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Please facsimile claim form and invoice 
for claim payment, attention Tony Petrovski 
at Gallagher Broking Services   Ph (02) 9464 7470 
    F (02) 9464 7404 

EN 
BROKEN WINDSCREEN ONLY 

 
NB: This claim form is to be used for Broken Windscreens Only.  If there is any other damage the 

company’s ordinary motor vehicle claim form must be completed. 
 
Insured’s Name: ____________________________________________  Age: ____  

Are You GST Registered? If YES  A.B.N. ___________________  Input Tax Credits Entitlement ____%   

Address: ________________________________________________  Post Code: _______  

Telephone No:   (     ) _________________  

Policy Number: ______________________  From:  / /  To:  / /  

Driver’s Name: _______________________________________________  Driver’s Age ______  

Licence No. ______________________  Expiry Date:  / /  
 
Particular Of Insured Vehicle: 

MAKE OF VEHICLE MODEL YEAR ENGINE NO. REG. NO. 
     
 
Date of Breakage:  / /  
 
Was broken windscreen? Zone Toughened   Laminated   Tinted   

 Banded   Amour Plate   
 (tick as appropriate) 
 
Was windscreen struck by stone? Yes   No   If not, state cause ___________________  
 
NB: If these questions do not cover facts of incident please give general description overleaf. 
 
On receipt of the account for replacement please: 

1. Pay the repairer direct 
2. Forward your Cheque to me/us 

If windscreen has been replaced, attach receipt of account 
 

I/We declare that the above is a true statement of the facts and matters relating to this claim. 
 
Insured’s Signature: ______________________________________  Date:  / /  
 
If you are not satisfied with the outcome of your claim, you may contact THE INSURANCE OMBUDSMAN SERVICE for 
advice and assistance in resolving your claim. The TOLL FREE telephone number for  

THE INSURANCE OMBUDSMAN SERVICE is 1300 780808 

Delete item not applicable 


