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Welcome

Your DII Claims Representatives: 

We are pleased to present your Guide to Loss Reporting, designed with your risk 
management needs in mind. Please report all claims, or events you believe could become a 
claim, as you are made aware of them. 

Your DII Claims Contact: 

Steven Partlow
410.319.0685
steven.partlow@dii-ins.com

Prompt reporting of losses enables your insurance company to offer you more prompt 
settlements. Rising claims costs continue to be a significant challenge facing employers. 
Your team can help reduce this cost by reporting claims promptly and thoroughly. In fact, 
the sooner a claim is reported, the lower the total cost of the claim is likely to be. 

Slow reporting can increase claims costs by 50% or more. 

Within 24 hours of reporting your loss, the carrier’s loss adjuster should make contact 
with you. If you do not receive this call, please notify DII immediately. 

Customer service is our priority. While we realize that experiencing a loss may not be 
pleasant, we can assist in minimizing the inconvenience to you and the guest. Thank you 
for allowing us the opportunity to serve you. 

Very Cordially Yours, 

Bob Barczak 
Vice President, Risk Management Group

mailto:stephen.licata@dii-ins.com
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Automobile Claims

For automobile or truck related incidents, including your liability for bodily injury or 
property damage to others, their vehicles, or property, or claims involving physical damage 
to your property, gather as much of the following information as possible: 

 Date and time of loss

 Location and description of accident

 Vehicles involved (year, make, model, VIN)

 Description of damage

 Photos of damage and scene, if possible

 Description of injuries, if any (complete a Workers’ Compensation First Report of
Injury if an employee is injured in the accident)

 Witness contact information

 Police department contact information and accident report number

 Estimated repair costs

Complete the Automobile Claims Form (Page 5) 

Complete the Supervisor’s Investigation Form (Page 16) 

Do not discuss fault, do not admit liability, and do not voluntarily make payment for any 
claim. You may ask if the person involved would like medical treatment, but do not 
recommend treatment or offer to pay for the treatment. 

The Automobile Claims Form must be completed by an employee of the property. 
Claims Forms are never given to guests to complete or for a copy. 

Send completed forms to the DII Claims Department as soon as possible via: 

 FAX: 410.433.3440

 EMAIL: Steven.Partlow@dii-ins.com

mailto:stephen.licata@dii-ins.com
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Automobile Claims Form

YOUR INFORMATION 

TODAY’S DATE: DATE OF LOSS: 

NAME OF INSURED: MARSHALL HOTELS & RESORTS, INC. 

HOTEL NAME: 

GENERAL MANAGER: HOTEL PHONE: 

GENERAL MANAGER CELL PHONE: POLICE REPORT NUMBER: 

YOUR VEHICLE INFORMATION 

VEHICLE (YEAR,MAKE,MODEL): 

VIN: DRIVER: 

DRIVER’S ADDRESS: 

DRIVER CELL  PHONE: DRIVER ALTERNATE PHONE: 

DESCRIBE INCIDENT & DAMAGE: 

ACCIDENT LOCATION: 

WEATHER CONDITIONS: 

OTHER VEHICLE INFORMATION 

VEHICLE (YEAR, MAKE, MODEL): 

VEHICLE OWNER: TAG NUMBER: 

OWNER’S ADDRESS: 

OWNER CELL PHONE: OWNER ALTERNATE PHONE: 

INSURANCE COMPANY: POLICY NUMBER: 

DAMAGE TO VEHICLE: 

WITNESS INFORMATION 

NAME OF WITNESS: 

WITNESS PHONE: WITNESS EMAIL ADDRESS: 

REPORT COMPLETED BY: PHONE: 
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Property Claims

For incidents involving damage to your property (including building, fixtures, and furniture), 
gather as much of the following information as possible: 

 Date and time of loss

 Description of the occurrence

 Location and description of damage

 Photos of damage and scene, if possible

 Estimated repair costs

Take the following steps: 

 Take the necessary steps to protect the property from further damage

 Call a restoration company or emergency cleanup service to mitigate your loss

 Document your expenses

 Compile any service or repair documents

 Keep all damaged property as is. The insurance company may want to inspect it

 Complete an inventory of damaged and destroyed property (a brief description of
the item, estimated replacement cost, age of the item, and where it was purchased)

 File a police report for any theft

Complete the Property Claims Form (Page 7) 

Complete the Supervisor’s Investigation Form (Page 16) 

The Property Claims Form must be completed by an employee of the property. 
Claims Forms are never given to guests to complete or for a copy. 

