
Date: 

Time: A.M. P.M. 

Name (First, Middle, Last) Address 

Drivers License No. Vehicle Year Vehicle Make Vehicle Model VIN No. (Identification) 

Telephone No. 

Description of Damage 

Any Passengers? Yes No If “Yes,” list below: 

Name Address Telephone No. 

Name Address Telephone No. 

Name Address Telephone No. 

OTHER PARTY INFORMATION 
Name (First, Middle, Last) Address 

Telephone No. Driver’s License Number & State Expiration Date of Birth 

Name of Insured 

Insurance Company or Agency Policy Number Policy Expiration Date 

Vehicle Year Vehicle Make Vehicle Model VIN No. (Identification) 

Description of Damage 

Any Passengers? Yes No If “Yes,” list below: 

Name Address Telephone No. 

Name Address Telephone No. 

Name Address Telephone No. 

LOCATION OF ACCIDENT(Street Address and Intersection) City State Zip 

POLICE INFORMATION 
Police Agency: Hwy Patrol City PD Sheriff’s Office Other (List): 
Case Number: Anyone injured? Yes No Ticket issued? Yes No To whom? 

LOCATION ROAD WEATHER 
Clear Snowing 
Raining Fog Other: 

LIGHT 

Intersection Residential Road 
Parking Lot Highway Rural Road 
Other: 

Dry Under Repair 
Wet Unpaved 
Snow/Ice Other: 

 Day Street Light 
Sunset Dawn Dark 
Other: 

ACCIDENT SEVERITY: INSURED DRIVER CITATIONS: INSURED DRIVER ACCIDENT SEVERITY: OTHER DRIVER CITATIONS: OTHER DRIVER 
No Injuries 
Bruises, No Broken Bones Broken Bones, Nonlife 
Threatening Life Threatening Death 

Non-Unknown Ran Red Light Illegal Turn 
Reckless Driving Fail To Yield Speeding 
Other: 

No Injuries 
Bruises, No Broken Bones Broken Bones, 
Nonlife Threatening Life Threatening Death 

Non-Unknown 
Ran Red Light 
Illegal Turn 
Reckless Driving Fail to Yield 
Speeding 
Other: 

Headlights on? Your Vehicle: Yes No Other Vehicle: Yes No 
ACCIDENT DESCRIPTION: 

ACCIDENT DIAGRAM: 
INDICATE ON THIS DIAGRAM WHAT HAPPENED: 
Indicate north by an arrow 

Show position of vehicles and indicate traffic controls such as signals, signs, etc. Were the 
signals working? 

Yes No 
  

Key 
I = Insured; 1 = Other Vehicle; 2 = Other Vehicle 

Passenger/Witness Name: Phone No. ( ) 

Address: 

Passenger/Witness Name: Phone No. ( ) 

Address: 

Passenger/Witness Name: Phone No. ( ) 

Address: 

DRIVER INFORMATION 
DRIVER’S ACCIDENT REPORTING KIT 
Date of Report: 

Date of Incident:  
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