McBride Claims Services, Inc.
(  Risk Management Services  (  Claims Adjusting   (  Temporary/Permanent Claims Placements








REFERRAL FORM

__Worker’s Compensation



__Full Adjustment

__General Liability




__Statements

__FELA/Railroad Claims



__Activity Check

__Auto Liability




__Disability Interview

__Subrogation 




__Accident Scene Photos

__Product Liability




__Obtain Court Records

__Other (please specify)

Send Report To:_______________________________________________________________

Company Name/Firm:________________________________________________

Phone Number/Email Address:_________________________________________

Fax Number:_______________________File Number:______________________

Insured/Claimant:____________________________________________________

Date of Loss:_______________________________________________________
_

Explanation of Assignment:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please attach all pertinent claim information, i.e. first report of injury, accord form

McBride Claims Services Inc. Email-McBridedj@msn.com

P.O. Box 394, Norfolk, MA 02056  (508) 541-3128  Fax (508) 541-3174  Cell (508) 423-2195

