
DIVISION OF INSURANCE 
CONSUMER SERVICES SECTION 

 
550 West 7th Avenue, Suite 1560, Anchorage, AK 99501-3567 

Telephone:  (907) 269-7900 
Fax:  (907) 269-7910 

(800) 467-8725 (In-state only) 
 

INSURANCE INQUIRY/COMPLAINT FORM 
 
 
YOUR NAME:    
 
DAYTIME TELEPHONE NO.:    
 
ALTERNATE TELEPHONE NO.:    
 
ADDRESS:    

(Street) City Zip Code 
 
INSURED’s NAME AND ADDRESS (If different from above): 
 
  
 
YOUR AGE  Under 25  25 to 49  50 to 64  65+ 
 
INSURANCE COMPANY    

 (Give name exactly as shown on policy) 
 
EFFECTIVE DATE    
 
POLICY TYPE      POLICY NUMBER(s)    

 (Auto, Health, Life, etc.) 
 
NAME OF AGENT OR ADJUSTER    
 
DATE OF LOSS      DATE CLAIM SUBMITTED    

 (If applicable) 
 
GROUP INSURANCE MEMBERSHIP OR CERT. NO.    
 
EMPLOYER   
 
Please give a FACTUAL STATEMENT OF THE PROBLEM.  Enclose a copy of your policy 
and any related material as described in the letter on the reverse side.  If more space is 
required, use an additional sheet of paper and sign each page. 
 
  
  
  
  
  
 
Signature:    Date:    
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