Please give details Repair/Replacement
Costs
Motor - Repair Q Q $
- Replacement a a $
Bearings Q Q $
Shafting Q Q $
Electrical Controls a Q $
Compressor - Repair Q Q $
- Replacement Q Q $
Auxilliary Fan Q Q $
Flushing/Recharging

U
U

With Refrigerant

Auxilliary Equipment Q Q $
Other Repairs a Q $
TOTAL $
/ /
Signature of Repairer Licence No. Date

HAVE ALL ORIGINAL REPAIRS/REPLACEMENT INVOICE/WORKSHEETS BEEN ATTACHED.



