Incident & Collision Report:

· Accident   
Date: 


 Time: 


 Region #: 

 County:

 

Medical Treatment
911 Called

ER Visit: Yes/No
· Incident
Injuries:  Yes or No
         Yes/No

   Yes/No

Admitted Yes/No
Provider Name: 






 Driver Name: 







Driver Sent for Drug and Alcohol Testing:  Yes/No  




Test Results: 















 Ambulatory: 


 

Client Name: 





 PIC:



 Non-Ambulatory: 



Accident/Incident Narrative: 











 

Insurance Company Name, Contact, Policy # 











(Attach Additional Documentation)  Driver Report: ____Dispatcher Report:___Broker Report:___Other:____

FOLLOW-UP: Date: 

 Driver Status: Terminated 
 Suspended 
   Re-trained             Other 
 

Narrative: 















Client or Advocate Re-Contacted:  




 Date:_______________

Narrative: 















No follow-up required, investigation closed:

Date: 




Initials:
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