Send completed forms to the DII Claims Department as soon as possible via: 

 FAX: 410.433.3440

 EMAIL: Steven.Partlow@dii-ins.com

mailto:stephen.licata@dii-ins.com
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Property Claims Form

YOUR INFORMATION 

TODAY’S DATE: DATE OF LOSS: 

NAME OF INSURED: MARSHALL HOTELS & RESORTS, INC. 

HOTEL NAME: 

HOTEL ADDRESS: 

GENERAL MANAGER: HOTEL PHONE: 

GENERAL MANAGER CELL PHONE: POLICE REPORT NUMBER: 

LOSS LOCATION: ESTIMATED COST OF REPAIRS: 

DESCRIBE INCIDENT: 

WITNESS INFORMATION 

NAME OF WITNESS: 

WITNESS PHONE: WITNESS EMAIL ADDRESS: 

REPORT COMPLETED BY: PHONE: 
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General Liabil ity Claims

For allegations of bodily injury or property damage from somebody other than an 
employee, and not related to an automobile accident, gather as much of the information 
below as possible. This includes guest injuries and alleged loss or damage of guest 
property. 

 Date and time of loss

 Description of the occurrence

 Contact information for the parties involved

 Location and description of damage

 Photos of damage and scene, if possible

 Witness contact information

 File a police report for any alleged theft

If suit papers are received: 

 Record the date and time suit papers were received and to whom they were served

 Verify the response date

 Forward the suit papers to DII immediately for review and handling

Complete the General Liability Claims Form (Page 9) 

Complete the Supervisor’s Investigation Form (Page 16) 

Do not discuss fault, do not admit liability, and do not voluntarily make payment for any 
claim. You may ask if the person involved would like medical treatment, but do not 
recommend treatment or offer to pay for the treatment. 

The General Liability Claims Form must be completed by an employee of the property. 
Claims Forms are never given to guests to complete or for a copy. 

Send completed forms to the DII Claims Department as soon as possible via: 

 FAX: 410.433.3440

 EMAIL: Steven.Partlow@dii-ins.com

mailto:stephen.licata@dii-ins.com
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General Liabil ity Claims Form

YOUR INFORMATION 

TODAY’S DATE: DATE OF LOSS: 

NAME OF INSURED: MARSHALL HOTELS & RESORTS, INC. 

HOTEL NAME: 

HOTEL ADDRESS: 

GENERAL MANAGER: HOTEL PHONE: 

GENERAL MANAGER CELL PHONE: POLICE REPORT NUMBER: 

LOSS LOCATION: ESTIMATED COST OF REPAIRS: 

INJURIES 

NAME OF INJURED PERSON: 

ADDRESS: 

CELL PHONE: ALTERNATE PHONE: 

DESCRIBE INCIDENT: 

DESCRIBE INJURY: 

WEATHER CONDITIONS: 

NAME OF INJURED PERSON: 

ADDRESS: 

CELL PHONE: ALTERNATE PHONE: 

DESCRIBE INCIDENT: 

DESCRIBE INJURY: 

ADDITIONAL INFORMATION (WERE THERE OTHERS INVOLVED? WAS THE GUEST CARRYING ANYTHING?): 

WITNESS INFORMATION 

NAME OF WITNESS: 

WITNESS PHONE: WITNESS EMAIL ADDRESS: 

MERGE CELLS 

REPORT COMPLETED BY: PHONE: 
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Workers’ Compensation Claims
For incidents involving employee bodily injury, or loss of pay for a work related injury in 
the course of employment: 

Employer MUST complete the Workers’ Compensation First Report of Injury 

Form (Page 11) 

Complete the Supervisor’s Investigation Form (Page 16) 

Do not discuss fault, do not admit liability, and do not voluntarily make payment for any 
claim. You may ask if the person involved would like medical treatment, but do not 
recommend treatment or offer to pay for the treatment. 

