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RECORD OF SERVICES 

 
Insured:  
Injured Party:  
Claim Number:  
Policy Number:  
Date of Loss:  
 
1. Please print or type all information requested and sign where indicated: 

Your Name:   

Address:  

City/State/Zip Code:  

Phone Number:    

Social Security Number:    
   
2. Relationship to Policyholder:    
   
3. Have similar services been provided to this individual prior to the date of 

the auto accident?  Yes   No 

      If "yes", please provide dates and details about service:  
  
 
 

      Payment Type  
Date of 
Service 

Time  
In 

Time 
Out 

Specific Services Performed 
(Dusting, Vacuuming, Cooking, 

Laundry, etc.) 

Amount 
Paid 

Cash Money 
Order 

Check 

        
        
        
        
        
        
        
        
        
        
        
        
        
        
        



 
 
      Payment Type  
Date of 
Service 

Time  
In 

Time 
Out 

Specific Services Performed 
(Dusting, Vacuuming, Cooking, 
Laundry, etc.) 

Amount 
Paid 

Cash Money 
Order 

Check 

        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
 

I swear the above facts to be accurate and true to the best of my knowledge. 
 

Signature:  Date:  
 
 

For Notary Use Only 

Subscribed and sworn to me this  Day of  ,  

State of  , country of  

X  

 
Notary Public Signature (Affix Seal) 

 My Commission Expires:  Year  
 


	X

