Emotional Distress Consortium Claim Form

Full Name:

| |

Address:

| |

Phone Number:

| |

Email Address:

| |

Date of Incident:

| |

Relationship to Affected Individual:

| |

Describe the Emotional Distress Experienced:

Have you sought medical or psychological attention?
C Yes C No

Attach Supporting Documents (if any):

Choose File |\ tic selected

Submit Claim
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