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Risk M a na g e m e nt
C ity of L incolnton

PO B ox617
L incolntonN C 28093

C laim s@ lincolntonnc.org

Small Claim Payment

Claimant:____________________________________________________________________________

Owner:______________________________________________________________________________

Address of incident:___________________________________________________________________

City:________________________________ State:__________ Zip code:___________________

Contact number:__________________________ Email:_____________________________________

Date of incident: __________________ Time:______________________

Details of damaged property and how it happened:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Details of how City may be liable:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

Any other pertinent information as may assist in evaluating the request:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________

If vehicle damage:

Driver’s name:______________________________________________

Vehicle Make:_____________________ Model:______________________ Year:________________

VIN #:_______________________________________
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