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7.2	 ACCIDENT REPORTING

A. 	General
	 An essential element of the safety program at LSUHSC-S is the prompt investigation 

and reporting of all illnesses and accidents resulting in injury to persons or damages to 
property and equipment. Timely and thorough accident reporting and investigation is a 
primary responsibility for all supervisors. Through this process supervisors discharge their 
responsibilities to their employees by insuring that injuries are treated, compensation or 
insurance claims are submitted promptly and hazardous conditions are corrected.

B. 	Injuries to Employees
1. 	 Procedures

(a) 	All on-the-job injuries must be reported to assure coverage by workers’ 	
compensation.

(b) 	At the time of injury, an On-The-Job Injury Record form, S/N 1147, should be 
completed by the supervisor or designee and the injured employee and should 
accompany the injured employee to the Occupational Health Clinic located on 
the 8th þoor in the hospital, room H-8-8 (this is the only form that must come with 
the employee at the time of injury). The completed form should be routed (by the 
immediate supervisor) to the Safety Ofýce and the Department of Human Resource 
Management. 

(c) 	Employee injuries are seen in the Occupational Health Clinic Monday through Friday 
from 7:00 a.m. to 4:30 p.m. with the exception of LSUHSC holidays.

(d) 	After clinic hours, weekends, and holidays, injured employees are seen in the 
Emergency Care Center on the 1st þoor of the hospital.

(e) 	Follow up on employee injuries is done in the Occupational Health Clinic, or by a 
personal physician. 

	 2. 	 Reports
	 There are several important reports that must be completed by the supervisor of the 

injured employee and by Occupational Health Clinic personnel. The reports may be 
handwritten and the supervisor or designee must complete them within forty-eight hours 
of the report of the employee injury:

	 (a) The Accident Investigation Form (Appendix A), attach a copy of the completed On-
the-Job Injury Record form (Appendix B), and send to the Safety Department;

	 (b) The Employer Report of Occupational Injury or Disease form (Appendix C,), attach a 
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copy of the completed On-the-Job Injury Record form, and send to Human Resource 
Management; 

	 (c) The Unit of Risk Analysis and Loss Prevention Incident/Accident Investigation form 
and send to Human Resource Management. Copies of this report form are available 
in the Department of Human Resource Management or on the HRM website, 		
http://www.sh.lsuhsc.edu/HR/HRM/Beneýts/form%20Beneýts.htm

3. 	 Loss of Time by Injured Employee
	 (a) 	Should the employee’s injury result in any temporary or long-term release from work, 

the supervisor must verbally inform the Department of Human Resources as soon as 
possible of the time of the accident, time and date the employee was released from 
work, and date the employee is expected to return to work. This should be followed 
by a brief written statement to the Department of Human Resource Management 
providing the same information.

	 (b) 	If a loss of work time occurs because of an on-the-job injury, a doctor’s release 
must be submitted to the Department of Human Resource Management before an 
employee can return to work. It is the supervisor’s responsibility to assure that this 
requirement is met.

4. 	 Supervisor Responsibility
	 (a) Timely and proper reporting of all employee injuries, as speciýed by this policy, is an 

important responsibility of supervisors. The Health Sciences Center must depend 
on supervisors to comply with speciýed deadlines for completing reports to meet 
its legal obligations to the Ofýce of Workerôs Compensation Administration. This 
Ofýce requires a completed ñEmployerôs Report of Occupational Injury or Diseaseò 
report within 5 days of actual knowledge of the employee injury. A punitive ýne may 
be levied against the Health Sciences Center for non-compliance.

	 (b) Failure on the part of supervisors to meet reporting requirements within the speciýed 
time limits may be cause for disciplinary action.

	 (c) 	All reports submitted by supervisors may be subject to investigation by the Safety 
Ofýce and Ofýce of Risk Management.

C. 	Injuries to Non-Employees
•	 If a patient, visitor, or other non-employee is injured, the appropriate supervisor within 

the area in which the injury occurred must complete a ñGeneral Liability Claim Formò 
(Appendix D) and forward it to Safety Ofýce within two working days. 

