
Office of the New York City Comptroller
1 Centre Street 

New York, NY  10007

Personal Injury Claim Form 
Electronically filed claims must be filed at the NYC Comptroller's Website. If your claim is not resolved 

within 1 year and 90 days from the date of occurrence you must start legal action to preserve your rights.

Claimant Information

*Last Name:

*First Name:

Address:

Address 2:

City:

State:

Zip Code:

Country:

Date of Death:

Phone:

*Email Address:

*Retype Email 
Address:

Occupation:

City Employee? Yes No NA

Format: MM/DD/YYYYDate of Birth:

Soc. Sec. #

HICN: 
(Medicare #)

Format: MM/DD/YYYY

Attorney Information (If claimant is represented by attorney)

Firm or Last Name:

Firm or First Name:

Address:

Address 2:

City:

State:

Zip Code:

Tax ID:

Phone #:

*Email Address:

*Retype Email 
Address:

Form Version: NYC-COMPT-BLA-PI1-B

* Denotes required fields. A Claimant OR an Attorney Email Address is required.

Gender Male Female Other

I am filing: On behalf of myself.

On behalf of someone else. If on someone else's 
behalf, please provide the following information.

Attorney is filing.

Last Name:

First Name:

Relationship to 
the claimant:

The time and place where the claim arose

*Date of Incident:

Time of Incident:

*Location of 
Incident:

Address:

Address 2:

City:

State:

Borough:

Format: MM/DD/YYYY

Format: HH:MM AM/PM



Office of the New York City Comptroller
1 Centre Street 

New York, NY  10007

*Manner in which 
claim arose:

* Denotes required field.



Office of the New York City Comptroller
1 Centre Street 

New York, NY  10007

The items of 
damage or injuries 
claimed are 
(include dollar 
amounts):



Office of the New York City Comptroller
1 Centre Street 

New York, NY  10007

Witness 1 Information

Last Name:

First Name:

Address

Address 2:

City:

State:

Zip Code:

Witness 2 Information

Last Name:

First Name:

Address

Address 2:

City:

State:

Zip Code:

Witness 3 Information

Last Name:

First Name:

Address

Address 2:

City:

State:

Zip Code:

Witness 4 Information

Last Name:

First Name:

Address

Address 2:

City:

State:

Zip Code:

Treating Physician Information

Last Name:

First Name:

Address:

Address 2:

City:

State:

Zip Code:

Employment Information (If claiming lost wages)

Employer's Name:

Address

Address 2:

City:

State:

Zip Code:

Work Days Lost:

Amount Earned 
Weekly:

Medical Information

1st Treatment Date:

Hospital/Name:

Address:

Address 2:

City:

State:

Zip Code:

Date Treated in 
Emergency Room:
Was claimant taken to hospital by 
an ambulance?

Yes No NA

Format: MM/DD/YYYY

Format: MM/DD/YYYY



Office of the New York City Comptroller
1 Centre Street 

New York, NY  10007

Complete if claim involves a NYC vehicle

Owner of vehicle claimant was traveling in

Last Name:

First Name:

Address

Address 2:

City:

State:

Zip Code:

Insurance Information

Insurance Company 
Name:

Address

Address 2:

City:

State:

Zip Code:

Policy #:

Phone #:

Description of 
claimant:

Driver Passenger

Pedestrian Bicyclist

Motorcyclist Other

Non-City vehicle driver

Last Name:

First Name:

Address

Address 2:

City:

State:

Zip Code:

Non-City vehicle information

Make, Model, Year 
of Vehicle:

Plate #:

VIN #:

City vehicle information

Plate #:

City Driver Last 
Name:
City Driver First 
Name:

Total Amount  
Claimed:

The Total Amount Claimed can only be entered once the following 
required fields are entered: 
  
Claimant Last Name 
Claimant First Name 
Claimant Email or Attorney Email 
Date of Incident 
Location of Incident 
Manner in which claim arose

Format: Do not include "$" or ",".

