STATEMENT OF LOSS

Schedule“A”

Policy Form: Agency:

Date of Loss: File Number:

[tem $ on

Item $ on

[tem $ on

[tem $ on

[tem $ on

[tem $ on

[tem $ on

Location:

COINSURANCE, DISTRIBUTION, DEDUCTIBLE CLAUSE

Schedule “B” Est. Replacement Cost: $ Vaue: $ Loss $
Est. Replacement Cost: $ Vaue: $ Loss: $
Est. Replacement Cost: $ Vaue: $ Loss: $
Est. Replacement Cost: $ Vaue $ Loss. $
Est. Replacement Cost: $ Vaue: $ Loss $
Est. Replacement Cost: $ Vaue: $ Loss: $
Est. Replacement Cost: $ Vaue: $ Loss: $
Est. Replacement Cost: $ Vaue $ Loss. $
Est. Replacement Cost: $ Vaue: $ Loss: $

Schedule“C”

Policy Number: Expires: Company: Payable Amount: $

Policy Number: Expires: Company: Payable Amount: $

Policy Number: Expires: Company: Payable Amount: $

Policy Number: Expires: Company: Payable Amount: $

Policy Number: Expires: Company: Payable Amount: $

Insured:

Comments:

Thisloss was personally inspected by me on:

Adjuster’s Name:

Form 2130F
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