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Suspect [ Agent

Name (First MI Last) Telephone
Address Date of Birth
City, State, Zip Social Security
Type of Claim Date of Loss
Synopsis

What is your loss?

Where did your loss
occur?

When did your loss occur?

Are there any witnesses or other victims? Yes[ |No[ ] Who

If there is a violation, would you be willing to testify at a department hearing or criminal proceedings?

Your Information

Name (First MI Last) Telephone

Yes|:| No|:|

Address E-mail

City, State, Zip

Signature

The State of Ohio is an Equal Opportunity Employer and Provider of ADA Services
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