Å	 A General Liability form should be used to report incidents affecting members of the 
general public or others while on State property which you believe could reasonably result 
in a claim against the State. Do not use for auto accidents or Workers Compensation 
claims.

• 	 This form may be obtained from the Department of Human Resource Management.
• 	 If a non-employee is injured in a common area, such as a stairwell or outside sidewalk, 

the University Police will be responsible for completing the necessary reports.
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D. 	Motor Vehicle Accidents
	 All accidents involving a Health Sciences Center motor vehicle must be reported to the 

Safety Ofýce.

	 The operator of the vehicle shall report all accidents ýrst to the 
1.	 Local police or appropriate law enforcement agency and to their supervisor on the day 

of the accident or as soon as possible thereafter. An Accident Report Form (DA2041) 
(Appendix E) shall be completed by the driver and/or his supervisor and delivered to 
the Safety Ofýce within 24 hours of the accident. A blank copy of the Accident Report 
Form should be located in the glove compartment of each Health Sciences Center motor 
vehicle or may be obtained from the Safety Ofýce or Human Resource Management. 
A copy of the Uniform Motor Vehicle Trafýc Accident Report (police report), if one is 
completed, should be attached to the Accident Report Form. 

	 Employees using personally owned vehicles or rented motor vehicles who become 
involved in an accident while on ofýcial and approved state business will report accidents 
in the same manner as above. A copy of the Accident Report Form may be obtained 
from the Safety Ofýce or Human Resource Management.

2.  	Supervisor and/or department head of the employee having the accident will, after 
reviewing the accident report, make a determination of whether the accident was 
preventable. The supervisor must consider what corrective action is necessary for 
accidents determined to be preventable. For complex accidents, the supervisor should 
request assistance from the Safety Ofýce.

E. 	Coordinating Department
The Department of Human Resource Management will be responsible for the administration 
of the Workerôs Compensation program at the Health Sciences Center. 
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OFFICE OF RISK MANAGEMENT 
UNIT OF RISK ANALYSIS AND LOSS PREVENTION 

INCIDENT/ACCIDENT INVESTIGATION FORM 

 PLEASE TYPE OR PRINT 

1. LOCATION CODE_______________________ 2. ACCIDENT DATE_________________________ 3. REPORTING DATE_____________________________

4. JOB TITLE___________________________________________ 5. IMMEDIATE SUPERVISOR _____________________________________________________ 

6. EMPLOYEEôS NAME (LAST-FIRST)________________________________________________________ 7. SOCIAL SECURITY #_______________________ 

8. DESCRIBE IN DETAIL HOW INCIDENT/ACCIDENT OCCURRED (USE ADDITIONAL SHEETS IF NECESSARY)_________________________________ 

_______________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

____________________________________________________________EMPLOYEEôS SIGNATURE__________________________________________________ 

9. NAME OF PERSON FILLING OUT REPORT_______________________________________________ SIGNATURE___________________________________

10.AGENCY_____________________________________________________________________ PHONE NUMBER______________________________________ 

11. PARISH WHERE OCCURRED__________________________________________________ PARISH OF DOMICILE__________________________________

12. WAS MEDICAL TREATMENT REQUIRED ____Y  ____N    13. WAS EQUIPMENT INVOLVED ___Y ___N   ______________________________________

14. HAVE SIMILAR ACCIDENT/INCIDENTS OCCURRED __Y  __N     15. INVOLVING SAME INDIVIDUAL ___Y  ___N    16. SAME LOCATION  __Y  __N

17. EXACT LOCATION WHERE EVENT OCCURRED________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

18.NAME (S) OF WITNESSES_____________________________________________________________________________________________________________ 

