
COLLISION DAMAGE WAIVER FORM

IMPORTANT: PLEASE COMPLETE PAGES 1, 2 & 4 OF THIS PROOF OF LOSS FORM IN FULL. 
FAILURE TO DO SO MAY DELAY/HINDER THE PROCESSING OF YOUR CLAIM.

SECTION 1 - PERSONAL & TRAVEL INFORMATION

SECTION 2 - TRAVEL AGENT INFORMATION

Name Of Primary Insured (The Person Listed First On Your Policy)		  Policy/Certificate#

Travel Dates (Month/Day/Year) to (Month/Day/Year):			   Rental Car Agency - Booking/Reservation#

Date Of Birth		  Home Phone#		  Business / Cell Phone		  Email Address

Insured Mailing Address					     City			   State		  Zip Code

Rental Car Make & Model

Name Of Driver’s Insurance Company:                                 		  Policy#			   Telephone#    

Address:                        					     City     			   State   		  Zip Code 

Total Claim                   			   Deductible                   			   Amount Paid By Other Insurance:

Travel Agent / Rental Company		  Agent’s Name			   Telephone#		  Fax#

Email Address

Travel Agent’s  Mailing Address				    City			   State		  Zip Code

to
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SECTION 3 - DETAILS OF INCIDENT / ACCIDENT

Mailing Instructions:
Send This Form And Any Accompanying Documentation To: 

Seven Corners, Inc.
Attn: Roundtrip Claims Dept.
303 Congressional Boulevard

Carmel, In 46032

Telephone: 1-800-335-0611
Fax: 317-575-2256

Claims@sevencorners.com
www.sevencorners.com/file-a-claim

Date & Time Of Loss / Accident:		  Total Amount Claimed Under This Plan:		  Name Of Driver:

Location (City, State, Country):

Name Of Rental Company:			   Rental Company Address:

Rental Company Telephone:		  Rental Company Fax:		  Rental Company Email Address:

Was Police Notified? If Yes, Please Provide Name Of Department And Report Number:

Was An Accident Report Made To Rental Agency? If Yes, Please Provide A Copy:

Briefly Describe The Incident That Resulted In The Damage Or Loss (Attach Additional Page Is Needed):

Do You Believe A Third Party Was Responsible? 		  Yes    		  No                                          

Name Of Third Party 					     Phone Number

Address 

Third Party’s Insurance Company Name:  			   Phone Number:  			   Third Party’s Policy Number:
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YOU DO NOT NEED TO RETURN THIS PAGE TO US

FRAUD WARNINGS & DISCLOSURES

•	 General: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or 
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact 
material thereto, commits a fraudulent insurance act.

•	 Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, 
or misleading information may be prosecuted under state law.

•	 Arizona: For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly presents a false 
or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

•	 Arkansas, Louisiana, Maryland, West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

•	 California: For your protection California law requires the following to appear on this form: Any person who knowingly presents false or 
fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

•	 Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose 
of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any 
insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a 
policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or 
award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

•	 Connecticut: This form must be completed in its entirety. Any person who intentionally misrepresents or intentionally fails to disclose any 
material fact related to a claimed injury may be guilty of a felony.

•	 Delaware, Idaho, Indiana: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, files a statement of claim 
containing any false, incomplete or misleading information is guilty of a felony.

•	 District of Columbia: Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer 
or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information 
materially related to a claim was provided by the applicant.

•	 Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an application 
containing any false, incomplete or misleading information is guilty of a felony of the third degree.

•	 Hawaii: For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a loss or benefit is a crime 
punishable by fines or imprisonment, or both.

•	 Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim containing 
any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a 
fraudulent insurance act, which is a crime.

•	 Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding 
the company. Penalties may include imprisonment, fines, or a denial of insurance benefits.

•	 Michigan, North Dakota, South Dakota: Any person who knowingly and with intent to defraud any insurance company or another person files 
a statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
material thereto, commits a fraudulent insurance act, which is a crime, and subjects the person to criminal and civil penalties.

•	 Minnesota; A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
•	 Nevada: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading 

information may be guilty of a criminal act punishable under state or federal law, or both, and may be subject to civil penalties.
•	 New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing 

any false, incomplete or misleading information is subject to prosecution and punishment for insurance fraud as provided in section 638:20.
•	 New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil 

penalties.
•	 New Mexico: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false 

information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.
•	 New York: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance 

or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact 
material thereto, commits a fraudulent insurance act, which is a crime , and shall also be subject to a civil penalty not to exceed five thousand 
dollars and the stated value of the claim for each such violation.

•	 Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim 
containing a false or deceptive statement is guilty of insurance fraud.

•	 Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds 
of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

•	 Oregon: Any person who makes an intentional misstatement that is material to the risk may be found guilty of insurance fraud by a court of law.
•	 Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance 

or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

•	 Tennessee, Virginia, Washington: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the 
purposes of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

•	 Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines 
and confinement in state prison.

YOU DO NOT NEED TO RETURN THIS PAGE TO US
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I AUTHORIZE any insurance company, any travel organization or agency, airline carrier, rental agency, hotel, motel, or similar entity providing lodging 
on a rental/lease basis or any other person who may have knowledge regarding this claim, to release any information requested regarding this claim 
and the loss reported.

I UNDERSTAND the information obtained by use of the authorization, will be used by Seven Corners to determine eligibility for benefits under this 
plan. Any information obtained will not be released by Seven Corners to any person or organization EXCEPT to reinsuring companies, or other 
persons or organizations performing business or legal services in connection with my claim, or as may be otherwise lawfully required or as I further 
authorize.

I KNOW that I may request to receive a copy of the Authorization. I AGREE that a photographic copy of this authorization is as valid as the original. I 
AGREE that this Authorization shall be valid for two and one half years from the date shown below. I UNDERSTAND that it is illegal to knowingly file 
a false or fraudulent claim

		  INSURED’S SIGNATURE				    PRINT NAME 			           DATE
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IMPORTANT: PLEASE SIGN AND DATE BELOW. RETURN WITH PAGES 1 & 2 OF THIS FORM.
FAILURE TO DO SO MAY DELAY/HINDER THE PROCESSING OF YOUR CLAIM.
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