REFPAIR AUTHORIZATION AND DIRECTION TO PAY

“ehicle Crwmier's Name:
Vehicle Dascription:
Year Make Model Wi
State Farm Claim Mumbser: Date of Loss:
Deductible Amount: Date Verified: By.
{ Smany Fawrn Robgsiidiatg |
Location:
Telephone:
Fax

lauthorize(d) _Martins Collision Repair INC., toestimate and repair my vehicle, unless it is

an economic otal loss. { Servion Firs Fegain )

L'-Hl:l_l-‘ﬁu'rlﬂm-] | Csier )

| have received a copy of the initial and final autcmated repair estimate.

| authorize State Farm to pay_Martins Collision Repair INC. s on my behalf
| Barvica Fud Racaer |
{ vishazie Owwners Sagrature | { Duaes }

| certify that the vehicle has been repaired 1o its preloss condition relative to safety, function and appearance.

iilﬂbu‘lﬁpulﬂﬁ tl-}-u

Form must be retained in repairer's records.
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