CAUSE CODE 
___ AA AUTO ACCIDENT 
____ AB CONTACT WITH SKIN IRRITANT 
____ AC INSECT BITE OR STING 
____ AD POISONING 
____ AE EXTREME NOISE 
____ AF ANIMAL BITE 
____ AG OVEREXERTION 
____ AH STROKE 
____ AI HEART ATTACK 
____ AJ MENTAL STRESS 
____ AK TRAUMATIC NEUROSIS 
____ AL EXPOSURE TO OCCUPATIONAL DISEASE 
____ AM INHALATION OF CHEMICALS/OTHER IRRITANTS 
____ AN FOREIGN BODY IN EYE 
____ AR HUMAN BITE 
____ 1A STRUCK BY MOVING OBJECT OTHER THAN A VEHICLE 
____ 1B STRUCK BY MOTOR VEHICLE 

____1C STRUCK BY PATIENT OR EMPLOYEE 
____ 2A STRAIN BY LIFTING, TWISTING, OR USING TOOL/MACH 
____ 3A SLIP AND FALL ON FOREIGN OBJECT 
____ 3B SLIP AND FALL FROM LADDERS, SCAFFOLDING, & CHAIRS 
____ 3C SLIP AND FALL FROM RAMPS, CURBING, OR STAIRS 
____ 4A STRIKING AGAINST OBJECT 
____ 5A STEPPING ON A SHARP OBJECT 
____ 6A CAUGHT IN / BETWEEN MACHINERY OR OTHER OBJECTS 
____ 7A BURN OR EXPOSURE DUE TO PHYSICAL CONTACT 
____ 7B BURN OR EXPOSURE INVOLVING WELDING 
____ 7C BURN OR EXPOSURE TO EXTREME HEAT OR COLD 
____ 7D BURN OR EXPOSURE INVOLVING CHEMICALS 
____ 7E BURN OR EXPOSURE INVOLVING ELECTRICITY 
____ 8A CUT, PUNCTURE OR SCRAPE BY A TOOL 
____ 8B CUT, PUNCTURE OR SCRAPE INVOLVING GLASS 
____ 8C CUT, PUNCTURE OR SCRAPE BY A SHARP OBJECT 
____ 9A TRIPPING 

    FIELD 23ðCITY                       FIELD 27ðDAY OF WEEK                                                   FIELD 28ðTIME OF DAY 
___ A NEW ORLEANS 
___ B BATON ROUGE 
___ C LAKE CHARLES 
___ D SHREVEPORT 
___ E ALEXANDRIA 
___ F LAFAYETTE 
___ G MONROE 
___ Z CITY NOT LISTED 
___ O RURAL AREA 
___ I INTERNATIONAL 

___ 1 SUNDAY 
___ 2 MONDAY 
___ 3 TUESDAY 
___ 4 WEDNESDAY 
___ 5 THURSDAY 
___ 6 FRIDAY 
___ 7 SATURDAY 

__ A 12:01AM-1:00AM 
__ B   1:01AM-2:00AM 
__ C   2:01AM-3:00AM 
__ D   3:01AM-4:00AM 
__ E   4:01AM-5:00AM 
__ F   5:01AM-6:00AM 
__ G   6:01AM-7:00AM 
__ H   7:01AM-8:00AM 
__ I    8:01AM-9:00AM 

__ J    9:01AM-10:00AM 
__ K 10:01AM-10:00AM 
__ L 11:01AM-12:00PM 
__ M 12:01PM- 1:00PM 
__ N   1:01PM- 2:00PM 
__ O   2:01PM- 3:00PM 
__ P   3:01PM- 4:00PM 
__ Q   4:01PM- 5:00PM 
__ R   5:01PM- 6:00PM 

__ S   6:01PM- 7:00PM 
__ T   7:01PM- 8:00PM 
__ U   8:01PM- 9:00PM 
__ V   9:01PM-10:00PM 
__ W 10:01PM-11:00PM 
__ X 11:01PM-12:00AM 

