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Vehicle Accident REPORT

	Directions
	This Vehicle Accident Report must be completed and immediately transmitted to the Family Facets Human Resources Manager, following procedure described in Family Facets Personnel Manual Policy B-1A for any accident involving a Family Facets Company Car.  Keep a copy of this Vehicle Accident Report in the Company Car.  This Vehicle Accident Report is independent of, and in addition to, any accident reporting that may be made to law enforcement officers and insurance carriers.

Please complete all requested information for 2nd vehicle



	Date Of Accident: 
	
	Time Of Loss:
	
	Claim #
	

	Employee Assigned to Company Car:
	
	Contact  #:
	

	Company Car Involved:
	Year


	
	Make


	
	Model


	Maccina Unit #



	Vehicle Identification Number (VIN):
	
	Fleet #:
	     
	Mileage:
	     


	Location of Accident:
	


	
	





	Employee’s (Driver’s) Name:
	

	Employee’s (Driver’s) Address:
	

	Phone #(s):
	
	DOB:
	

	Employee’s (Driver’s) State Drivers License No:
	


	Description of Accident: (attach additional sheets if needed)


	
	





	Personal injuries (generally describe injuries to each person): (attach additional sheets if needed)


	
	





	Person(s) Providing Treatment:
	
	Phone:
	


	Company Car Damages (generally describe where damage is on vehicle): (attach sheet if needed)


	
	





	Present Location of Company Car
	


	Law Enforcement Report Agency:
	
	Report #:
	

	Name of Investigating Officer:
	
	Badge #:
	

	Was a Ticket issued?   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No
	Person Charged:
	

	Offense Charged:
	


	Second Vehicle:

	Second Vehicle Driver’s Name:
	

	Address:
	     

	Phone #(s):
	
	DOB:
	     

	Employee’s (Driver’s) State Drivers License No:
	     

	Insurance Company:
	

	Second Vehicle ID:
	Year

     
	
	Make

     
	
	Model

     

	Passenger Name(s):
	     
	Passenger Injured?
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	Passenger Address:
	     

	Passenger Name(s):
	     
	Passenger Injured?
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	Passenger Address:
	     


	Third Vehicle:

	Third Vehicle Driver’s Name:
	

	Address:
	     

	Phone #(s):
	     
	DOB:
	     

	Employee’s (Driver’s) State Drivers License No:
	     

	Insurance Company:
	

	Third Vehicle ID:
	Year

     
	
	Make

     
	
	Model

     

	Passenger Name(s):
	     
	Passenger Injured?
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	Passenger Address:
	     

	Passenger Name(s):
	     
	Passenger Injured?
	 FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No

	Passenger Address:
	     


	Witnesses:

	1st Witness’s Name:
	

	Address:
	     

	Phone #(s):
	     
	DOB:
	     


	2nd Witness’s Name:
	     

	Address:
	     

	Phone #(s):
	     
	DOB:
	     


	Director of Operations notified by phone:
	Date:
	
	Time:
	

	Notified other :
	     
	Date:
	     
	Time:
	     

	Transmitted to Director of Operations on:
	Date:
	
	 FORMCHECKBOX 
 Emailed
 FORMCHECKBOX 
 Faxed
	

	Signature of Employee:
	
	Date:
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