  Incident No. __________________________

  Date of Request ______________________
DD-3 (3-97)
Michigan State Police
REQUEST FOR INSURANCE LOSS INFORMATION

	To (insurance company name and complete mailing address)


	Pursuant to M.C.L.A. § 500.4507, 1956 PA 218, as amended, you are requested to release certain information to the undersigned, as may be in possession of your company or an agent of your company, relative to the insurance loss described below.

	Name of insured


	Date of incident

	Street address of insured    

                                                                        
	City
	State
	Zip

	Description of insurance claim



	Location of incident

	City
	County

	The information to be provided may include the following:

1.     Each insurance policy relevant to the claim under investigation, each application for the policy, and policy    declaration page(s).

2.     The policy premium payment records of a policy described above.

3.     A history of previous claims made by the insured.

4.     Material relating to the investigation of the claim including statements of any person, proof of loss, photographs, 

        replacement estimates, and all other relevant evidence.

5.     Name any other parties related to the claim (i.e., physician, relative, guest, attorney, public adjuster, etc.).

6.     Other information developed in the course of the claim investigation.



	Requester name (typed or printed)
	Requester signature
	Title



	Department
	Phone
(          )

	Mailing address (typed or printed - street address, city, state, zip code)


	COMPLETE IN DUPLICATE:      Original:   Insurance company     1st Copy:      Incident file
	


Machine Copy
