
                                CLAIM REPORTING: AUTO ACCIDENT 

SAFEGUARDING YOUR SUCCESS 

Date of Accident: ____________________________    Time of Accident: __________________ 

Describe Weather Outside at Time of Accident: _______________________________________ 

Location of Accident: 

Street Address:  

City:  

State:  

Police Involved (city/county/state): 

 

Describe What Happened: 

 

Do You Have Photos of the Damages?           Yes          No 

Is Your Vehicle Drivable?           Yes          No              If “No”, Where is Your Vehicle Located? 

        Address:  _________________________________________________________________ 

Your Vehicle Information: 

Driver’s Name:  Driver’s Phone Number:  

Make:  Model:  

Year:  Last 6 Digits of VIN:  

Damages:  

Other Vehicle Information: 

Make:   Model:  

Year:  Damages:  

Other Driver Information: 

Name:  Phone:  

Address:  

Was Anyone Injured?           Yes         No 

If Yes, Persons Injured Information: 

Name:  Phone:  

Address:  

Was There a Witness?           Yes         No 

If Yes, Witness Information: 

Name:  Phone:  

Address:  

Employee Name (Print): _________________________________________________________ 

Employee Signature: ______________________________________ Date: _________________ 
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