Clear Entire Form

CHUBB Chubb Agribusiness

72 North Franklin Street, P.O. Box P
Wilkes-Barre, PA 18773-0016
800.233.8347

Automobile Accident Report

Location from which driver works
SUBMIT THIS WRITTEN REPORT ON EVERY ACCIDENT PROMPTLY
Policyholder Name Policy Number Phone
1.
POLICY HOLDER | Business Address City State Zip
Make and Year V.I.N. License Plate No.
2.
POLICY HOLDER Garaged at If Truck, give weight Dot/ MC Number
VEHICLE Lbs.
Make and Year Identification Number License Plate No.
3.
POLICYHOLDER Name and Address of Owner if not owned by Policyholder Long Term Lease? Ins. Co
TRAILER IF ANY Oves [INo
Driver’s Name and Address Phone
4,
DRIVER & Driver’s License No. Date of Birth Operator’s Insurance Co.
PASSENGERS OF
POLICY HOLDER Passenger Name and Address Phone
VEHICLE
Owner’s Name and Address Phone
5.
OTHER VEHICLE Vehicle Make and Year License Plate No. Ins. Carrier
OR PROPERTY
INVOLVED Nature of Damage Ins. Policy Number
Operator’s Name and Address Phone
6.
OPERATOR AND | Passenger Name and Address Phone
PASSENGERS OF
OTHER VEHICLE Passenger Name and Address Phone
Name & Address Phone
7.
Name & Address Phone
INJURED
PERSONS Hospital where taken
8. ACCIDENT DESCRIPTION MUST BE SHOWN ON REVERSE SIDE
DATE, TIME, | Date of Accident Time O aM | Exact Location of Accident or Loss
/ /
PLACE Opm
Reported to Police Police Department Name Investigating Officers Name
9. O Yes O No
POLICE AND | Witness Name and Address Phone
WITNESSES
Witness Name and Address Phone
Date of Report Signed (Signature of Policy Holder)

BE SURE TO COMPLETE REVERSE SIDE
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Instructions
How to fill out this form*:

You may use Reader 8.0 and above to fill out this form. Select the "hand icon" from the toolbar then click on the form and begin typing. Please PRINT and/or SAVE AS the form before closing to retain your information.
*NOTE: This message will not be included when printed. 


PMIC-LC AUTO FORM1 4-04

DRIVER’S DESCRIPTION OF ACCIDENT

(Must be complete in detail)

Show on diagram
position of each vehicle
indicating by arrow
direction of each

Sidewalk

Street

Center

Sidewalk

IMPORTANT
If street or view is
obstructed in any way,
indicate where and how.
Also indicate any street
cars or trucks and
traffic signals or signs

Sign Here:

When and where can driver most conveniently be seen:
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