
COMPLETED WORK CLAIM FORM

Insurance Company  ________________________________________________________
To the extent that we will not be paying the repairs to your auto under an approved direct
payment plan, you are required under Massachusetts law (chapter 90, section 34-0 and chapter
175, section 113-0 to complete this form before we will pay for comprehensive coverage of your
Massachusetts automobile insurance policy.

DATE                       POLICY HOLDER                    PHONE#                      CLAIM  NUMBER

____________________________________________________________________________
SECTION (1) IF YOU HAVE YOUR AUTO REPAIRED

Your policy allows us to make an appraisal as to your damage before repairs. If you then have
the auto repairs in accordance with your appraisal, you must sign this form, have your repair
shop certify the information on the reverse, and send it to us. We must pay your claim, subject to
your deductible, within seven (7) days after we receive the properly signed and certified form.
We have the right to inspect the repairs.

STATEMENT OF REPAIRS
All the damage to my auto has been repaired in accordance with the appraisal.

The repair was completed by:
STEALTH COLLISION INC.

98 MIDDLE STREET
FAIRHAVEN, MASSACHUSETTS 02719
PHONE 508-992-7232 FAX 508-999-9394

LIBILITY# UB-C9828899 HAZARDOUS WASTE#MAR000657957
TAX ID# 41-5108250 APPRAISER# 21239332

SHOP RS0100406  EXPIRES 5/31/28

SIGNATURE__________________________________________DATE______________

We will pay you or if you request, we will pay the repair shop directly.
If you wish us to pay the repair shop, please sign below:

SIGNATURE.__________________________________________DATE______________

REPAIRS CERTIFICATION--- Our policy holder has directed us to make our claim payment to
you. Please sign this certification that the repairs have been completed according to your
itemized invoice, which meets the Attorney General's Regulations of Chapter 93A of
Massachusetts General Laws, Attach a copy, Chapter 90 Section 34-0
(9/28/97 requires the following information before the claim can be paid.

SIGNATURE___________________________________________DATE______________


