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To Whom It May Concern:

The attached letter and/or documentation have been received in this office and we
properly identift it based upon the information supplied.

In order for us to properly identiff this document, we will require the following information:

[1. InsuredName

& Address

MAY - I 2005
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I Z. loticy and/or claim number

[ :. Oate of Loss or Occurrence

[ +. eaiuster's name

! S. Type of claim

E 6. Please provide an "Employer's First Report of Injury" form. A claim can not be set up

without this information.

x7. A claim could not be found. Please forward to Employer/Employee

Upon receipt of the requested information along with the return of the attached, it will be
forwarded to the proper party for processing.

Sincerely,
Claim Department
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