
 

                                                                          

 

DESCRIPTION 
GIVE BRIEF ACCOUNT OF ACCIDENT _______________________________ 

_______________________________________________________ 
_______________________________________________________ 
_______________________________________________________ 
_______________________________________________________ 
_______________________________________________________ 
_______________________________________________________ 

YOU ARE VEHICLE NUMBER 1. SHOW VEHICLE POSITIONS ON DIAGRAM 

 

 

  

PRELIMINARY ACCIDENT REPORT 

DATE ________ DAY:    SU  M  T  W  TH  F  SA TIME        :___        
AM 

PM 

 

LOCATION __________________________________________________________ 
                     IF RURAL SHOW NUMBER OF MILES  N  -  S  -  W  OF NEAREST CITY 

FATALITIES 
NUMBER OF 

INJURIES 
TOWS 

HAZMAT RELEASED? 
YES          OR         NO 

    

OUR VEHICLE AND DRIVER 

DRIVERS NAME _____________________________________________________ 

FLEET NO(S) ________________________________________________________ 

WAS A DRUG OR ALCOHOL TEST ADMINISTERED BY THE INVESTIGATING 
FEDERAL, STATE OR LOCAL OFFICIALS?          YES ______ NO ______ 

IF YES, WAS THE TEST FOR DRUGS? ______    ALCOHOL? _____ BOTH? _______ 

NAME OF AGENCY ___________________________________________________ 

 

ADDRESS OF AGENCY ________________________________________________ 
                                              PO BOX/STREET                        CITY                    STATE               ZIP 

PHONE NO OF AGENCY (        _)________________________ 

IF INVESTIGATING OFFICIAL DID NOT PERFORM TEST, NAME & ADDRESS OF 
WHERE YOU SUBMITTED FOR A DRUG OR ALCOHOL TEST: 
 

NAME _____________________________________________________________ 
 

ADDRESS ___________________________________________________________ 
                    PO BOX/STREET                                     CITY                           STATE          ZIP 
PHONE NO (              )________________________ 
                        AREA 

OTHER VEHICLE 

NO. OF PASSENGERS ___________________ 

DRIVER’S NAME _____________________________________ AGE _________ 
 

ADDRESS ___________________________________________________________ 
                    PO BOX/STREET                                         CITY                                     STATE           ZIP 

PHONE NO. (         )______________________ 

DRIVERS LIC. NO. __________________________  STATE _____ EXP __/____/___ 



 

                                                                          

OTHER VEHICLE (CONTINUED) 
OWNER’S NAME _________________________________________    SEX (M/F) 
PHONE NO (        )_________________   
 

ADDRESS _________________________________________________________ 
                     PO BOX/STREET                                            CITY                                   STATE       ZIP 

MAKE __________________________ 
MODEL 
________________________ 

COLOR ________________________ YEAR __________________ 
LIC. PLATE # _____________________   
INSURANCE CO.____________________________________________________ 
AGENT’S NAME___________________ PHONE NUMBER (        )___________ 
 

ADDRESS: _________________________________________________________ 
                    PO BOX/STREET                                             CITY                                 STATE          ZIP 

POLICY NO ______________________ INJURIES?      YES/NO 
VEHICLE DAMAGE___________________________________________________ 
__________________________________________________________________ 
                            IF OTHER VEHICLES ARE DAMAGED, NOTE IN THE COMMENTS SECTION 

INJURIES 

NAME ______________________________________________ AGE _________ 
 

TREATED AT _______________________________________________________ 
                           CLINIC/HOSPITAL – ADDRESS                                                   CITY            STATE 

DESCRIBE INJURIES _________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
NAME _______________________________________________AGE _________ 
TREATED AT _______________________________________________________ 
                          CLINIC/HOSPITAL – ADDRESS                                                 CITY               STATE 

DESCRIBE INJURIES _________________________________________________ 
__________________________________________________________________ 

WITNESSES 
NAME _____________________________ PHONE NO.  (         )____________ 
ADDRESS _________________________________________________________ 
NAME _____________________________ PHONE NO. (  __   )____________ 
ADDRESS _________________________________________________________ 
NAME _____________________________ PHONE NO. (         ) ____________ 
ADDRESS _________________________________________________________ 

DAMAGE TO PROPERTY 

OWNER _____________________________ PHONE(_____)_____________ 
ADDRESS _________________________________________________________ 

2 

INVESTIGATION – LAW ENFORCEMENT 

POLICE OFFICER’S NAME _____________________________________________ 

STATION __________________________ 
BADGE NO. 
__________________ 

MOVING VIOLATION CITATION ISSUED?     YES/NO 
TO WHOM? _______________________________________________________ 

 

REMARKS _________________________________________________________ 

____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
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