
NOTICE OF CLAIM 

You may use this form to submit a claim or submit a letter format containing the claim 
information. Please submit your claim within 180 days of the injury and or property 
damage. You may submit the completed claim form by:  

Mail: City Secretary  
City of Corpus Christi  
P.O. Box 9277 
Corpus Christi, TX 78469-9277 

Hand Deliver: 1201 Leopard St., 1st Floor 

Facsimile:      Fax Number: (361) 826-3113 

Online:  Notice of Claim 

Please type or print  

Full Name: ____________________________________________________________________ 

Mailing Address: _______________________________________________________________ 

Home Address: ________________________________________________________________ 

City: __________________________State: __________________ Zip Code: _______________ 

Home Phone Number: _____________________Work Phone Number: ____________________ 

Date / Time of Incident: __________________________________________________________ 

 Insurance Company (if vehicle damage):______________________________________PH#_______________  

Home Owner Insurance Co. ____________________________________PH#_______________  

Address of Incident: _____________________________________________________________  
(be specific)  
______________________________________________________________________________ 

______________________________________________________________________________ 

Describe in your own words, where, when, and how the damage or injury occurred. Attach additional sheets if 
necessary. Give names, addresses, and phone numbers of others involved or witnesses of the incident, including 
involved City department, involved City vehicle unit number, name of City driver/employee, if known. Attach 
copies of any bills, estimates, photographs, medical reports, signed witness statements, etc.  



______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  
______________________________________________________________________________  

The total amount of your claim against the City is $____________________________________  
All of the statements made in this claim are true and correct.  

NOTICE:   Any person who knowingly, and with intent to injure, defraud or deceive the City,  files a statement 
of claim containing any false, incomplete or misleading information is guilty of a felony. 

Date: _______________________ Signature of Claimant: ______________________________
 When completing this form electronically, it need not be signed.  Instead, simply type your name above.    

You will be contacted by a Claims Adjuster within two (2) business days of receiving your claim. 

When finished please use the submit button:

Attachment(s) - Please use the paper clip or tabs located in the left margin of this page to upload 
your docucuments.  
Note:  This form is best viewed using Internet Explorer browser.  If the paper clip or tabs are not visible, you can make them visible by saving this form to your computer and opening it 
using Adobe Acrobat.

If submitting electronically, you will receive an e-mail confirming that your notice of claim has 
been received.  Be sure to check your junk mail before contacting our office.
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