	InterContinental Insurance Brokers, LLC
175 Federal Street, Suite 725, Boston, MA  02110-2202
	Auto Accident Information Form

Fax report to:

617-423-7853

	Client or Company Name:________________________________________________________

Keep this document in the glove compartment of your vehicle.
If you have an accident, use this form to record the facts about the accident, 
including names and addresses of all parties involved, and any witnesses to the accident.

	Date of Accident: 
	Time: 



 FORMCHECKBOX 
 AM   FORMCHECKBOX 
 PM

	Location of Accident (including City & State): 



	Authority Contacted: 
	Report Number: 

	Name of Officer:
	Tel. #. of Officer:

	Description of Accident (continue of next page if necessary): 


	Driver 1 (You)

	Name:

	Home Address:

	Home Tel. #
	Work Tel. #
	Cell #:

	Driver’s License #:
	State:
	D.O.B.

	Vehicle 1 (Your Vehicle)

	Year:
	Make/Model
	Veh. I.D. # 
	Color:

	Reg. #
	State:
	Describe damage to your vehicle: 


	Where can vehicle be seen (Address):

	Telephone # / Contact:

	If you are not the Owner of this vehicle:

	Owner’s Name:

	Owner’s Address:

	Home Tel. #
	Work Tel. #
	Cell #:

	Driver 2 (Other Vehicle)

	Name:

	Home Address:

	Home Tel. #
	Work Tel. #
	Cell #:

	Driver’s License #:
	State:
	D.O.B.

	Vehicle 2 (Other Vehicle)

	Year:
	Make/Model
	Veh. I.D. # 
	Color:

	Reg. #
	State:
	Describe damage to other vehicle: 



	Where can vehicle be seen (Address):

Telephone # / Contact:

	Name of Insurance Company:

	Policy Number: 
	Tel. # of Agent/Insurance Company: 

	If Driver 2 is not the Owner of the vehicle:

Owner’s Name:

	Owner’s Address:

	Home Tel. #
	Work Tel. #
	Cell #:


	Witnesses or Passengers

	Name:

	Address:

	Tel. #: 




 FORMCHECKBOX 
 Your Vehicle   FORMCHECKBOX 
 Other Vehicle  FORMCHECKBOX 
 Other (Specify)

	

	Name:

	Address:

	Tel. #: 




 FORMCHECKBOX 
 Your Vehicle   FORMCHECKBOX 
 Other Vehicle  FORMCHECKBOX 
 Other (Specify)

	

	Injuries

	Name:

	Address:

	Name:

	Address:

	Tel. #:




 FORMCHECKBOX 
 Pedestrian   FORMCHECKBOX 
 Your Vehicle   FORMCHECKBOX 
 Other Vehicle 

	Describe Injury: 

	

	Name:

	Address:

	Name:

	Address:

	Tel. #:




 FORMCHECKBOX 
 Pedestrian   FORMCHECKBOX 
 Your Vehicle   FORMCHECKBOX 
 Other Vehicle 

	Describe Injury: 

	

	Name:

	Address:

	Name:

	Address:

	Tel. #:




 FORMCHECKBOX 
 Pedestrian   FORMCHECKBOX 
 Your Vehicle   FORMCHECKBOX 
 Other Vehicle 

	Describe Injury: 

	Description of Accident (continued) / Comments

	

	Additional Instructions

	1. Safely stop and secure your motor vehicle. 

2. Call for medical aid for anyone injured.

3. Notify the police.

4. Investigate the accident and obtain the names and addresses of witnesses.

5. Do not admit liability to anyone.  Do not discuss the accident with anyone except police.  
Refer interested parties to your insurance company or InterContinental Insurance Brokers.

6. Be sure to make a note of the registration (plate) number of the other vehicle.

7. If this is a work-related accident, contact your employer immediately.
8. Be sure to complete any forms required by the authorities of the State in which the accident occurred.  

	Glass Replacement

	· Coverage for glass replacement may vary from state-to-state and may be subject to a deductible.
· It is recommended that you contact a company that specializes in the replacement/repair of motor vehicle glass instead of your regular automobile dealer.

· Be sure to provide your registration (plate) number and your vehicle identification number when reporting a glass loss.


