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INSURANCE
®

ESSENTIAL SERVICE FORM

Policyholder Date of Accident Claim Number

TO BE COMPLETED BY PERSON PERFORMING THE SERVICES

NAME

ADDRESS

SOCIAL SECURITY NUMBER

OCCUPATION

RELATIONSHIP TO INSURED

SERVICES PERFORMED (be specific)

EXACT DATES AND TIMES PERFORMED (i.e. 2-11-04, 8:00am to 4:00pm)

Rate of pay per hour per day per week

lhave___ have not ———— been paid for the services.

lhave—— havenot___ performed these services on a regular basis prior to

the motor vehicle accident of

ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE OR
MISLEADING INFORMATION IS SUBJECT TO CRIMINAL AND CIVIL PENALTIES.

SIGNATURE

DATE

CSO 1383 Revised 10-2004

HOME OFFICES: BLOOMINGTON, ILLINOIS 61710-0001



