
 

 

CLAIM FORM 
 

CLAIM FORM 
 

CUSTOMER NAME:________________________PH:___________________________ 
 

COMPANY REPRESENTATIVE:___________________________________________ 
 

ADDRESS:_____________________________CITY_____________________ST______ 
 

PO#_________________CCTC#________________TRUCK#_________TRLR#______ 
 

SHIPPING DATE:______________DELIVERY DATE:__________________________ 
 

DISPOSITION OF PRODUCT:______________________________________________ 
 

DESCRIBE DAMAGE______________________________________________________ 
 
 

COMMODITY DESCRIPTION QUANTITY 
UNIT 
COST 

SHIPPING 
COST TOTAL COST 

          

          
          

          
          

          
          

          
          

          
          

          

TOTAL CLAIM COSTS 

 
MONA CHISUM     541-423-1346 
FAX #      541-423-1353 
EMAIL:      crosscreektrucking@gmail.com 
 



 
 

 


