
ACCIDENT INFORMATION 

 

DATE: _______________________ TIME: _________________________ 

 

STREET/ROUTE NUMBERS: ___________________________________  

 

CITY: _______________________________ STATE: ________________ 

 

INSURED: __________________________________________________ 

 

POLICY NUMBER: ___________________________________________ 

 

NAME OF OPERATOR INSURED VEHICLE: _______________________ 

 

RELATION TO INSURED: ______________________________________ 

 

ADDRESS: __________________________________________________ 

 

CITY/STATE/ZIP______________________________________________ 

 

PHONE NUMBER (INCLUDE AREA CODE): _______________________ 

 

DRIVER’S LICENSE # ____________________ EXP. DATE __________ 

 

PLATE REGISTRATION #______________ STATE _______ EXP: _____ 

 

YEAR OF VEHICLE: ______ MAKE: _____________ MODEL: _________ 

 

VIN: 

________________________________________________________ 

 

WAS THE VEHICLE UNDER LEASE?         YES     NO 

 

WERE YOU OPERATING UNDER DOT OR PUC RIGHTS OF OTHER 

THAN THE OWNER?           YES      NO 

 

WAS THE UNIT LOADED AT THE TIME OF THE ACCIDENT? 

        YES      NO 

 

ACCIDENT DESCRIPTION: ____________________________________ 

 

 

 

INJURIES (WHO): ____________________________________________ 

 

POLICE DEPARTMENT: _______________________________________ 

 

INVESTIGATING OFFICER:  ____________________________________ 

 

POLICE DEPARTMENT PHONE NUMBER: ________________________ 

 

INCIDENT NUMBER: __________________________________________   

 

 

OWNER OF OTHER VEHICLE: __________________________________ 

 

OPERATOR OF OTHER VEHICLE: ______________________________ 

 

ADDRESS:  

 

CITY/STATE/ZIP: _____________________________________________ 

 

PHONE NUMBER (INCLUDE AREA CODE): _______________________ 

 

DRIVER’S LICENSE # ____________________ EXP. DATE __________ 

 

PLATE REGISTRATION #______________ STATE _______ EXP: _____ 

 

YEAR OF VEHICLE: ______ MAKE: _____________ MODEL: _________ 

 

OTHER VEHICLE INSURANCE CO.: _____________________________ 

 

POLICY NUMBER: ___________________________________________ 

 

WEATHER:   CLEAR CLOUDY FOG    RAIN SLEET 

                      SNOW    OTHER ______________________________ 

 

ROAD SURFACE:   ASPHALT STEEL CONCRETE W OOD  

                                 GRAVEL/DIRT BRICK/STONE 

 

CONDITION:             DRY    WET    ICY     SNOW 

 

TRAFFIC CONTROL:   TRAFFIC LIGHT   STOP SIGN   

  RAILROAD   NO INTERSECTION   NO CONROL 

 

ROADWAY:  NUMBER OF LANES EACH DIRECTON _______________ 

 RESIDENTIAL     DIVIDED HIGHWAY    UNDIVIDED HIGHWAY 

Draw and name roadway, showing each vehicle, direction of travel and point of impact.  Indicate 

travel before the accident with a solid line and post-accident movement with a broken line. 

1.  Number each vehicle and show direction of travel by arrow.                                                                                                   

     

2.  Use solid line to show path before accident, dotted line after accident      

 
 

Speed Limit: ________   Your speed: _________                                                                             

       1         2 

      2       2 


	pl: Please complete the form to the best of your ability and deliver directly to Commerce Protective Insurance Company Fax # 717-367-0161


