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IMPORTANT NOTICES. 

• Do not admit liability – ask for any claim to be put in writing and refer all correspondence to RSM 
Group Pty Ltd. 

• Make sure you give us all of the details about your claim. Attach a separate sheet if you have 
insufficient space to completely answer any questions. 

• Send all qotations you have received to repair your vehicle and/or any quotations or 
correspondence you may have received from any other party in relation to this accident. 

 

PRIVACY NOTICE 

We are bound by the Privacy Act and its associated National Privacy Party Principals when we collect and 
handle your personal information. 
We collect personal information in order to provide our services and products. We also pass it onto third 
parties involved in this process such as reinsurers, agents, loss adjusters and other service providers. 
You can seek access to and, if necessary, correct your personal information by contacting out Privacy 
Officer. 
When you give us personal or sensitive information about other individuals, we rely on you to have made 
or make them aware that you will or may provide their information to us, the purpose we use it for, the 
types of third parties that we disclose it to, and how they can access it. If it is sensitive information we rely 
on you to have obtained their consent on these matters. If you have not done either of these things, you 
must tell us before you provide the relevant information. 
 
 
 
 

 1.      INSURED DETAILS  

Policy Number:  

Name of the Insured: 

Trading Name of the Insured: 

Business Address: 

 

Contact Name: 

Phone Number: 

Fax Number: 

Mobile Number:  

Email Address: 

Are you registered for GST purposes?  Yes □□    No □□ What is your ABN Number:  

What is your income Tax Credit (ITC) Entitlement:                          % 
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  2.     INSURED VEHICLE 

Make & Model:  

 
Year: 

Colour: Registration Number: Odometer Reading: 

Serial / Engine Number: Carrying Capacity (tonnes):   

Please state, if applicable, any non-standard accessories/modifications to the vehicle: 

 

Please attach a copy of registration papers for the Registered Owned of the Vehicle.   

Date of Purchase:  Is the item under finance?             YES □□                NO □□ 

If YES, please state details of financier: 
 

 
Please state the time and place the journey commenced and the intended destination: 
 
 
  3.     DAMAGE TO INSURED VEHICLE 

Please state the extent of damage to your Vehicle:  

 

 

 

State where it can be inspected:  

 

Was your Vehicle towed? If so, by whom:  

 

 

If you have obtained repair quotes, please attach them to this claim form.  

i) Can the Vehicle be driven safely?                                                

YES □□                NO □□ 

ii) Was the Vehicle hired at the Time?                                  

YES □□                NO □□ 

Describe the task being performed at the time of accident:  
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  4.     DETAILS OF DRIVER / OPERATOR 

Name:  

Address:  

 

Phone Number:  Date of Birth:  

Licence Number:  Expiry Date:  Years Licenced:  

What is your experience with operating this type of vehicle? 

  

Are you an employee?          YES □□            NO □□ If NO, state the relationship:   

How long have you been employed by the Insured company?  

Have you been reported for or convicted of any offence in connection with the use, operation or control of any mobile 

machinery or motor vehicles during the previous 5 years?                        YES   □□                                  NO   □□  
If YES, please state details:   

Did you consume any intoxicating liquor or take any drugs 
during the twelve hours (12) prior to the accident?     YES □□             NO     □□ 

If YES, please state details:  

Did you undergo a breath test or blood test for 
alcohol/drugs?     YES □□             NO     □□ 

If YES, please state the results:  

Did you refuse to undergo any of the above tests?     YES □□             NO     □□ 

 
  5.     ACCIDENT / LOSS DETAILS 

 Date: Day: Time:                            AM / PM 

 Street: Suburb: Postcode:  

Please provide a brief description of how the accident occured: 
 
 
 
What was the condition of the road / site? 

 
 

Estimate the speed that your vehicle was doing 30 metres prior to the accident: 

Estimate the speed that your vehicle was doing at the time of accident: 

Estimate the speed of the other party of the time of accident: 
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Who do you consider was at fault?     YOURSELF □□  OTHER PARTY   □□ 

If OTHER PARTY, state why: 
 
 

 

Was the accident reported to:      The Police □□  WorkCover   □□ 

If YES, state the name of the Officer: 

At which Police station: Date Reported:  

Were there any witnesses to the accident?      YES □□             NO   □□ 

If YES, please provide names and addresses: 

 

Name of the person who reported the matter to the Authorities: 

Did the police state who was responsible?     YES □□             NO     □□ 

If YES, state who was responsible:  

 
  6.     DETAILS OF OTHER PARTIES INVOLVED 

Name of Driver:    Age:  

Address:  

 

Licence Number:  Type of Vehicle:  

Registration Number:  Name of Owner:  

Owner’s Address:  

 

Owner’s Phone Number:  

Their Insurance Company:  Policy Number: 

Description of their loss / damage:  
 
 
 

Did the vehicle / machine have to be towed away from the accident scene? (if 
more than one Third Party involved, please provide details on a separate 
piece of paper and attach to this form) 

         YES    □□                  NO    □□ 
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  7.     LEGEND 

Please draw a sketch of the accident / site location. Indicate centre of roadway, direction and locations of vehicles, and 
location of traffic. 

Index: Indicate Insured’s Vehicle (A), Other Party’s vehicle/s (B) (C) (D). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 

  8.     INJURY REPORT 

Was anyone injured in the accident?     YES □□             NO     □□ 

If YES, complete the table below: 

Name Type of Injury Injury Party 
(Passenger/Driver) 

Vehicle (registration 
number) 
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DECLARATION AND AGREEMENT 
 
By submitting this form, I declare that: 
 
 

The information and answers given above are true in every detail, and no information has been withheld or misrepresented. 

 

RSM Group Pty Ltd has authority to move the vehicle to ensure safekeeping. 
 

Whilst the claim is under consideration, I/We consent to the vehicle being moved to Zurich’s preferred salvage provider for 
safekeeping. 
 

If indemnity is not provided, these costs will be borne by the insured. 
 

If I am a broker and I am completing this form, I confirm that I have been appointed as an Agent of the driver, insured, or owner 
to complete and submuit this form on behalf of that driver, insured or owner. 
 

Where answer in this proposal are not in my/our own handwriting, they have been checked by me/us and I/we agree that they 
are correct and that the other person who completed this form did so as my Agent. 
 

By signing this application, I/We agree to RSM Group to collecting, using and disclosing my/our personal information, including 
sensitive information if applicable, in accordance with the Privacy Statement and the RSM Group Privacy Policy. 
 
 
Signature:  Date:    
     
Name  Position:    
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