
ACCIDENT/ INCIDENT REPORT FORM 

1. Today’s Date:  ___________________________________________________________ 

2. Liability Accident/Injury Involving Member of Public?       YES               NO 

3. Names of Injured/Involved Parties:  __________________________________________ 

________________________________________________________________________ 

4. Ages of Injured/Involved Parties:  ____________________________________________ 

________________________________________________________________________ 

5. Address of Injured/Involved Parties:  _________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

6. Phone Numbers of Involved Parties:  Home_____________________________________ 

Work_____________________________  Other________________________________ 

7. Date and Time of Accident:  ________________________________________________ 

8. How Did Accident/ Injury Occur?  ___________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

9. Location of Accident/Injury:  ________________________________________________ 

    10.   Extent & Type of Injury:  ___________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

     11.  Medical Treatment of Injury:  _______________________________________________ 

     12.  Do Parties Involved Have Health Insurance?            YES               NO 

If So, Name & Address of Company:  _________________________________________ 

________________________________________________________________________ 

     13.  Assessment of Conditions Which Contributed to the Accident/Injury:  _______________ 

________________________________________________________________________

________________________________________________________________________ 

            Signature of Reporting Authority:  ___________________________________________ 

 Address & Telephone Number:  _____________________________________________ 

             _______________________________________________________________________ 

 Date Reported to Insurance Company:  ________________________________________ 


