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Involvement  Insured  3rd Party   Provider   Claimant 
 Witness  Suspect   Body Shop   Non-Suspect Attorney 
 Chiropractor  Medical Doctor  Law Enforcement   Other 

Synopsis 

Your Information 

Name (First MI Last) Telephone 

Address E-mail

City, State, Zip  

Signature  

Accredited by the National Association of Insurance Commissioners (NAIC) 

Suspect 

Name (First MI Last) Telephone 

Address Date of Birth 

City, State, Zip Social Security 

Claims History  Yes  No Date of Loss 

Fraud Complaint For Person 
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PO Box 2901
Charleston, WV  
25330-2901 
(304) 558-5241
(800) 779-6853
Fax  (304) 558-8950
OICFraud@wv.gov
www.wvinsurance.gov 
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