FIELD 36ðNEED LOSS 
PREVENTION OFFICER 
ASSISTANCE  __Y  __N 

FORM DA 2000    REVISED 10/01/2001                                               PLEASE CONTINUE ON BACK

APPENDIX A
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FIELD 41ðNATURE OF INJURY 
___ AA AMPUTATION 
___ AB ANIMAL BITE 
___ AC BRUISE/CONTUSION/SWELLING 
___ AD BURN/ABRASION/REDNESS 
___ AE CONCUSSION 
___ AF DEATH 
___ AG DEPRESSION AND ANXIETY 
___ AH DERMATITIS 
___ AI DISLOCATION OR SEPARATION 
___ AJ ELECTRICAL SHOCK OR BURN 

___ AK EYE IRRITATION/DAMAGE 
___ AL FRACTURE 
___ AM HEARING IMPAIRMENT 
___ AN HEART ATTACK 
___ AP HEAT STROKE 
___ AQ HERNIA 
___ AR HERNIATED DISC 
___ AS INSECT BITE/STING 
___ AT LACERATION 
___ AU LOSS OF VISION 

___ AV SMASHED OR CRUSHED 
___ AW MENTAL ANGUISH 
___ AX MULTIPLE INJURIES 
___ AY POISONING 
___ AZ PUNCTURE 
___ BA PROSTHETIC REPLACEMENT 
___ BB SEIZURE 
___ BC SPRAIN/STRAIN 
___ BD STRESS 
___ BE STROKE 
___ HB HUMAN BITE 

FIELD 43-SEX OF EMPLOYEE                   FIELD 44-LENGTH OF SERVICE           FIELD 43-AGE OF EMPLOYEE                

___ FEMALE 
___ MALE 

___ 0   LESS THAN 6 MOS. 
___ 1   7 MOS.-1 YEAR 
___ 2   1-3 YEARS 
___ 3   3-5 YEARS              
___ 4   5-10 YEARS 
___ 5   10-15 YEARS 
___ 6   MORE THAN 15 YEARS 

___ A 15-17              ___ H 51-55 
___ B 18-21               ___ I 56-60 
___ C 22-25               ___ J 61-65 
___ D 26-30               ___ K OVER 65 
___ E 31-35 
___ F 36-40 
___ G 41-50 

FIELD 50- PART OF BODY 
___ AA HEAD 
___ AG JAW 
___ BB BACK 
___ BH GROIN 
___ CC ELBOW 
___ DB THIGH 
___ DH TOE 
___

___ AB FOREHEAD 
___ AH TEETH 
___ BC CHEST 
___ BI GENITAL 
___ CD WRIST 
___ DC KNEE 
___ BK SPINE 

___ AC EYE 
___ AI FACE 
___ BD RIBS 
___ BJ BUTTOCK 
___ CE HAND 
___ DD LEG 
___ DE SKIN 

___ AD EAR 
___ AJ CHEEK 
___ BE STOMACH 
___ BL INTERNAL 
___ CF THUMB 
___ DF ANKLE 

___ AE NOSE 
___ AK THROAT 
___ BF LUNGS 
___ CA SHOULDER 
___ CG FINGER 
___ DG FOOT 

___ AF MOUTH 
___ BA NECK 
___ BG HEART 
___ CB ARM 
___ DA HIP 

ROOT CAUSE ANALYSIS PORTION 
UNSAFE ACT (PRIMARY): 

UNSAFE CONDITION (PRIMARY): 

CONTRIBUTORY FACTORS (IF ANY): 

WHY WAS ACT COMMITTED: 

WHY DID CONDITION EXIST: 

IMMEDIATE ACTION TAKEN TO PREVENT RECURRENCE: 

LONG RANGE ACTION TO BE TAKEN: 

WHAT ADDITIONAL ASSISTANCE IS NEEDED TO PREVENT RECURRENCE: 

KEEP COMPLETED FORMS ON FILE FOR ALL INCIDENTS OR ACCIDENTS.

