
  

 

                                                      AUTO ACCIDENT FIRST REPORT FORM 
 

                                Name of insured __________________________________ _____________________________ 
 Address of insured ________________________________ _____________________________ 
 Telephone number of insured _______________________ _____________________________ 
 Person to contact for insured______________________ _______________________________ 
 Date of accident___________________________________ _____________________________ 
 Location of accident ______________________________ ______________________________ 
 Police information ________________________________ ______________________________ 

 Description of accident ___________________________ _______________________________ 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 

 Injuries, if any __________________________________ _______________________________ 
 Insured vehicle - year, make, plate no. ___________ __________________________________ 
 Insured driver ____________________________________ _____________________________ 
 Insured vehicle damage ____________________________ _____________________________ 
 Where insured vehicle can be seen _________________ _______________________________ 
 Other vehicle - year, make, plate no. _____________ __________________________________ 
 Other vehicle - owner's name, address, telephone no . _________________________________ 
 ______________________________________________________________________________ 

 Other vehicle damage ______________________________________________________ 

 Please fax the completed form to our claims depart ment to: 
 NY 212-683-2740 LA 323-464-7348 

 