I certify that all information contained in this notice is true and correct to the best of my knowledge and belief. I understand that the willful 
making of any false statement of material fact herein will subject me to criminal penalties and civil liabilities.
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Form Version:
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I am filing:
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* Denotes required field.
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Witness 3 Information
Witness 4 Information
Treating Physician Information
Employment Information (If claiming lost wages)
Medical Information
Was claimant taken to hospital by an ambulance?
Format: MM/DD/YYYY
Format: MM/DD/YYYY
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Owner of vehicle claimant was traveling in
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Description of claimant:
Non-City vehicle driver
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The Total Amount Claimed can only be entered once the following required fields are entered:
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I certify that all information contained in this notice is true and correct to the best of my knowledge and belief. I understand that the willful making of any false statement of material fact herein will subject me to criminal penalties and civil liabilities.
8.2.1.3144.1.471865.466429
NYC-COMPT-BLA-PI1-B
PERSONAL INJURY
Claimant Last Name is required.
Claimant First Name is required.
Date format is MM/DD/YYYY.
Please enter your HIC Number if you are a member of the Medicare Program.
Date format is MM/DD/YYYY.
Claimant or Attorney email is required.
The email address entered here must exactly match the above. If it does not then you will need to re-enter.
Claimant or Attorney email is required.
The email address entered here must exactly match the above. If it does not then you will need to re-enter.
Date of Incident is required. Date format is MM/DD/YYYY.
Time format is HH:MM AM/PM
Location of Incident is required.
Occurence State is required.
Manner in which claim arose is required.
Date format is MM/DD/YYYY.
Date format is MM/DD/YYYY.
Total Amount Claimed is required.
	ClaimantLastName: 
	ClaimantFirstName: 
	ClaimantAdd1: 
	ClaimantAdd2: 
	ClaimantCity: 
	ClaimantState: NY
	ClaimantZip: 
	ClaimantCountry: USA
	ClaimantDOB: 
	ClaimantSSN: 
	ClaimantHICN: 
	ClaimantDOD: 
	ClaimantPhone: 
	ClaimantEmail: 
	ClaimantEmailConfirm: 
	ClaimantOcc: 
	CityEmpYes: 
	CityEmpNo: 
	CityEmpNA: 
	AttLastName: 
	AttFirstName: 
	AttAdd1: 
	AttAdd2: 
	AttCity: 
	AttState: NY
	AttZip: 
	AttTaxID: 
	AttPhone: 
	AttEmail: 
	AttEmailConfirm: 
	Male: 
	Female: 
	NA: 
	MyselfY: 
	MyselfN: 
	MyselfA: 
	BehalfLastName: 
	BehalfFirstName: 
	BehalfRelationship: 
	OccDate: 
	OccTime: 
	OccLoc: 
	OccAdd1: 
	OccAdd2: 
	OccCity: 
	OccState: NY
	OccBorough: 
	ClaimManner: 
	ItemsOfDmgInj: 
	WitLastName_1: 
	WitFirstName_1: 
	WitAdd1_1: 
	WitAdd2_1: 
	WitCity_1: 
	WitState_1: NY
	WitZip_1: 
	WitLastName_2: 
	WitFirstName_2: 
	WitAdd1_2: 
	WitAdd2_2: 
	WitCity_2: 
	WitState_2: NY
	WitZip_2: 
	WitLastName_3: 
	WitFirstName_3: 
	WitAdd1_3: 
	WitAdd2_3: 
	WitCity_3: 
	WitState_3: NY
	WitZip_3: 
	WitLastName_4: 
	WitFirstName_4: 
	WitAdd1_4: 
	WitAdd2_4: 
	WitCity_4: 
	WitState_4: NY
	WitZip_4: 
	PhyLastName: 
	PhyFirstName: 
	PhyAdd1: 
	PhyAdd2: 
	PhyCity: 
	PhyState: NY
	PhyZip: 
	EmpName: 
	EmpAdd1: 
	EmpAdd2: 
	EmpCity: 
	EmpState: NY
	EmpZip: 
	EmpWorkDaysLost: 
	EmpAmtEarned: 
	MedDate: 
	HospitalName: 
	MedAdd1: 
	MedAdd2: 
	MedCity: 
	MedState: NY
	MedZip: 
	MedEmgDate: 
	AmbYes: 
	AmdNo: 
	AmdNA: 
	VehLastName: 
	VehFirstName: 
	VehAdd1: 
	VehAdd2: 
	VehCity: 
	VehState: NY
	VehZip: 
	ICName: 
	ICAdd1: 
	ICAdd2: 
	ICCity: 
	ICState: NY
	ICZip: 
	ICPolicy: 
	ICPhone: 
	CDVDriver: 
	CDVPass: 
	CDVPed: 
	CDVBic: 
	CDVMotor: 
	CDVOther: 
	NCDLastName: 
	NCDFirstName: 
	NCDAdd1: 
	NCDAdd2: 
	NCDCity: 
	NCDState: NY
	NCDZip: 
	NCVMake: 
	NCVPlate: 
	NCVVin: 
	CVIPlate: 
	CVIAgency: 
	CVIDriverLastName: 
	CVIDriverFirstName: 
	TotalAmountClaimed: 



