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Georgia Department of Corrections Claim of Loss 
 

 

Employee : ________________________________________________________  

Facility: ________________________________________________________________________ 

Address:________________________________________________________________________  

Report:_________________________________________________________________________ 

Date of Occurrence:____________________________________________________ 

Position Number:_____________________________________________________ 

S/S Number:__________-__________-_________ 
                      
 

Description of Item  Replacement Value 

OR 

Repair Cost 

   

   

   

   

   

 Total Amount of Claim  

 Approved Claim Amount  

 
 

Description of Cause or Action for Claim:                                    
                                                                 
                                                                 
                                                                 
                                                                 
                                                                 
                                                                 
                                                                  
 

 
 

Employee Signature: Care & Custody Unit: 

Business Mgr. Signature: Budget Code: 

Warden/Supt. Signature: Acct. Code: 

 


