DC 192 (Revised 8/09)

DRIVER’S REPORT OF MOTOR VEHICLE TRAFFIC ACCIDENT

INSTRUCTIONS

IMPORTANT:  READ THE FOLLOWING BEFORE BEGINNING THIS REPORT:

I. In case of an accident where it appears that our driver is at fault, you are to make a Telephone Report of this accident directly to our Traveler’s Insurance Carrier, per instructions on page 11-4 of the Equipment Control Manual.  If call was made, date and time of call: 
II. You will be required to fill out THREE COPIES of this report as follows:

1.
Two copies to DOC Equipment Control Insurance Office.

2.
One file copy retained by originator.

III. Submit to the Equipment Control Insurance Office the Investigating Officer’s Report, two estimates of damage to our vehicle, and Local Purchase Order covering repairs.

IV. Our Driver and his supervisor must sign all reports in the spaces provided before forwarding to this office.

	TIME
	DATE OF 

[image: image1.emf]INDICATE  ON  THIS  DIAGRAM  WHAT  HAPPENED INDICATE

Use  one  of  these  outlines  to  sketch  the  scene  of  your  accident NORTH

writing  in  street  or  hightway  names  or  numbers. BY  ARROW

1. Number  each  vehicle  and  show 3. Show  pedestrian  by:

direction  of  travel  by  arrow: 4. Show  railroad  by: 

5. Show  distance  and  direction to

landmarks:  identify  landmarks  by 

2. Use  solid  line  to  show  path  before name  or  number.

accident   ;  dotted  line 6. Indicate  north  by  arrow,  as: 

after  accident.   

1

2

2

2

ACCIDENT                    
	Day of Week:    FORMDROPDOWN 
         
	Hour:              
	A.M.  FORMCHECKBOX 
  P.M.  FORMCHECKBOX 

	DO NOT WRITE IN THIS SPACE

No ______

	L

O

C

A

T

I

O

N
	PLACE WHERE 

ACCIDENT OCCURRED:       
	City, town

or township       
	State    
	

	
	If accident was outside city limits,  indicate distance from nearest town:        miles
	 FORMCHECKBOX 
     FORMCHECKBOX 
      FORMCHECKBOX 
     FORMCHECKBOX 
  of       
N       S       E       W                                City or Town
	

	
	ROAD ON WHICH

 ACCIDENT OCCURRED       

Give name of street or highway number (U.S. or State).  If no highway number, identify by name.

AT ITS INTERSECTION WITH      
Name of intersecting street or highway number
	

	
	IF NOT AT INTERSECTION       feet
	 FORMCHECKBOX 
      FORMCHECKBOX 
     FORMCHECKBOX 
     FORMCHECKBOX 

N       S       E       W
	of      
Show nearest intersecting street or highway, house number, curve, bridge, railroad crossing, alley, driveway, culvert, milepost, underpass, or other identifying mark.
	

	V

E

H

I

C

L

E

I

D

E

N

T

I

F

I

C

A

T

I

O

N
	YOUR VEHICLE – No. 1

                                   (Your Office Telephone Number:        )

                                             Serial Number:         
	YOUR VEHICLE – No. 2

                                   (This Driver’s Phone Number:        )

                                             Serial Number:         

	
	     
Year
	     
Make
	     
Type (sedan, truck, bus, etc)
	     
Year
	     
Make
	     
Type (sedan, truck, bus, etc)

	
	Vehicle License

Plate No.       
	Equipment No.       
	Vehicle License

Plate No.       
	     
Year
	     
State
	     
Number

	
	DRIVER       
Print or type FULL name
	DRIVER       
Print or type FULL name

	
	Driver’s

Address      
Street or R.F.D.                        City and State

PARTS OF VEHICLE DAMAGED      
	Driver’s

Address      
Street or R.F.D.                        City and State

OWNER       
Print or type FULL name

Owner’s

Address      
Street or R.F.D.                        City and State

PARTS OF VEHICLE DAMAGED      


	
	Approximate Cost

to repair Vehicle $     .      
	Approximate Cost

to repair Vehicle $     .      

	DAMAGE TO PROPERTY

OTHER THAN VEHICLES:      

	Name and state nature of damage

	Name and address of

Owner of object struck: 
	Approximate Cost

to repair vehicle $ 

	I

N

J

U

R

E

D

	Name 
	Age 
	 FORMCHECKBOX 
  Driver
	In Vehicle

 No. 
	MARK FIRST ONE THAT APPLIES

	
	
	
	
	
	1

Killed

 FORMCHECKBOX 

	2

Visible signs of injury, as bleeding sound or distorted member, or had to be carried from scene 

 FORMCHECKBOX 

	3

Other visible injury, as bruises, abrasions, swelling, limping, etc.

 FORMCHECKBOX 

	4

No visible injury but complaint of pain or momentary unconsciousness.

 FORMCHECKBOX 


	
	
	 FORMCHECKBOX 
   Male
	 FORMCHECKBOX 
  Passenger
	
	
	
	
	

	
	Address 
	 FORMCHECKBOX 
   Female
	 FORMCHECKBOX 
  Pedistrian
	
	
	
	
	

	
	
	
	 FORMCHECKBOX 
 Other
	
	
	
	
	

	
	
	
	Specify Other:


	
	
	
	
	

	
	Nature and

extent of injuries 

	
	
First aid

given by:  
	Injured

taken to:  

	
	Name 
	Age 
	 FORMCHECKBOX 
  Driver
	In Vehicle

 No. 
	MARK FIRST ONE THAT APPLIES

	
	
	
	
	
	1

Killed

 FORMCHECKBOX 

	2

Visible signs of injury, as bleeding sound or distorted member, or had to be carried from scene 

 FORMCHECKBOX 

	3

Other visible injury, as bruises, abrasions, swelling, limping, etc.