FORM DA 2000   REVISED 10/01/2001 
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APPENDIX B
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Employee Social Security Number 

     
Employer UI Account Number 

     
Employer Federal ID Number 

     

OFFICE OF WORKERôS COMPENSATION 
POST OFFICE BOX 94040 
BATON ROUGE, LA 70804-9040
(225) 342-7565 EMPLOYER REPORT  

OF
INJURY / ILLNESS 

LDOL-WC-1007
Location Code 

     
This report is completed by the Employer for each injury/illness identified by them or their employee as occupational. 

                                   A copy is to be provided to the employee and the insurer immediately. Forms for cases resulting in more than 7 days of
                                  disability or death are to be sent to the OWCA by the 10th day after the Incident or as requested by the OWCA.
                                   

PURPOSE OF REPORT: (Check all that apply) 

 More than 7 days of disability 
 Injury resulted in death 
 Amputation or disfigurement 

 Possible dispute
 Lump Sum Compromise/Settlement
 Other

 Medical Only
(no copy needed by OWCA) 

1. Date of Report 
MM/DD/YY 

     

2. Date / time of injury: 
MM/DD/YY         Time 
                             AM 

                  PM

3. Normal Starting 
Time Day of Accident: 
                             AM 

                  PM

4. If Back to Work 
Give Date 
MM/DD/YY 

     

5. At same Wage? 
 Yes    No 

     

DO NOT WRITE 
IN THIS 

COLUMN
6. If Fatal injury, Give Date of 
        Death: MM/DD/YY 

     

7. Date Employer Knew of 
     injury: MM/DD/YY 

     

8. Date Disability 
    began: MM/DD/YY 

     

9. Last Full Day Paid 
       MM/DD/YY 

     

Date Received 

10. Employee Name:     
      First 

     
Middle 

     
Last

     

11.
 Male 
 Female 

12. Employee Phone # 

(     )      -     

S.I.C.

13. Address and Zip Code 

                                                 
14. Parish of Injury 

     
State-Parish 

15. Date of Hire 

     
16. Age at illness/injury 

     
17. Occupation 

     
18. Dept./Division Employed: 

     
Occupation 

19. Place of Injury-Employer’s 
      Premises ?  Yes  No 

20. If No, indicate Location-Street, City, Parish and State 

     
Nature 

Part of Body 

Source

Event 

21. What work activity was the employee doing when the incident occurred ? (Give weight, size and shape of material or 
equipment involved.  Tell what he was doing with them.  Indicate if correct procedures were followed.)

     

     

     

     

NCC:

22. What caused the incident to happen? (Describe fully the events which resulted in injury or disease.  Tell what happened and how it happened.  Name any objects or 
substances involved and tell how they were involved.  Give full details on all factors which led to or contributed to this injury or illness.) 

     

     

     
23. Part of body injured and Nature of Injury or Illness(ex. left leg: multiple fractures)

     

     

24. If Occ. Disease- Give Date Diagnosed 

     

     
25. Physician and Address 

     
street 

     
city 

     
state

     
zip 

     
26. If Hospitalized, give name & address of facility 

     
27. Employer’s Name

     
28. Person Completing This Report – Please print

     
29. Employer’s Address  

     
street 

     
city 

     
state

     
zip 

     
30. Employer’s Telephone Number 

(     )       -      
31. Employer’s Mailing Address – If Different From Above 

     
city 

     
state

     
zip 

     
32. Nature of Business – Type of Mfg., Trade, Construction, Service, etc. 

     
33. Wage Information Employee was paid        Daily      Weekly     Monthly      Other   The average weekly wage was $       per week. 

34. Verification of Employer Knowledge of this Report. 

Name:       Title:       Date:      
DA 1973 
R 8/98 

OFFICE OF RISK MANAGEMENT 
P.O. Box 91106 

Baton Rouge, LA 70821-9106 

Phone No. (225) 219-0168 

OFFICE OF RISK MANAGEMENT COPY 

APPENDIX C
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LDOL ï WC ï 1025 ï ER 
R 8/98

EMPLOYER CERTIFICATE OF COMPLIANCE

You must submit this Certification to your workers' compensation insurer. Failure to submit this Certification as required may 
result in your being penalized by a fine of $500, payable to your insurer. 

