Casualty Loss Report

Date of Report:

Property Name: Address:

| Type of Casualty Loss — Identify the type of loss experienced:

[ Fire O Flood [ Other:

| Affected Buildings and Units — Identify all buildings (BINs) and Units (Unit #s) affected:

Building ID Number

(BIN): Units: Date of Loss: Date Back in Service:

[ All units are out of service; all units at this property are out of service due to this loss.

Description of Casualty Loss — Describe the loss that occurred:

| Description of Correction Work — Describe the work needed to restore buildings and units:

Insurance — Indicate contact with Insurer:

Insurance provider was contacted? [ Yes; Date: O No — Scheduled Date:
Adjuster has visited the property? [ Yes; Date: [1 No — Scheduled Date:

Dates of Repair:

Expected Date of repair completion:

Actual Date of repair completion:

e If more space is needed, please include information on an additional sheet of paper.
e Copies of completed work orders, invoices and other forms of documentation may be required to support the
correction and date/s of correction completion.

| Certification:

Under penalty of perjury, the undersigned certifies that the information presented within this document, as well as any attachments
provided, is true and accurate and that the property is in compliance with the applicable State Qualified Allocation Plan and all other
applicable laws, rules, and regulations. The undersigned further understands that the providing false representations herein constitute
an act of fraud.

I certify that the information provided is true and correct:

Printed Name Title:

Signature Date:

OHCS Casualty Loss Report (4/2017)
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