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DO NOT DISCUSS THE ACCIDENT EXCEPT WITH POLICE OR YOUR SUPERVISOR


      Section 5 – Diagram of Accident



Section 1 – Accident  Information





Date of Accident ______________ Vehicle # ____________	Injuries _____ Yes _____No 





Location of Accident ____________________________________________________________





Vehicle Year _________  Make/Model _________________  VIN # ____________________





Section 2 – Company Driver Information





Driver Name __________________________________  	SS # ______  _____  ________


		 First 		M. 		Last


Address	_________________________________	DL # __________________ State ____





City, State, Zip _________________________________	Phone __________________________








Section 3a – Other Driver Information





Driver Name ___________________________________  	SS # ______  _____  _________


		 First 		M. 		Last


Address	__________________________________  	DL # __________________ State ____





City, State, Zip __________________________________	Phone ________________





Vehicle Year _________  	Make/Model ______________ VIN # __________________________





Damage to Vehicle ________________________________________________________________





Medical Treatment Provided?  ( yes  (  no 	Vehicle towed? ( yes  ( no ______________________





Insurance Carrier ____________________	Insurance # ___________________________





Section 3b – Other Driver Information





Driver Name ___________________________________  	SS # ______  _____  _________


		 First 		M. 		Last


Address	__________________________________  	DL # __________________ State ____





City, State, Zip __________________________________	Phone ________________





Vehicle Year _________  	Make/Model ______________ VIN # __________________________





Damage to Vehicle ________________________________________________________________





Medical Treatment Provided?  ( yes  (  no 	Vehicle towed? ( yes  ( no ______________________





Insurance Carrier ____________________	Insurance # ___________________________








Section 4 – Police Information


Were the police called?   (  yes  (  no   Officer Name _______________________ Badge # _______





Was a citation issued?   (  yes  (  no      to whom ________________________________________





You





Other(s)
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Section 8 – Describe Accident


________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Section 8 – Supervisor Report


Was employee sent for post-accident drug and alcohol screen?  (  yes  ( no           


Was this a preventable accident?  (  yes  (  no 		Insurance contacted  (  yes  (  no 


Time and date insurance carrier notified _________, _________   Claim No. _________________





Section 7 – Injuries





Injured # 1	_____________________________   Passenger?  (  yes  (  no     DOB ____________


		First 		M. 	Last


 


Address	_____________________________  Phone ____________   Injury ________________





Injured # 2	_____________________________   Passenger?  (  yes  (  no     DOB ____________


		First 		M. 	Last


 


Address	_____________________________  Phone ____________   Injury ________________





Injured # 3	_____________________________   Passenger?  (  yes  (  no     DOB ____________


		First 		M. 	Last


 


Address	_____________________________  Phone ____________   Injury ________________
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