SEND TO:
ESTIMATICS UNIT -

Fax Phone:

SUPPLEMENT REQUEST )
Office Phone:

REQUESTING SHOP INFORMATION
Shop Name:

Shop Address/Location:

Phone #:

Fax #:

Contact Person:

VEHICLE INFORMATION

Claim Number:

Owner Name:

Vehicleyear: _____ Make: Model:

Original Estimator:

Date of Original Estimate:

Is vehicle ready for inspection? L] Yes

[ INo
SUPPLEMENT INFORMATION

REPAIR | REPLACE DESCRIPTION PRICE LABOR HRS | REF HRS | PAINT & MAT’L
O DED

REPAIR | REPLACE DESCRIPTION PRICE LABOR HRS | REF HRS | PAINT & MAT’L

Comments / Approval:

NOTICE: PRIVATE AND CONFIDENTIAL

The information contained in this f acsimile message contains private and confidential material intended for the sole use by the State
Farm Insurance Companies. If you are not the intended recipient listed above, you are hereby notified that any disclosure, duplication,
or distribution of this information or the taking of any action in reliance on the contents of this transmission, without the express written
consent of the State F arm Insurance Companies, is STRICTLY PROHIBITED. If you have received this transmission in error, please
notify us immediately by telephone so that we can arrange for the return of this material at no cost to you.
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