
 

 K U D A  H O L D I N G S  ( P T Y )  L T D   

B I G  B A Y  O F F I C E  P A R K ,  1 S T  F L O O R ,  C O R M O R A N T  R O A D ,  B I G  B A Y  7 4 4 1   

P O  B O X  1 5 1 ,  B L O U B E R G S T R A N D ,  7 4 4 1  

T  0 2 1  5 5 4  5 8 3 2  C O M P A N Y  R E G  2 0 0 8 / 0 1 8 4 0 4 / 0 7  V A T  N U M B E R  4 5 7 0 2 5 4 0 5 4   

A U T H O R I S E D  F I N A N C I A L  S E R V I C E S  P R O V I D E R  F S P  3 8 3 8 2   

w w w . k u d a . c o . z a  

I N S U R E R :  

C E R T A I N  U N D E R W R I T E R S  A T  L L O Y D ’ S  

R E P R E S E N T A T I V E  A D D R E S S :  L L O Y D ’ S  S O U T H  A F R I C A  ( P T Y )  L T D ,   

T H E  F O R U M ,  1 5 T H  F L O O R ,  S A N D T O N .   

P O S T A L  A D D R E S S :  P O  B O X  7 8 7 1 6 3 ,  S A N D T O N ,  2 1 4 6   

T E L E P H O N E :  0 1 1  5 0 5  0 0 0 0  F A X :  0 1 1  5 0 5  0 0 0 1  
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KUDA VET REPORT 1 

Client Name:  

Name of Vet/Practice:   

Name of Horse:  

Passport Number:  Microchip Number:  

Date(s) of treatment:  

(Please tick the appropriate block) YES NO 

In your opinion, was the sickness/injury caused due to lack of care or negligence?   

Was it an emergency event?   

Was it a lifesaving event?   

Did the horse undergo surgery?   

Was this a routine procedure?   

Was the horse treated in hospital?    

Please provide details: 

 

 

Please provide a short description of the incident (if x-rays were obtained, please provide motivation) 

 

 

 

 

 

 

 

Any additional comments: 

 

 

 

 

 
 

Vet Signature:  Date:  
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