



	WORK ORDER NO: 
	Home: 
	Name: 
	TelephoneNo Work: 
	other: 
	Address: 
	City: 
	State: 
	Zip: 
	Date: 
	If known the TOTAL amount of your claim against the NEW BRAUNFELS UTILITIES is: 
	attach copies of medical report bills and damage estimates related to your claim 1: 
	attach copies of medical report bills and damage estimates related to your claim 2: 
	attach copies of medical report bills and damage estimates related to your claim 3: 
	attach copies of medical report bills and damage estimates related to your claim 4: 
	attach copies of medical report bills and damage estimates related to your claim 5: 
	attach copies of medical report bills and damage estimates related to your claim 6: 
	attach copies of medical report bills and damage estimates related to your claim 7: 
	attach copies of medical report bills and damage estimates related to your claim 8: 
	attach copies of medical report bills and damage estimates related to your claim 9: 
	attach copies of medical report bills and damage estimates related to your claim 10: 
	attach copies of medical report bills and damage estimates related to your claim 11: 
	attach copies of medical report bills and damage estimates related to your claim 12: 
	attach copies of medical report bills and damage estimates related to your claim 13: 
	attach copies of medical report bills and damage estimates related to your claim 14: 
	LOCATION Please be specific 1: 
	LOCATION Please be specific 2: 
	Date of Accident or Damage: 
	Time of Accident or Damage: 
	NAME OF NBU EMPLOYEES INVOLVED if any: 
	NameRow1: 
	AddressRow1: 
	Telephone NumberRow1: 
	NameRow2: 
	AddressRow2: 
	Telephone NumberRow2: 
	NameRow3: 
	AddressRow3: 
	Telephone NumberRow3: 
	NameRow4: 
	AddressRow4: 
	Telephone NumberRow4: 
	NameRow5: 
	AddressRow5: 
	Telephone NumberRow5: 
	POLICE CASE NUMBER if applicable: 


