
 

 

VITRAN EXPRESS 
6500 EAST 30TH STREET 

P. O. BOX 7004 
INDIANAPOLIS, IN   46207-7004 

PHONE:  317-803-4070 
FAX:  317-803-4003 

 
 
ATTENTION: ________________ 
 
 
DEAR VALUED CUSTOMER, 
 
WE ARE PROVIDING THIS INFORMATION IN ORDER TO ASSIST YOU IN THE COMPLETION OF THE 
FREIGHT CLAIM FORM. 
 
1. PLEASE MAKE SURE TO REFERENCE THE VITRAN EXPRESS PRO NUMBER ON THE CLAIM FORM 

(DELIVERING CARRIER’S PRO NO.)  YOU MAY ONLY FILE FOR ONE SHIPMENT ON EACH CLAIM 
FORM. 

 
2. IF YOUR CLAIM IS FOR DAMAGES, EVERY ATTEMPT SHOULD BE MADE TO MINIMIZE THE LOSS.  

THIS CAN BE ACCOMPLISHED THROUGH REPAIR, REFURBISHING, REPACKING OR RECOOPERING. 
 
3. ATTACH A COPY OF THE ORIGINAL INVOICE FOR THE PRODUCT AND THE REPAIR INVOICE IF 

THE PRODUCT WAS REPAIRED, RE:  LABOR CHARGES, ETC. 
 
4. ALL TRADE DISCOUNTS TAKEN MUST BE REFLECTED ON THE CLAIM. 
 
5. ALL FREIGHT CHARGES MUST BE PAID UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE 

(SHIPMENT LOST, ETC.) 
 
6. **DAMAGED MERCHANDISE MUST BE RETAINED UNTIL CLAIM IS SETTLED. 
 
7. MAIL COMPLETED FORM TO THE ADDRESS PROVIDED. 
 
8. YOU HAVE NINE MONTHS FROM THE DATE OF SHIPMENT TO FILE A CLAIM. 
 
 
 
THANK YOU, 
VITRAN EXPRESS 
LOSS PREVENTION DEPARTMENT 
 
 
NOTE:  WE DO NOT NEED BILL OF LADING OR DELIVERY RECEIPT, WE WILL HAVE THE ORIGINAL COPIES 
ON FILE. 
 
 
 
 
 

REVISED 03/20/01 
All other versions should be discarded. 



 

 

STANDARD FORM FOR PRESENTATION OF LOSS AND DAMAGE CLAIM 
 

Vitran Express  
P. O. Box 7004 

Indianapolis, IN   46207-7004 
Attn:  Loss Prevention Department 

(Date) 

Phone:  317-803-4070 
Fax:  317-803-4003 

(Your Reference Number) 

  [   ] Damage 
This claim for $ _____________ is made against your company for    [   ] Loss         in connection with the following described shipment: 
 
  

 
    

 (Shipper’s Name) 
 
 

  (Consignee’s Name)  

 (Point Shipped From) 
 
 

  (Final Destination)  

 (Name of Carrier Issuing Bill of Lading) 
 
 

  (Name of Delivering Carrier)  

 (Date of Bill of Lading) 
 
 

  (Date of Delivery  

 (Bill of Lading/Shipper’s No.) 
 

  (Delivering Carrier’s Pro No.)  

      
 

DETAILED STATEMENT SHOWING HOW AMOUNT CLAIMED IS DETERMINED 
(Number and description of articles, nature and extent of loss or damage, invoice price of articles, amount of claim, etc. 

ALL DISCOUNTS and ALLOWANCES MUST BE SHOWN.) 
       
       
       
       
       
       
       
       
       
  Total Amount Claimed     
If more space is needed, please attach additional pages. 
The following documents are submitted in support of this claim: 
 [  ] Original Bill of Lading. 
 [  ] Original Invoice or certified copy. 
 [  ] Original paid freight bill or other document bearing notation of loss or damage if not shown on freight bill. 
 [  ] Carrier’s Inspection Report Form (concealed loss or damage). 
 [  ] Other particulars obtainable in proof of loss or damage claimed. 
 
NOTE:  The absence of any document called for in connection with this claim must be explained.  When impossible for claimants to produce original bill of 
lading, or paid freight bill, a bond of indemnity must be given to protect carrier against claim supported by original documents. 
 
The foregoing statements of facts is hereby certified as correct. 
 
   Claimant (Please print) 

   Address (Mailing)                              City, State, Zip 

   Phone                                                  Fax 

   E-mail Address 

    

     (Signature & Title) 
 
 
Revised December 31, 2001 
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