


CITY OF NE\V ORLEANS 

PROPERTY LOSS CLAIJV[ FORM 

NOTE: Please print clearly and complete all applicable sections 

'. ,cJaimanfinfo1,mation ··." <·--.-;.- .. , . ., ·._··•-c:<··•.-

Name: _____________ _ 
first Middle Last 

Address: ___________________________ _ 

Contact Number(s): Home _________ Business _______ ext ___ Cell _______ _ 

Name: _________ _ Date of Loss 
First Middle Last 

-------

Address:-----------------------------------------

Contact Number(s): Home _________ Business _______ ext __ _ Cell 
--------

Cause of Loss 
------------------------------------

--
-

Ci tJ Department ________________________ _ 
. ,t· --•,.: .. 

Address: __________________________ _ Date of Loss 
--------

Cit)•/State/Zip ------------------------------------

Describe Property damage ----------------------------------

D Residence □ Auto D Garage D Property or Premise 

Estimate of Damages$ ___________ _ When can property be inspected? ___________ _

Authority Contacted ____________ _ City Depa,tment 

Accidenl Repo1iecl to ___________________ _ Date 
-

-
-

-
-

----------

l believe under the penalty of peijury, that all info1111atio11 submitted by me is true and c01Tect to the best of my

knowledge.

Si�__rnature: ____________________ _ Date: 
--------------

Print your full name------------------------------------
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