VEHICLE CLAIM FORM

	DISTRICT
	CONTACT

	

	Name:
	     
	
	Name:
	     

	Address:
	     
	
	Title:
	     

	
	     
	
	Phone:
	      ext.      

	Date of Loss:
	     
	
	Time:
	     
 FORMCHECKBOX 
 p.m.
 FORMCHECKBOX 
 a.m.

	

	Type of Loss:  FORMCHECKBOX 
 Accident   FORMCHECKBOX 
 Vandalism   FORMCHECKBOX 
 Other (Explain)
	     

	

	LOCATION

	Location of Accident:
	     


	Site Name:
	     

	
	Site Contact:
	     

	Address:
	     
	
	Phone:
	      ext.      

	
	     
	
	
	

	

	Description of Accident (list passengers, witnesses and any injuries):

	

	     

	DISTRICT VEHICLE

	VEH#
     
	YEAR
    
	MAKE:      
	BODY TYPE:      
	PLATE #
     
	STATE
  

	
	
	MODEL:      
	VIN#:      
	
	

	OTHER VEHICLE

	VEH#
     
	YEAR
    
	MAKE:      
	BODY TYPE:      
	PLATE #
     
	STATE
  

	
	
	MODEL:      
	VIN#:      
	
	

	Owner’s Name:
     
	Address:
     
	Phone #:
     

	Driver’s Name:
     
	Address:
     
	Phone #:
     

	INSURANCE COMPANY

	Name:
     
	Address:
     
	Phone:
     
	Policy #:
     

	Police Dept. to which reported:      

	Report #:      

	

	Completed by:
	
	Date:
	     


Fax completed form to:

NCSIG - (707) 445-7084

