
THE LOOP – MORROW COUNTY TRANSPORTATION 
VEHICLE ACCIDENT REPORT FORM 

 
SECOND VEHICLE/PEDESTRIAN/PROPERTY 

Year __________________ Make _____________________Type __________________ Color ______________  

License Plate No. ____________________________ State _________________________________________  

Driver or Pedestrian’s Name: ________________________________________________________________  

Address: _______________________________City ________________State _______ DOB _______________  

Owner’s Name _______________________________________________________Address ______________  

Address: _______________________________City ________________State _______ DOB _______________  

Insurance Number ___________________________ Company ____________________________________  

Agent _______________________________________________________________________________________  

Point of Impact _____________________________________________________________________________  

Damage to His/Her Vehicle __________________________________________________________________  

What Did Driver Say _________________________________________________________________________  

Approximate Distance Vehicle Traveled After Impact ______________________________________ FT 

Number of Passengers in Vehicle ____________________________________________________________  

Did Police Investigate _______________________________ Department ____________________________  

 
 
 
_____________________________________________________________________________________________  

Signature of Person Preparing this Report 

 

_____________________________________________________________________________________________  
Signature of Person Receiving this Report 

 

*If there are more than three parties involved, attach additional copies 

  



THIRD VEHICLE/PEDESTRIAN/PROPERTY 

Year __________________ Make _____________________Type __________________ Color ______________  

License Plate No. ____________________________ State _________________________________________  

Driver or Pedestrian’s Name: ________________________________________________________________  

Address: _______________________________City ________________State _______ DOB _______________  

Owner’s Name _______________________________________________________Address ______________  

Address: _______________________________City ________________State _______ DOB _______________  

Insurance Number ___________________________ Company ____________________________________  

Agent _______________________________________________________________________________________  

Point of Impact _____________________________________________________________________________  

Damage to His/Her Vehicle __________________________________________________________________  

What Did Driver Say _________________________________________________________________________  

Approximate Distance Vehicle Traveled After Impact ______________________________________ FT 

Number of Passengers in Vehicle ____________________________________________________________  

Did Police Investigate _______________________________ Department ____________________________  

 

 

 

_____________________________________________________________________________________________  
Signature of Person Preparing this Report 

 

 

_____________________________________________________________________________________________  
Signature of Person Receiving this Report 

 

*If there are more than three parties involved, attach additional copies 

  



SKETCH OF ACCIDENT SCENE 
Please indicate on the diagram the position of vehicles, directions they were facing, traffic signal 

lights or stop signs, and other information which you deem pertinent. 

 

Note: Identify vehicles by number with the transit vehicle always labeled as #1 

ABOUT THE INJURIES 
Was anyone in your vehicle injured? Yes No If Yes, List Below 

NAME ADDRESS TAKEN TO HOSPITAL 

  Yes No 

  Yes No 

  Yes No 

Was Anyone in the Other Vehicle Injured?  Yes No If Yes, List Below 

NAME ADDRESS TAKEN TO HOSPITAL 

  Yes No 

  Yes No 

  Yes No 

 


	VEHICLE ACCIDENT REPORT FORM

