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PERSONNEL PROPERTY CLAIM
MISCELLANEOUS
CHECKLIST

1. Please bring the original and clear copies of the indicated forms to aid us in
processing your claim quickly and thoroughly.

_____a. DDForm 1842 (Enclosed)
(. b. DDForm 1844 (Enclosed)
______c. MP Blotter/MP Report/KNP Report (If applicable)
_______d. Repair Estimate Costs
____e. Replacement Costs
_____f. Purchase Receipts/Photos
4. Copy of Lease (If applicable)
______h. Orders and/lor Amendments (If applicable)
______i. Statement of Understanding
j. Electronic Fund Transfer Worksheet

2. We cannot pay for incidental expenses such as phone bills, gas, items rented while
waiting for your claim to be paid or time spent on filing your claim,

3. You have two years from the date of the incident to file your claim. Early filing is
important to preserving documentation of your claim and timely payment.

4. If you desire copies of any forms or documents pertaining to your claim, you should
make these copies prior to coming to the claims office. POC is Mrs. Chon, Yongmi,

730-3687 or email her at yongmi.chon2.In@mail.mil.




CLAIM FOR LOSS OF OR DAMAGE TO PERSONAL PROPERTY iNCIDENT TO SERVICE

PART [ - TO BE COMPLETED BY CLAIMANT (See hack for Privacy Act Statement and Instructions.)

1. NAME OF CLAIMANT (Last, First, Middle Initial) 2. BRANCH OF SERVICE{ 3. RANK OR GRADE |4. SOCIAL SECURITY NUMBER
5. HOME ADDRESS (Street, City, State and Zip Code} 6. CURRENT MILITARY DUTY ADDRESS (If appiicable) (Sireet, City,

State and Zip Code)
7. HOME TELEPHONE NO. (inciude area code} 8. DUTY TEL.EPHONE NO. (Inciude area code) 9. AMOUNT CLAIMED

10, CIRCUMSTANCES OF LOSS OR DAMAGE (Explain in detail. Include date, place, and ofl relevant facts. Use additionsl sheefs f necessary.)

11, DID YOU HAVE PRIVATE INSURANCE COVERING YOUR PROPERTY? (E.g., say "Yes" on a shipment or quarters claim if you YES | NO

had transit, enfar's ar hameowner's insurance; say *Yes" on a vehicle ¢lalm If you had vehicle insurance. Attach a copy ot
your policy.)

12. HAVE YOU MADE A CLAIM AGAINST YOUR PRIVATE INSURER? (if "Yes," attach a copy of your correspondence. If you
have insurance covering your [oss, yotit must submit a demand before you submit a claim against the Government.}

13. HAS A CARRIER OR WAREHOUSE FIRM INVOLVED PAID YOU OR REPAIRED ANY OF YOUR PROPERTY? (If "Yes," attach
a copy of your correspondence with the carrier or warehouse firm.)

14. DID ANY OF THE CLAIMED ITEMS BELONG TO THE GOVERNMENT OR TO SOMEONE OTHER THAN YOU OR YOUR
FAMILY MEMBER? (If "Yes, " indicafe this on your "List of Property and Claims Analysis Chart," DD Form 1844.)

15. WERE ANY OF THE CLAIMED ITEMS ACQUIRED OR HELD FOR SALE, OR ACQUIRED OR USED IN A PRIVATE
PROFESSION

16. UNDER PENALTY OF LAW, | DECLARE THE FOLLOWING AS PART OF SUBMITTING MY CLAIM:

If any missing ltems for which | am claiming are recovered, | will notify the office paying this claim. (For shipment claims.) Missing items were
packed by the carrier; they were owned prior to shipment but not delivered at destination; after my properly was packed, I/my agent checked alf
rooms in my dwelling to make sure nothing was left behind.

{ assign to the United States any right or interest | have against a carrier, insurer, or other person for the incident for which | am claiming; |
authorize my insurance company fo release information concerning my insurance coverage,

t authorize the United States to withhold from my pay or accounts for any payments made to me by a carrier, insurer, or other person to the extent
1 am paid on this claim, and for any payment made on this claim in reliance on information which is determined to be incorrect or untrue. | have not
made any other claim against the United States for the incident for which | am claiming. | understand that if any information { provide as part of my
claim is false, 1 can be prosecuted.

