
 

  Vehicle Accident - Driver’s Report 

Overview 

Accident Description  

 

 

Road, Intersection or Location Where Accident Occurred       

City       State       Date  enter a date. Time        

Weather  Clear      Rain      Snow      Overcast      Foggy Road Condition  Dry      Wet      Icy      Muddy      Potholes 

Number of Vehicles Involved 

      

Posted Speed Limit 

      

Your Speed 

      

Police Officer Name & Badge Number (If Police Investigated) 

      

Injured Parties & Damages 
Damages to Other Property Besides Motor Vehicle 

      

Property Owner and Address 

      

Person #1 Name 

      

Address 

      

Phone 

      -       -       

Describe Injuries 

      

Seat Belts  

 Yes   No 

Person #2 Name 

      

Address 

      

Phone 

      -       -       

Describe Injuries 

      

Seat Belts  

 Yes   No 

Person #3 Name 

      

Address 

      

Phone 

      -       -       

Describe Injuries 

      

Seat Belts  

 Yes   No 

 

Your Vehicle #1 
  Other Vehicle #2 

Make of Vehicle  

      
Model  

      

Color 

       

Year  

      

  Make of Vehicle  

      

Model  

      

Color 

       

Year  

      

License Plate       VIN/Vehicle Serial Number       License Plate       VIN/Vehicle Serial Number       

Name of Owner       Name of Owner       

Address of Owner        Address of Owner       

Phone Number       -       -       Phone Number       -       -       

Driver Name 

      

Driver License Number 

      

State 

      

Exp. Date 

enter a date. 

Driver Name 

      

Driver License Number 

      

State 

      

Exp. Date 

enter a date. 

Insurance Carrier       Policy #       Insurance Carrier       Policy #       

Description of Damage 

Indicate Point of Contact 

      

 Description of Damage 

Indicate Point of Contact 

      

 

 
 

Vehicle Accident – Witness Information Card 

Accident Location       

Date enter a date. Time        Witness Phone       -       -       

Witness First and Last Name       

Address 
      

State 
      

Zip 
      

Were you riding in a vehicle involved?   Yes  No 

Did you see the accident   Yes  No 

Did you see anyone hurt?  Yes  No 

In your opinion, who is responsible?  Our Driver  Other Driver  Passenger  Pedestrian 

Thank you! 

Your 
Vehicle 
#1 

Other 
Vehicle 
#2 




