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New South Wales Branch 
34 Hunter Street, Sydney  2000 
GPO Box 4508, Sydney  2001 
Telephone:        (02) 9233 4177 
Claims Facsimile: (02) 9233 4718 

   International: + 61 2 9231 6808 
 

 

HOME REMOVALS INSURANCE CLAIM FORM 
 

CLAIM NUMBER: 

 
Please answer all questions in full.  Incomplete answers may delay processing of your claim. 

 
 
Are You Registered For GST Purposes?       Yes  No    
 If YES, what is your ABN?  ___________________________________  
 
Have you claimed an input tax credit on the GST amount applicable to this policy?  Yes  No    
If YES, is the amount claimed less than 100% of the GST applicable to the premium?  Yes  No    
If YES, specify the percentage amount claimed  ____________% 
 
 
Reference to you/your, I/We, my/our in this claim form means the Insured. 
 
INSURED INFORMATION 
Please advise 
1 Name of Insured:_____________________________________________________________________________________ 
 Address: _____________________________________________________________________________________ 
 Phone: ____________________  Fax: ________________________     Mobile: _____________________ 
 
 
2 (a) What is your Policy / Schedule Number? ______________________ 

   (b) In which state was your policy issued?  _______________________ 
 
GENERAL INFORMATION 
 
3 (a) Which carrier did you appoint to move your goods? _____________________________________________________________ 

   (b) Did a different carrier deliver your goods?   Yes  No      
 If yes, please name the carrier:  ___________________________________________________________________________ 
 
4 (a) When were your goods delivered to you? ___/___/___ 
 
EVENT INFORMATION 
 
5 (a) What loss or damage has occurred? (Please list individual items on the back of this form in the space provided).______________ 

          ______________________________________________________________________________________________________ 
 
6 (a) When was this loss or damage discovered? ___/___/___ 

   (b) Was their any delay in discovering loss or damage?  Yes  No    

If yes, why? __________________________________________________________________________________________ 
 
7 (a) Have you notified the carrier that your goods have been lost or damaged?____________________________________________ 

   (b) What was the carrier’s response? ____________________________________________________________________________ 
         Please attach any correspondence between you and the carrier that relates to this loss. 
 

Agents for and owned by 
Zurich Australian Insurance Limited (ABN 13 000 296 640) 
 
 
 



 

9 (a) Are you insured against Theft, Loss or Damage with any other Company or Insurer?  Yes  No    

 If yes, please provide details: ____________________________________________________________________________ 
 
10 (a) What was the total replacement value of your insured goods prior to the loss or damage? $______________.00 
 

PLEASE LIST THE INDIVIDUAL ITEMS OF INSURED GOODS FOR WHICH YOU ARE MAKING A CLAIM: 
 

 
INSURED GOODS 

 
DESCRIPTION OF LOSS/ 

DAMAGE 

 
INSURED 

VALUE  
A$ 

AMOUNT YOU 
ARE 

CLAIMING 
A$ 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 
 
I  declare that to the best of my knowledge and belief the information in this form is true and correct and I have not withheld any 
 relevant information. 
 
I consent to Associated Marine Insurers Agents Pty Ltd using my personal information I have provided on this form for the purpose of 
 processing my claim. I understand that if I choose not to provide the required details, this is my choice, however, Associated Marine 
 Insurers Pty Ltd may not be able to process my claim. 
 
I consent to Associated Marine Insurers Agents Pty Ltd disclosing my personal information to other insurers, an insurance reference 
 service or as required by law.  I consent to Associated Marine Insurers Agents Pty Ltd also disclosing my personal information to 
 and/or collecting additional information about me, from investigators or legal advisors 

 

Insured’s Signature:______________________________________________________ Dated:  _____________________20_____ 


