
 

 

Burglary Claim Form 
Important Note - Please ensure Your Claim Form is completed in full and returned within 7 days after receipt. Failure to 

complete your form in full will result in the form being returned to you and will hold up the processing of your claim. 

Policy no.:  ___________________________ 

Name of Insured:  ___________________________ 

 ___________________________ 

Phone Contact No.:  

Claim No.: _____________________________ 

Address:  _____________________________ 

 _____________________________ 

Email:  

Detail of Loss

State the address of premises at which the loss occurred.  

How was the said premises occupied?  

 

 

Date and time of losses : Time: AM/PM

When discovered and by whom? 
Time: AM/PM

How were entry to / exit from the premises affected? 

 

Which portion of the premises was affected by the entry or exit? 

 

Give brief detail of how exactly the loss occurred. (Specify the articles stolen and property damaged) : 
 

 

Has a complaint been lodged with the police?  Yes      No 

If so, by whom and when? 
 

(Attach a copy of the Police complaint.) 
Time: AM/PM

Police Station:  Police Officer’s name:  

State reason, if not reported to Police:  

 

 Page 1 of 2 

savun
Text Box
TEL: +855 (0) 23 999 888   FAX: + 855 (0) 23 999 123
No. 126, Norodom Blvd.  Phnom Penh,  Cambodia



Were the premises occupied at the time of loss?  Yes        No 

If not, on what date and at what hour were they last occupied? 
Time: AM/PM

Is anybody suspected of theft?  Yes        No 

If so, state full details : 

 

Is the Insured the sole owner of the property lost or damaged?   Yes        No 

Is the Insured the sole owner of the premises?  Yes        No 

Is the Insured responsible for repairs to the premises?  

State the total value of property upon  
the premises at the time of loss:  

State the amount of the insurance upon  
such property and name(s) of the Insurer :  

Any other information relevant to processing of claim: 

Contact Person:  Phone no.:  

Position :  Fax no.:  

 

Insured Declaration

Official Stamp: 

 

 

 

 

 

Date: 

I (We) confirm and certify that the above details are true and 

correct. 

 

Signature: 

 

 

Date: 
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