
   ACCIDENT REPORT FORM  

Name of person completing report:    Report Date:   Report Time: 

Driver:     Short Name:       Terminal:              Dispatcher: 

Driver Cell #:  Driver Email: Driver Type:  Lead      Student      Owner Operator 
Is this a team operation?    Yes   No   Name: Cell#:                          Passenger?     Yes    No Name: 

Truck #:        Trailer #:  Trip / Order #:  Customer Name: 

Date of Accident:              Time of Accident (CST): 

Posted Speed Limit:     Driver Actual Speed:         

Seat Belt  Yes   No  DASH CAM  Yes     No  DOT REPORTABLE  Yes    No 

Exact Location of Accident: (include city & state): 
Direction V1 traveling: V1 PARKED     OCC   UNOCC    Direction V2 traveling:   V2  PARKED     OCC     UNOCC 

Number of Lanes:   Divided       Undivided  Interstate      Highway  Private   Public        Other:  

Road Condition:  wet  ice   snow packed      dry      damp     Weather:      clear     rain     snow     fog     freezing rain      severe rain 
Type of Terrain:   mountain  flat       curves   Tire Chains in Use:       Yes       No 
FUEL SPILL:         Yes   No    PES NOTIFIED:       Yes      No

Driver’s Description of Accident: 

Tractor Damage: 

Trailer Damage: 

Pictures Taken:     Yes       No      

Vehicle #2   DOT#:  Vehicle # 3  DOT #: 
Driver:        DOB:     Driver:        DOB: 

Address:          Address: 

City, St, Zip:        City, St, Zip:  

Driver Lic. #:  Driver Lic. #: 

Phone:  Phone:  

Vehicle Owner:   Vehicle Owner: 

Address:    Address:  

City,St, Zip:      City, St, Zip:   

Phone:        Phone:  

Make:        Model:   Year:  Make:        Model:  Year: 

Unit #:        Vin #:  Unit #:        Vin #: 

License Plate #:     License Plate State:  License Plate #:        License Plate State: 

Trailer #:        Make:        Year:  Trailer #:        Make:        Year: 

License Plate #:     License Plate State:  License Plate #:        License Plate State: 

Vehicle Damage: Vehicle Damge: 

Was Vehicle Towed?      Yes  No        Was Vehicle Towed?       Yes     No 

Insurance Co. Name:  Insurance Co. Name: 

Address:        Address:       

Phone #:                            Policy #:   Phone #:                            Policy #:       

Passengers?     Yes     No    Name:  Passengers?      Yes      No   Name:      
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Disposition of V1 Equipment and Cargo        
 
Tractor Towed?         Yes      No   Trailer Towed?       Yes      No  
 
Towing Company:             Address:  
Phone #:              Contact Person:     
 
Cargo / Product:             Cargo Damage/Leaking        Yes      No   Weight of Cargo: 

Transfer of Cargo Required       Yes       No   
Disposition of Cargo: 
Contact Name:                                             Phone #: 
 
LAW AGENCY INVESTIGATION ACCIDENT      PROPERTY DAMAGE (NON-VEHICLE) 
     STATE        LOCAL        COUNTY         OTHER                     Owner: 
       Address: 

Agency Name:      Phone #: 

Officer’s Name:      Contact Person: 

Badge #:                      Case/Rpt #:     Describe Damage: 

Phone / Address to order report:    WITNESS NAME:  

Was citation issued?         Yes     No            V1      V2        V3     Address:   

What was the charge?     Phone #: 
 
INJURIES 
 
V1     Where there injuries claimed?           Yes       No   Did they request medical attention?      Yes      No   
Were they transported by ambulance?       Yes       No Where were they transported?              
   
V2     Where there injuries claimed?          Yes       No   Did they request medical attention?       Yes       No   
Were they transported by ambulance?       Yes       No Where were they transported?      
V3     Where there injuries claimed?          Yes       No   Did they request medical attention?       Yes       No   
Were they transported by ambulance?       Yes       No    Where were they transported? 
  
 
POST-ACCIDENT TESTING CRITERIA ***THIS SECTION MUST BE COMPLETED*** 
 
Post-Accident Drug & Alcohol Testing Requirements  following an accident. 
All information “MUST” be documented in writing & maintained with the file.  

 FATALITY        D.O.T. TEST REQUIRED 

 DRIVER CITED & ANY PERSON TRANSPORTED AWAY FROM SCENE  D.O.T. TEST REQUIRED 

 DRIVER CITED & DISABLING DAMAGE TO ANY VEHICLE REQUIRING A TOW  D.O.T. TEST REQUIRED 

Alcohol Test must be performed following a MVA within 2 hours.  After 8 hours test can not be administered.  *DOCUMENT FILE* 
Drug Test must be performed following a MVA within 32 hours.  *DOCUMENT FILE*  
 
 
 
 
 
 
 
 
ON CALL PERSONNEL TO COMPLETE  
Was adjuster assigned?        Yes         No    

Adjusting Firm Name:     

Address: 

Phone #: 

Adjuster Name:  

Cell Phone #: 

Type of Accident 
Involved 

Citation 
Issued 
to CMV 
Driver 

D.O.T. 
TEST 
REQUIRED 

FATALITY Yes Yes 

FATALITY No Yes 

INJURY AMD 
TRANSPORTED 
AWAY FROM SCENE 

Yes Yes 

INJURY AND 
TRANSPORTED 
AWAY FROM SCENE 

No No 

ANY VEHICLE 
TOWED FROM 
SCENE 

Yes Yes 

ANY VEHICLE 
TOWED FROM 
SCENE 

No No 
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