 You must secure workers' compensation for your employees through insurance or by becoming an authorized self-insured. If you fail to 
provide security for workers' compensation, you must pay an additional 50% in weekly benefits to your injured workers. 

 If you willfully fail to provide security for workers' compensation, then you are subject to a fine of up to $ 10,000, imprisonment 
with or without hard labor for not more than I year, or both. If you have been previously fined and again fail to provide security for 
workers' compensation, then you are subject to additional penalties, including a court order to cease and desist from continuing further 
business operations. 

 You must not collect, demand, request, or accept any amount from any employee to pay or reimburse for the workers'
compensation insurance premium. If you violate this provision, you may be punished with a fine of not more than $500, or imprisoned 
with or without hard labor for not more than one year, or both. 

 It is unlawful for you to willfully make, or to assist or counsel someone else to make, a false statement or representation in order 
to obtain or to defeat workers' compensation benefits. If you violate this provision, you may be fined up to $10,000, imprisoned with or 
without hard labor for up to I 0 years, or both depending on the amount of benefits unlawfully obtained or defeated. In addition to these 
criminal penalties, you may be assessed a civil penalty of up to $5,000. 

EMPLOYER CERTIFICATION

I certify that I can read the English language, that I have read this entire document and understand its contents, and that I 
understand I am held responsible for this information. I certify my compliance with the Louisiana Workers' Compensation Act.

Preparer Name (PRINT) Signature Date 

Company Name 

(     )  - 

Company Address 

Phone Number 

   

Insurance Policy Number 

- -
Employee Name Employee Social Security Number
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GENERAL LIABILITY CLAIM REPORTING FORM 

Date of Loss___________ Time _______  Location of Incident________________________________ 

Names of All Parties Involved __________________________________________________________ 

Who was Notified? Police? ____ Agency? ______ Others? ___________________________________ 

Description of Incident and Action Taken:
___________________________________________________________________________________ 

___________________________________________________________________________________ 
(Attach additional information, official reports & photos [see next page]) 

Injury Information:

Type and extent of injury known: _________________________________________________________ 

Name of injured Party: ___________________________________Phone _________________________ 

Address: _________________________________City/State ___________________________________ 

Name/Address of Attorney: ______________________________________________________________ 

Damage to Others’ Property:

Description of Property & Damage (Age/Make/Model/Cost of Repairs) ____________________________ 

____________________________________________________________________________________ 
(Attach additional Information if available) 

Name of Owner: _____________________________________Phone ___________________________ 

Address: __________________________________City/State __________________________________ 

Witnesses:

Name: _____________________________________________Phone ___________________________ 

Address: __________________________________City/State __________________________________ 

Name: _____________________________________________Phone ___________________________ 

Address: __________________________________City/State __________________________________ 

Reported by: ___________________________________Date: ________________________________ 

Contact Person: _________________________________Phone ________________________________ 

Use this form to report incidents affecting members of the general public or others while on State property which you 
believe could reasonably result in a claim against the State. Do not use for auto accidents or Workers Compensation 
claims. 

Send completed report to: 
Office of Risk Management 

P. O. Box 91106 
Baton Rouge, LA 70821-9106

APPENDIX D
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SUGGESTIONS FOR REPORTING GENERAL LIABILITY CLAIM 

Were photographs taken? Please include originals (photocopies are seldom adequate). 

Was a police report / incident report created? Please include copy(ies). 

The more detail you can supply, the better.  

For example, when reporting slip/trip and fall incidents:                                                                                   
Was the claimant wearing glasses?  What type of shoes? What kind of soles? Does claimant have any 
handicaps/disabilities? Was he/she on any medications? What kind of surface was claimant walking on? What 
was the lighting condition? Was surface wet or dry? Any debris present? Any defects? Surface irregularities? 