Send completed forms to the DII Claims Department as soon as possible via: 

 FAX: 410.433.3440

 EMAIL: Steven.Partlow@dii-ins.com

Workers’ Compensation Claims 

mailto:stephen.licata@dii-ins.com
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Workers’ Compensation Claims Form
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Workers’ Compensation Claims Form
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Workers’ Compensation Claims Form
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Workers’ Compensation Claims Form
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Workers’ Compensation Claims Form
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Supervisor’s Investigation Form

TO BE COMPLETED BY SUPERVISOR FOR ALL INCIDENTS 

TODAY’S DATE: DATE OF LOSS: 

NAME OF INSURED: MARSHALL HOTELS & RESORTS, INC. 

HOTEL NAME: 

GENERAL MANAGER: HOTEL PHONE: 

WHEN AND HOW WERE YOU FIRST INFORMED OF THE INCIDENT? 

DESCRIBE YOUR ACCOUNT OF HOW THE INCIDENT OCCURRED (WAS THE GUEST CARRYING ANYTHING? WERE 
THERE OTHERS INVOLVED? DID THE GUEST HAVE A CANE? ETC.) 

DID THE INCIDENT RESULT FROM AN EMPLOYEE NOT FOLLOWING SAFETY RULES? 

HAVE THERE BEEN OTHER VIOLATIONS OF THIS TYPE? 

EXPLAIN: 

DID THIS INCIDENT INVOLVE A THIRD PARTY (VISITOR, GUEST, VENDOR)? 

EXPLAIN: 

HOW COULD THIS INCIDENT HAVE BEEN PREVENTED? 

WHAT WILL THE SUPERVISOR DO TO PREVENT THIS FROM OCCURRING AGAIN? 

ADDITIONAL INFORMATION: 

REPORT COMPLETED BY: PHONE: 
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Valet Claims Form

YOUR INFORMATION 

TODAY’S DATE: DATE OF LOSS: 

NAME OF INSURED: MARSHALL HOTELS & RESORTS, INC. 

HOTEL NAME: 

GENERAL MANAGER: MANAGER ON DUTY: 

HOTEL PHONE: POLICE REPORT NUMBER: 

VALET WHO PARKED VEHICLE: VALET WHO RETRIEVED VEHICLE: 

CELL PHONE: CELL PHONE: 

DRIVER LICENSE NUMBER: DRIVER LICENSE NUMBER: 

INCIDENT INFORMATION 

VEHICLE (YEAR,MAKE,MODEL): 

VIN: TIME OF INCIDENT: 

APPROXIMATE TEMPERATURE: DRIVER AT TIME OF INCIDENT: 

WEATHER CONDITIONS: 

DESCRIBE INCIDENT & DAMAGE: 

ACCIDENT LOCATION: 

GUEST INFORMATION 

VEHICLE OWNER: OWNER CELL PHONE: 

OWNER’S ADDRESS: 

WITNESS INFORMATION 

NAME OF WITNESS: 

WITNESS PHONE: WITNESS EMAIL ADDRESS: 

REPORT COMPLETED BY: PHONE: 

ALL VALET CLAIMS MUST INCLUDE PHOTOS & COPY OF VALET TICKET 
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Valet Investigation Form

MUST BE COMPLETED BY VALET FOR ALL INCIDENTS 

TODAY’S DATE: DATE OF LOSS: 

NAME OF INSURED: MARSHALL HOTELS & RESORTS, INC. 

HOTEL NAME: 

GENERAL MANAGER: MANGER ON DUTY: 

DESCRIBE YOUR ACCOUNT OF HOW THE INCIDENT OCCURRED: 

DID THE INCIDENT RESULT FROM AN EMPLOYEE NOT FOLLOWING SAFETY RULES? 

IF “YES,” EXPLAIN: 

HAVE THERE BEEN OTHER INCIDENTS OF THIS TYPE? 

IF “YES,” EXPLAIN: 

HAVE YOU BEEN INVOLVED IN ANY OTHER VEHICLE INCIDENTS? 

IF “YES,” EXPLAIN: 

HOW COULD THIS INCIDENT HAVE BEEN PREVENTED? 

ADDITIONAL INFORMATION: 

REPORT COMPLETED BY: PHONE: 
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Additional Notes


