
 
 

CLIENT PROTECTION PROGRAM 

CLAIM FORM 

 

 

Your Name: ________________________________________________________________________________ 

 

Address: ___________________________________________________________________________________ 

 

Phone Number:_____________________________________________________________________________ 

 

Name and address of attorney in question: 

 

 ______________________________________________________________________________ 

 

 ______________________________________________________________________________ 

 

 ______________________________________________________________________________ 

 

1. Did the loss occur in the last two years?    Q Yes Q No 

 

2. What is the claimed date of loss? _____________________________________________________ 

3. Was your loss caused by theft, embezzlement or fraud?     Q Yes Q No 

3. Was the alleged embezzlement or fraud done in North Dakota by your attorney?      

  Q Yes Q No 

4. Have you filed a claim with the Disciplinary Counsel against this attorney? 

  Q Yes Q No 

 

Amount of loss claimed:  ____________________________________________________________________ 

 

Please explain the relevant facts regarding your claim: _______________________________________ 

 ____________________________________________________________________________________________ 

Statement of facts (continued): 



 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

Please provide as much proof as possible including amount paid, billing statements from 

attorney, and any work not yet completed.  Use additional page(s) if necessary and attach all 

relevant documents. 

 

I do hereby certify that I have read and reviewed all of the information contained in this claim 

for reimbursement from the State Bar Association of North Dakota’s Client Protection Fund.  All 

representation made in this form are to the best of my knowledge truthful and are a fair 

presentation of the facts in this matter. 

 

 

___________________________   ____________________________________ 

Date      Signature 

 

 

 

Subscribed to and sworn before me this _____ day of ____________, 20______.   

 

 

Notary Public ______________________________ 

 

 

 

My Commission expires ______________________ 

 

 

 

 
Send Completed Form To:  

 

Executive Director 

SBAND 

P.O. Box 2136 

Bismarck, ND 58502-2136 