 FORMCHECKBOX 

	4

No visible injury but complaint of pain or momentary unconsciousness.

 FORMCHECKBOX 


	
	
	 FORMCHECKBOX 
   Male
	 FORMCHECKBOX 
  Passenger
	
	
	
	
	

	
	Address 
	 FORMCHECKBOX 
   Female
	 FORMCHECKBOX 
  Pedistrian
	
	
	
	
	

	
	
	
	 FORMCHECKBOX 
 Other
	
	
	
	
	

	
	
	
	Specify Other:


	
	
	
	
	

	
	Nature and

extent of injuries 

	
	First aid

given by:  
	Injured

taken to:  


LIABILITY




Insurance Company
      
INSURANCE




Address

      
FOR





Policy Number
      
VEHICLE NO. 2
	THIS SECTION TO BE COMPLETED AND SIGNED BY SUPERVISOR
	DRIVER:       

	CAUSE & RESPONSIBILITY OF ACCIDENT                                                            UNIT ASSIGNMENT       
     
     
WAS CITATION ISSUED?   FORMDROPDOWN 
                               TO WHOM?       
WHAT IS BEING DONE TO PREVENT RECURRENCE OF THIS TYPE OF ACCIDENT?

     
     
     
                                                                                     SIGNED                                                                                                     DATE:


DESCRIPTION OF ACCIDENT

	Was there a police officer

called to the scene?
	 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	If yes:       
Name or badge number
	Department      
           Name of city dept., county, state, etc.

	WITNESSES:

Name:       
	Address: 
	Age:  
Approximate

	Name:       
	Address: 
	Age:  
Approximate


	ROAD SURFACE

(Check One)

 FORMCHECKBOX 
   Dry

 FORMCHECKBOX 
   Wet

 FORMCHECKBOX 
   Snow or Icy

     
Specify Other
	
	WHAT MOVEMENT:
Direction of Driver No. 1      FORMCHECKBOX 
      FORMCHECKBOX 
      FORMCHECKBOX 
      FORMCHECKBOX 
         on      
                                            N       S        E       W                                           (Street or Highway)

Direction of Driver No. 2      FORMCHECKBOX 
      FORMCHECKBOX 
      FORMCHECKBOX 
      FORMCHECKBOX 
        on      
                                            N       S        E       W                                           (Street or Highway)

Driver                                                     Driver                                        Driver                                                                    Driver

1      2                                                    1     2                                          1    2                                                                     1    2

 FORMCHECKBOX 
    FORMCHECKBOX 
  Go straight ahead                   FORMCHECKBOX 
    FORMCHECKBOX 
   Make left turn             FORMCHECKBOX 
     FORMCHECKBOX 
  Start in traffic lane                                  FORMCHECKBOX 
    FORMCHECKBOX 
  Remain parked

 FORMCHECKBOX 
    FORMCHECKBOX 
  Overtake                                 FORMCHECKBOX 
    FORMCHECKBOX 
   Make U turn               FORMCHECKBOX 
     FORMCHECKBOX 
  Remain stopped in traffic lane                FORMCHECKBOX 
    FORMCHECKBOX 
  Back

 FORMCHECKBOX 
    FORMCHECKBOX 
  Make right turn                        FORMCHECKBOX 
    FORMCHECKBOX 
  Slow or stop                FORMCHECKBOX 
    FORMCHECKBOX 
  Start from parked position


	LIGHT CONDITIONS

(Check One)

 FORMCHECKBOX 
   Daylight

 FORMCHECKBOX 
   Dawn or dusk

 FORMCHECKBOX 
   Darkness


	
	WHAT PEDESTRIAN WAS DOING:
Pedestrian was going    FORMCHECKBOX 
      FORMCHECKBOX 
      FORMCHECKBOX 
      FORMCHECKBOX 
         FORMCHECKBOX 
   Along

    (Check One)             N       S      E       W             FORMCHECKBOX 
   Across or into                                From                              To       
                                                                                                (Street name, highway number)   (N.E. corner to S.E. corner, or west side to east side, etc.)

 FORMCHECKBOX 
  Crossing or entering at intersection              FORMCHECKBOX 
  Walking in roadway – against traffic          FORMCHECKBOX 
  Playing in roadway

 FORMCHECKBOX 
  Crossing or entering not at intersection        FORMCHECKBOX 
  Standing in roadway                                  FORMCHECKBOX 
  Other in roadway

 FORMCHECKBOX 
  Getting on or off vehicle                                FORMCHECKBOX 
  Pushing or working on vehicle                  FORMCHECKBOX 
  Not in roadway

 FORMCHECKBOX 
  Walking in roadway – with traffic                   FORMCHECKBOX 
  Other working in roadway



	DESCRIBE WHAT HAPPENED (Refer to vehicles by number):

	     

	     

	     

	     

	     

	SIGN HERE

	                                Signature of person submitting report is required                                                             Address                                                                                                  Date of Report



