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Dulles Transit Partners, LLC




Submit Form Within 24 Hours of Incident to:  lllopez@bechtel.com
Linda Lenrow Lopez- Project Risk Manager

  Office 703.852.5831  Cell 443.668.1306  Confidential Fax 240.379.2375

Instructions: Fill in information about this claim as completely as possible. * Indicates required data. 
If you obtained this form online “SAVE AS” to your computer, complete form, and email/fax per information above.

Commercial General Liability Claim Form– Damage or Injury to Third Parties                                      (Damage to property or persons not working for Dulles Transit  Partners. LLC)
Contact Information
Name of person reporting

Telephone number 

        FORMCHECKBOX 
  DTP or  FORMCHECKBOX 
   Sub (Sub’same) *
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Incident Information

Date of Incident
Time of Incident
         Address where incident occurred   
   County






























  
Description of incident


Were authorities contacted? (police, fire, etc.) If yes, who                      Report number given? If yes, list number


 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No






           FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
Claim Location Coding *
	Area Manager:

 FORMCHECKBOX 
  0 = DTP Office (Lopez)

 FORMCHECKBOX 
  1 = Stations (Goguen) 

 FORMCHECKBOX 
  2 = Civil Work -Track, Grade (Ryan) 

 FORMCHECKBOX 
  3 = Aerial Structures (MacCormack)

 FORMCHECKBOX 
  4 = Electrical & Systems (Reddaway)

 FORMCHECKBOX 
  5 = Utility Relocation (Brings)

 FORMCHECKBOX 
  6  = Tunnel (Cerulli/Jenkins)

 FORMCHECKBOX 
  7  = K-Line and WFCY (Wu)
	Operational Area:

 FORMCHECKBOX 

0 = DTP Staff Augmentation/Other Office

 FORMCHECKBOX 

1 A= K Line tie-in

 FORMCHECKBOX 

1 = West Falls Church yard

 FORMCHECKBOX 

2 = Aerial guide way at DCR 

 FORMCHECKBOX 

3 = At-grade track work on DCR

 FORMCHECKBOX 

4 = Aerial guide way from DCR to Rt. 123

 FORMCHECKBOX 

5 = Aerial guide way Tyson's Central 123 station

 FORMCHECKBOX 

5A = I-495 crossing

 FORMCHECKBOX 

6 = NATM and cut and cover tunnel

 FORMCHECKBOX 

7 = Tyson's Central 7 station

 FORMCHECKBOX 

8 = Aerial guide way Tyson's Central 7 Station to Toll Road

 FORMCHECKBOX 

9 = At-grade track work from Route 7 to Wiehle Ave.

 FORMCHECKBOX 

10* = Wiehle Avenue station and end of track

 FORMCHECKBOX 

10a = Precast Yard/ Laydown Area 10 & 11/Soil Area 606


Property Claim Information

Please fill in the following information about the damaged property and its owner. 

* indicates required data. 
Detailed description of any damaged property





Anything related to the incident you would like to add

Owner’s name

Owner’s name 




                  Owner’s phone number

Owner’s address 



Property insured  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Insurance company or agency

Policy number





      Est. repair cost

Current location of damaged property (address and contact phone)

Notes about this property item


Injured Claimant Information 

Fill in the following information about each injured person(s) or a witness(es) as completely as possible.  Note: You must uniquely identify each person even if you don’t have their names, e.g., Jane Doe 1, Jane Doe 2, etc.  Use additional copies of this page if necessary.
Name and address of the injured party

Home telephone number
Contact at home or work












 FORMCHECKBOX 
 Home    FORMCHECKBOX 
 Work







            Work Telephone number
Is the injured party












 FORMCHECKBOX 
 Male      FORMCHECKBOX 
 Female

Social Security Number
Date of birth
        Marital status (check one)         How many dependents?






          FORMCHECKBOX 
Single         FORMCHECKBOX 
Divorced

                                                                                 FORMCHECKBOX 
Separated  FORMCHECKBOX 
Married 
          FORMCHECKBOX 
Widowed

Injury Information

Age of injured


What part(s) of the body?
What treatment was given?   
 FORMCHECKBOX 
No medical treatment  
 FORMCHECKBOX 
Minor on-site remedies
 FORMCHECKBOX 
Minor clinic or hospital
 FORMCHECKBOX 
Emergency evaluation
 FORMCHECKBOX 
Hospitalization (24 hrs+)
Description of the injuries














If fatality, what date did it occur?

Name and address of treating physician
         Name and address of treating hospital/clinic


Telephone number of treating physician
          Telephone number of treating hospital/clinic


Remarks (additional information about this injury) 

Vehicle Claim Information


Drivers LAST name





Driver’s FIRST name

Driver’s address

Driver’s phone

Driver’s license no. 


State of issue


               Driver’s birth date

Vehicle year

Make*



Model                                     Vehicle Body Type


Vehicle license Plate


     State



     VIN



Vehicle owner ------Owner info may be left blank if the driver listed above is the owner.

Owner’s name   




    Owner’s Phone

Owner’s Address         



          Vehicle Insured?   FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No 


                           



       Policy Number                         Est. Repair Cost
          


Insurance company/agency


Describe vehicle damage

Current vehicle location (address and contact phone)


Remarks

Additional Remarks/ Comments
							




















































































































































































































	   AM/PM     
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