
DIOCESE OF BELLEVILLE 
 

Employee/Volunteer Driver’s Report of Accident 
 
Today’s Date____________________ 
 
Name_______________________________  Birth Date:___________________________ 
 
Address_____________________________  Soc. Sec.#___________________________ 
  
 ______________________________  Telephone#__________________________ 
 
Name/Address of Parish/Agency/Office________________________________________________ 
 
Location of Accident________________________________________________________________ 
 
Date of Accident______________  Time of Day______________________ 
 
Purpose of trip_____________________________________________________________________ 
 
Make & Model of Vehicle driven_______________________________________________________ 
 
Are you the Owner?   Yes __  No __     
 
If “No”, Name/Address of Owner _____________________________________________________ 
 
Owner Insurance Information________________________________________________________ 
 
Name/Address/Phone of Passengers__________________________________________________ 
 
Make & Model of Other Vehicle(s)_____________________________________________________ 
 
Other Vehicle Driver Name/Address/Phone_____________________________________________ 
 
Other Vehicle Insurance Information__________________________________________________ 
 
Please give details of what happened__________________________________________________ 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
__________________________________________________________________________________ 

(Use other side of form if additional room is needed) 
 
Reported to Police/Sheriff Dept?  Yes___ No___  Name of Dept_____________________________ 
 
Names & Phone #’s of Witnesses______________________________________________________ 
 
__________________________________________________________________________________ 
 
Were you Injured?  Yes___  No___ If “Yes” nature of Injury_____________________________ 
 
__________________________________________________________________________________ 
 
Did you receive medical treatment?  Yes___  No___ 
 
If “Yes”, Name & Address of Medical Facility____________________________________________ 
 
 
Signed:____________________________________________________________________ 
 


