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	                 LOSS CONTROL REPORT



	
	….Miles Ahead             
	         CTCO File Number: _______________

	
	
	Insurance Claim Number: _______________

	
	
	Safety Dept Only:  Preventable    or    Non-Preventable


	 FORMCHECKBOX 
  Accident    FORMCHECKBOX 
  Spill       FORMCHECKBOX 
  Mix      FORMCHECKBOX 
  Contamination       FORMCHECKBOX 
  Shortage        FORMCHECKBOX 
  Safety Violation        FORMCHECKBOX 
  Miscellaneous

	Terminal:   FORMDROPDOWN 

	Date:       
	Time:           FORMCHECKBOX 
 AM   FORMCHECKBOX 
 PM
	Trailer Loaded:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

	Driver:       

	Tractor #:      
	Year:      
	Make:       
	VIN #:       
	Plate/State:       

	Trailer #:       
	Year:      
	Make:       
	VIN #:       
	Plate/State:       

	Location and Address of Incident:       


	Description of the Incident.  (Tell what happened and how it happened.)

	     

	     

	     

	     


ACCIDENT OTHER PARTY INFORMATION:

	Property Damage:       

	Driver Name & Address:       
	Phone #:       

	Owner Name & Address:       
	Phone #:       

	Insurance Company/Agent:       
	City/State:       

	Policy#:       
	Phone #:       

	Pictures:   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No              
	Vehicle Towed:
	Theirs:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No              
	Ours:    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No
	Injuries:  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	Extent of injuries if any:       
	Name(s) of injured:       

	Witnesses or Passengers:       
	Phone #:       

	Witnesses or Passengers:       
	Phone #:       


SPILL / MIX / CONTAMINATION / SHORTAGE / LOSS INFORMATION:

	Date of Delivery:       
	CTCO Manifest #:       
	Shipper B/L #:       

	Shipper:       
	Origin Plant:       
	# Gallons Loaded:      

	Consignee:       
	Destination:                                                                                                                                                                                                          

	Shortage
	#        
	gallons of  
	     
	

	Mix/Contamination
	#       
	gallons of  
	     
	Into: #       
	gallons of  
	     

	Mix/Contamination
	#       
	gallons of  
	     
	Into: #         
	gallons of  
	     

	Product Spilled:       
	#        
	gallons lost  
	Spilled on / in:       

	Clean Up Contractor:  FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No
	Contractor Name:       


ALL INCIDENTS:

	Insurance Company Notified:   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  N o
	Adjuster Requested:   FORMCHECKBOX 
  Yes     FORMCHECKBOX 
  No

	Agencies Involved (police, fire, TCEQ, TXDOT, etc.):        

	Who Notified Terminal:       
	Call Received by:       

	Operations & Safety/Personnel Notified:         
	Date:       


	Please Attach all

APPLICABLE Forms:
	Employee Statements, Delivery Error Report, Police Report, Copies of Manifest and Bill of Lading’s,  Log-day of loss (plus 7 days prior for accidents),     


	Report Completed by:       
	Date Completed:       
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