COMPANY VEHICLE INCIDENT REPORT FORM

This form should be used to document any vehicle-related incidents, including collisions,
damages, or thefts. It must be completed within 24 hours of the incident.

Date Filed: , 20

COMPANY VEHICLE INFORMATION

Vehicle Make and Model:

Vehicle Year:

License Plate Number:

Vehicle Identification Number (VIN):

PERSON(S) INVOLVED

e Full Name:
Address:
Identification: [ Driver’s License No.
L1 Passport No. L1 Other:

Phone:
Email:

e Full Name:

Address:

Identification: ] Driver’s License No.

] Passport No. ] Other:

Phone:

Email:

INCIDENT DETAILS

Incident Date: , 20
Incident Time: O AM O PM

Incident Location:
Detailed Incident Description:

INJURIES SUSTAINED

Were there any injuries? [ Yes [] No
If yes, provide injury details:



WITNESSES

Were there witnesses? [] Yes [1 No
If yes, list withesses and their contact details:

POLICE AND MEDICAL INTERVENTION

Was the police notified? [1 Yes [1 No

o If yes, was a report filed? [ Yes [ 1 No
Was any medical assistance provided? [] Yes [] No [] Declined
Location of medical treatment:

o [ On-site
o [ Hospital
o [ Other:
PERSON FILING REPORT
Signature:
Date: , 20

Printed Name:

INTERNAL USE ONLY

Report Received By:
Date Received: , 20
Actions Taken Following Incident:
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