17. SIGNATURE OF CLAIMANT {or designated agent) ‘ 18. DATE SIGNED
{(YYYYMMDD}

PART Il - CLAIMS APPROVAL (7o be completed by Claims Office)

19, PROCEDURE (X one) 1 20. AMOUNT AWARDELD. fhe claim is cognizable and meritorious under 31 U.8.C, 3721;
SMALL CLAIMS the claimant is a proper claimant; the property is reasonable and useful; the toss has $
a. been verified In accordance with applicable procedures as prescribed by the controlling
b. REGULAR CLAIMS departmental regulation; and the following award is substantiated:
21, SIGNATURES (Signatures at & and ¢ not required if small dlaims procedur is ulilizsu)
a. CLAIMS EXAMINER b. DATE SIGNED ¢. REVIEWING AUTHORITY d. DATE SIGNED
(YYYYMMDD) (YYYYMMDD)
e. TYPED NAME AND GRADE OF APPROVING AUTHORITY f. SIGNATURE OF APPROVING AUTHORITY u. DATE SIGNER

{YYYYMMDD)

DD FORM 1842, MAY 2000 PREVIOUS EDITION IS OBSOLETE. USAPA V100




PRIVACY ACT STATEMENT
AUTHORITY: 31 U.8.C. 3721, and EO 9397, November 1943 (SEN).

PRINCIPAL PURPOSE(S): Filing, investigation, processing and setflement of claims for losses incident to service.

ROUTINE USES:
a. Information is principally used to provide a legal basis for the administrative payment of claims against the Government.
Information is also used in connection with:

{1} Recovery from common carriers, warehouse firms, insurers and other third parties.
(2) Collection from claimants of improper payments or overpayments.

(3) Investigation of possible fraudulent claims. -
{(4) Possible criminal prosecution by the Department of Justice ar other agencies if fraud is established.

b. Soclal Security Numbers are used to assure correct identification of claimants in order to assure payment to the proper claimang
and avoid duplication of claims.

DISCLOSURE: Voluntary; however, fallure to supply information will cause delay in settiement and may result in denial of a
portion or all of the claim.

INSTRUCTIONS TO CLAIMANTS
1. You must submit your claim in wiiting within two years of 5. You are entitled to claim the following:
the date of the incident giving rise to the claim. This two

year time limitation may not be waived. a. Reasonable local repair cost, if an item can be

economically repaired. (You may claim small amounts
without an estimate. Otherwise, submif an estimate of repair
from a repair firm or, if repairs have been completed, your
recelpt. The claims office may waive this in appropriate

2. The claimant or an authorized agent must complete and
sign Part | of this form, answering all questions. If the claim
is sighed by an agent (such as g spouse) vl d survivor of a

deceased proper claimant, that person must have a cases.}
document showing his or her authority to present the claim,

such as a power of attornay, etc. b. Reasonable local replacement cost if an item is

missing, destroyed, or not economic to repair. (Replacement
- costs may be obtained from commercial catalogs or a
military exchange. If you cannot find the itemn in a catalog or
the exchange and the cost is more than $100.00, obtain a
inventory and your "Joint Statement of Loss or Damage at statement from a commercial firm for the cost of a simifar
Delivery/Notice of Loss or Damage,” DD Forms 1840/1840R. ifem. If you have purchase receipts, bring these to the
If you notice damage after delivery, you must complete the Claims Office as well.)
DD Form 1840R and get it to the Claims Office within 70

3. Ifthe claim is for property lost or damaged while being
shipped or stored pursuant to travel orders, submit copies of
your orders and all shipping documents, including your

days after delivery. ¢. Reasonable cost of obtaining local estimates of repair,
if the cost of such estimates will not be credited if repair work

4. You may obtain further information from a Claims Office. is done. (Normally, you may not claim appraisal fees.)

PART Il - DENIAL OR SUPPLEMENTAL PAYMENT (To be complated by Claims Office)

24. SUPPLEMENTAL PAYMENT (X and complete if applicabie)
The claim is cognizable and metitorious
under 31 U.S.C. 3721, and the following |g

23. DENIAL ¢x if applicable)
The claim ie not cognizabla or mertorious under 31 U.G.C.

3721 and the applicable provisions of the controlling
departmental regulation, and is denied.

