
  

 
 

 
                                                        Accident Information 

                                                                              Named Insured 

Policyholder:____________________________________ Policy #: ___________ Phone #:___________ 

Address:________________________________________ City, State, ZIP Code:____________________ 

 

Insured’s Vehicle and Driver Information 

Make/model and year:_____________________ VIN:________________ License Plate #:____________ 

Parts damaged:________________________________________________________________________ 

Name, Address, and Phone # of Driver:_____________________________________________________ 

 

                                                          Other Vehicle or Property Involved 

Owner name and address:____________________________________________ Phone:_____________ 

Make/model and year:_________________ License Plate #_____________ Insurance Co:____________ 

Policy #:___________________Nature of damage:____________________________________________ 

Driver name and address:____________________________________________ Phone #:____________ 

Passenger name and address:_________________________________________ Phone #:____________ 

Passenger name and address:_________________________________________ Phone #:____________ 

 

                                               Injured Parties: Driver, Passengers, Pedestrians 

Name:_______________________________ Injury:___________________________________________ 

Hospital/Ambulance/ Doctor:_____________________________________________________________ 

Name:_______________________________ Injury:___________________________________________ 

Hospital/Ambulance/ Doctor:_____________________________________________________________ 

 

                                                                          Accident Details  

Date of accident:_________________ Time:________     a.m.     p.m. 

Exact location of accident or loss:__________________________________________________________ 

Reported to police?   Yes   No   Station:______________ Reported to DMV?   Yes   No   Date: _________ 

Witness name and address:___________________________________________ Phone:_____________ 

Witness name and address:___________________________________________ Phone:_____________ 

Details:_______________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Completed by:________________________________________ Date:____________________________ 

http://www.protectorsins.com/client-service/claims-center/
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