
 

GLASS CLAIM FORM  
 

BROKER/ AGENT   
 POLICY NO  

INSURED  
 

TELEPHONE NO  
 CELL NO  

PHYSICAL ADDRESS 

 
 
 
 

DATE AND TIME OF 
BREAKAGE  

CAUSE OF BREAKAGE   
 

ADDRESS WHERE 
BREAKAGE OCCURRED  

VEHICLE 
REGISTRATION  

YEAR, MAKE AND 
MODEL OF VEHICLE  

VIN/ CHASSIS NO  

WINDSCREEN  

TINTED  
YES NO 

CLEAR 
YES NO 

    

SHATTERPROOF 
YES NO 

ARMOUT PLATE 
YES NO 

    

RAIN CENSOR 
FITTED? 

YES NO 
 

  

DRIVER NAME  
 

LICENCE NO & 
DATE  OF ISSUE  

IS THERE ANY OTHER INSURANCE COVERING THE DAMAGED OR BROKER GLASS? YES NO 
  

IF YES, GIVE NAME OF OTHER INSURER?  
 

WHEN LAST WAS THE WINSCREEN 
REPLACED?  

ATTACHED QUOTATION YES NO 
  

I, WE SOLEMNLY DECLARE THAT THE ABOVE PARTICULARS ARE TRUE IN EVERY RESPECT 
 
SIGNATURE 

:  
 

 
CAPACITY 

:  
 

 
DATE 

:  
 

 
 

Underwriting Managers for Guardrisk Insurance Company Ltd                                                                                                                                                            
31a Arterial Road West Oriel Bedfordview 2008, P.O. Box 654 Befordview 2008, Tel: (011) 615 3640 Fax: (011) 615 3678 

Company registration number: 2001/010007/07, Vat registration number: 4490211630, Authorised Financial Services Provider Licence Number 9359 
Director: CJ Smit 

 
 


	BROKER AGENT: 
	POLICY NO: 
	INSURED: 
	TELEPHONE NO: 
	CELL NO: 
	PHYSICAL ADDRESS: 
	PHYSICAL ADDRESS_2: 
	DATE AND TIME OF BREAKAGE: 
	CAUSE OF BREAKAGE: 
	ADDRESS WHERE BREAKAGE OCCURRED: 
	VEHICLE REGISTRATION: 
	YEAR MAKE AND MODEL OF VEHICLE: 
	VIN CHASSIS NO: 
	DRIVER NAME: 
	LICENCE NO  DATE  OF ISSUE: 
	IF YES GIVE NAME OF OTHER INSURER: 
	WHEN LAST WAS THE WINSCREEN REPLACED: 
	ATTACHED QUOTATION: 
	I WE SOLEMNLY DECLARE THAT THE ABOVE PARTICULARS ARE TRUE IN EVERY RESPECT 1: 
	I WE SOLEMNLY DECLARE THAT THE ABOVE PARTICULARS ARE TRUE IN EVERY RESPECT 2: 
	I WE SOLEMNLY DECLARE THAT THE ABOVE PARTICULARS ARE TRUE IN EVERY RESPECT 3: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off