25. SIGNATURES
a. CLAIMS EXAMINER b. DATE SIGNED c. REVIEWING AUTHORITY d. DATE SIGNED
(YYYYMMDD)

(YYYYMMDD)

additional award is substantiated;

25. APPROVING/SETTLEMENT AUTHORITY (Seftiement Authorily is required for denial }
b. SIGNATURE ¢, DATE SIGNED

a. TYPED NAME b. GRADE
(YYYYMMDD)

DD FORM 1842 (BACK), MAY 2000 USAPA V100



1. NAME OF CLAIMANT (Last, Fist, Middie fmicia)

3. PIGR-UP DATE

LIST OF PROPERTY AND CLAIMS ANALYSIS CHART

bD FORM 1844, MAY 2000

PREVIOUS EDITION IS OBSOLETE.

1YYYYMMOD) A
fitems T4 through 317 to be filfed out by Ciaims Office)
2, CLAIMANT'S INSURANCE COMPANY (If applicable) 4. R(gi‘;lyﬁ%a?i\ﬁ 14, ORIGIN CONTRACTOR | 17. 2ND CONTRACTOR 21, CLAH NUMBER 27, NET WT/MAX CAR
a, NAME b. POLICY NO.
9. ORIGINAL /]11. AMOU 15 TRVE N EET
5. |6. |7. LOST OR DAMAGED ITEMS B. ORicl L AMO 4 MDD BATE (r7 yRiMbD) 23. GBL NUMBER 24. LOT NUMBER
a. Repair (<
LINE|QTY {Describe the itern fully, including brand name, NV cé’f ; b -
NO. madel and size. List the nature and extent of | NO. mefrgi Replacet 18- EXCEPTIONS |1:\?\} o EXCEPTIONS zfé\sow- zﬁbjumcxrop's 12'?51\4 ‘iiouss ZCE:LARRIER
damage. If missing, state "MISSING.") PURCHASED Cost NO. ALLOWED REMARKS WT | LABILITY | UABILITY
12. REMARKS 13, TOTAL [ § 20. TOTAL | 31.THIRD {3 b
AMOUNT PARTY
0.00 .
ALLOWED LIABILITY €00 0.00

Page af Pages



MANUAL CEFT INPUT INFORMATION

Payee Name

SSN EIN

Corporate Status Code (see attached list) 2J

Payee MAILING Address

Payee Phone:

Payee Email Address

EFT Format: CTX

FINANCIAL INSTITUTION INFORMATION

ACH Bank Name L

ACH Bank Address

ACH Bank Telephone Number

ACH Nine-Digit Routing Transit Number

Depositor Account Number

Type of Account (checking or savings)

Account Holder's Name

Account Holder's Signature

NOTE: Failure to annotate legibly, or provide all required information will delay
processing of your claim payment.



CAMP RED CLOUD
CLAIMS OFFICE
SURVEY FORM

Please answer the questions below and furnish comments to assist us in providing better service to
our customers. After completing the survey, place it in either the survey box located in the Camp
Red Cloud Legal Center or fold it in half and mail it postage-free through MPS.

1. What was the name of the Claims Office personnel who assisted you?

2. How do you rate the service provided by him/her? (Check one)
__ Excellent ___Good __ Average ___ BelowAverage ___ Poor

3. is there anything you would like this person to have done differently?

4. Did the instructions in the claims packet adequately explain how to prepare your claims forms?

Yes ____No {if not, what was it that was unclear for you?)

5. Were you given a satisfactory explanation concerning the methods of the Claims Office used to
compute your claim settlement and new FRV (Full Replacement Value) program that is a claim to
the TSP (Carrier) on line?

Yes ____No {if not, what was it that was unclear for you?)

6. If you had repair work or estimates done on your damaged items, please rate the quality of
service received below:

Firm item/items worked on Rating Comments

OPTIONAL:

Your Name Work Number Date




