DATE OF ACCIDENT TIME
am
pm

Exact Location of Accident

City State

Company Name

OTHER DRIVER VEHICLE #2
Owner/Driver
Name:

Address:

Phone#

REPORTED TO POLICE ? YES / NO

Which Department?

Officer Name

Badge No.

Phone No.

Operator’s License# State

Driver Name

Phone #

Year/Make/Vin#

Passenger Name

Auto
Make Type Yr

Traffic Violations Charge to Drivers?

Vehicle #1

Vehicle #2

Damage:

License Plate# State

Weather

1 _Clear 5_Fog

2 _Cloudy 6 _Smoke
3 _Rain 7 _ Dusty
4 _ Snowing/Sleeting

Type of Roadway
1_ One-Way road/street
2 _ Two-Way undivided
3 _ Expressway

4 _ Other divided road

5 _ Other

Insurance Company

Policy#

Phone#

Road Surface

1 _Concrete 4 _ Gravel
2 _ Blacktop 5 _ Dirt

3 _ Brick 6 _ Other

Road Condition
1_Dry

2 _ Muddy

3 _ Snow/Icy

4 _ Wet

5 _ Other

Phone#

SHIPMENTS ON BOARD:
YES NO
Bill of Lading No.

Shipment Authority:

Passengers of Vehicle #2
Name:

Address:

Phone#

Name:

Traffic Conditions
1 _ Congested

2 _Heavy

3 _Light

4 _ No Other Traffic

Lighting

1 _ Daylight

2 _ Dark - no street lights
3 _ Dusk or Dawn

4 _ Dark Continuous
street lights

5 _ Dark-street light at
intersections only

Address:

Phone#

INJURED PERSON:

Name

Address

Phone#

Injuries




Draw rough diagram of accident - measure or step
off distances, including skid marks, distances
between vehicles. Draw squares to show position
of all vehicles involved. Indicate by arrows direction
each was traveling. Show names of streets or
highways and widths. Show your vehicle as “A”,
other party as “B", elc.
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Sign here

EXIT

Dascribe what happened

FILL OUT DIAGRAM NEXT PAGE