For stolen items,                                                                                                                                                  
Were they secure? What kind of lock? Who has keys or access? Supply brand name, original cost, date of 
purchase. 

For damaged personal property,                                                                                                                                    
Give brand name, original cost, date of purchase, where can item be seen? 

For broken furniture etc,                                                                                                                                               
Was broken item removed from circulation? Was it stored for examination by investigator? Where stored? (Do not 
repair or discard broken items involved in a claim until told to do so by ORM)
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APPENDIX EDA 2041 
Rev. 12/98

ACCIDENT REPORT
LOUISIANA STATE DRIVER SAFETY PROGRAM 

Submit report to ORM 
within 48 hours of accident
SUPERVISOR 

TO COMPLETE
FIRST 4 ITEMS

1. Agency Name 2. Person to Contact 3. Phone 

[ ] -     

4. Loc. Code 

5. State Vehicle Driver’s Name 6. Driver’s Social Security No. 

-     -     

7. Date of Accident 

/ /     

8. Time of Accident 
                                              AM 

                                 PM 
9. Exact Location of Accident (Use street markers, mileage markers, etc., to pinpoint location) 

10.
DESCRIBE
HOW ACC. 
HAPPENED

  11.Seat Belt in Use 
        Yes    No 

STATE VEHICLE INFORMATION
If other then vehicle damage, fill in as much as possible under ñOther Vehicleò section substituting property owner information for vehicle driver. 

12. State Vehicle Driver’s Address (Street No) City State Zip Code 13. Home Phone 

[     ]      -     

14. Work Phone 

[ ] -     
15. Driver’s License No. 16. Age 17. Sex 

M  F

18. Vehicle’s Owner’s Name and Address 

                                                                                  
19. Year Vehicle 20. Make Vehicle 21. Model Vehicle 22. Body Type 23. Vehicle Lic. No. / Equip No. / VIN 

24A. Where can the Vehicle be Seen ? 24B. Describe Damage 

OTHER VEHICLE INFORMATION
If more than one vehicle is involved, submit additional sheet with information on other vehicle(s). 

25. Other Vehicle Driver’s Name 

     

26. Driver’s Social Security No. 

-     -     

27. Driver’s License No. 28. Age 29. Sex 

M  F
30. Other Vehicle Driver’s Address (Street No.) 

     

City State Zip Code 31. Home Phone 

[ ] -     

32. Work Phone 

[ ] -     
33. Vehicle Owner’s Name and Address (Street No.) 

     

City State Zip Code 

34. Year Vehicle 

     

35. Make Vehicle 36. Model Vehicle 37. Body Type 38. Vehicle I.D. No. or Lic. No. 39. Where can the vehicle be seen ? 

40. Other Vehicle Insurance Co. 

     

41. Policy No. 

42. Describe Damage 

     

43.Estimated Amount 

$            .     
INJURED

44. Name and Address 

     

45. Phone 

[ ] -     

46.
PED 

47.
Ins. Veh. 

48.
Other Veh. 

49. Police Investigated ? 

        Yes       No 

44. Name and Address 

     

45. Phone 

[ ] -     

46.
PED 

47.
Ins. Veh. 

48.
Other Veh. 

49. Type Report 
                   State 

 Sheriff    City 

44. Name and Address 

     

45. Phone 

[ ] -     

46.
PED 

47.
Ins. Veh. 

48.
Other Veh. 

49. Report No. (Item No.) 

WITNESSES OR PASSENGERS
50. Name and Address 

            

51.
      Witness 
      Passenger

52. Phone 

[ ] -     

53.
PED

53.
Ins. Veh. 

53.
Other Veh. 

53. (Specify) 

50. Name and Address 

            

51.
      Witness 
      Passenger

52. Phone 

[ ] -     

53.
PED 

53.
Ins. Veh. 

53.
Other Veh. 

53. (Specify) 

54. State Driver’s Signature 55. Name of Driver’s immediate Supervisor and Phone No. 

[ ] -     


