
Pinal County Risk Management

Employee’s Report of a Vehicle/Equipment Accident
Accident Location (street address): Date and Time of Accident:

Intersecting Street or Highway and Mile Post Number:
 

9   Intersection
9   Non-intersection

City: City Limits: 9 Inside
9 Outside

County:

Weather Conditions: Number of Vehicles Involved: Number of Persons Injured:

Vehicle/Equipment involved with:
(Check appropriate boxes)

9   Pedestrian
9   Other vehicle
9   Other (Explain):

9   Other County Vehicle No.                                  
9   Fixed Object

County Vehicle Information
Year: Make: Model: License Number: Vehicle Number:

Removed To: Removed By:

Driver’s Name: Department:

Address: Work Phone Number: Home Phone Number:

City/Town: Driver’s License No.: Class: Expiration Date: State:

Job Title: Point of Impact on vehicle:

Other Vehicle Information
Year: Make: Model: License Number: State:

Removed To: Removed By:

Driver’s Name: Work Phone Number: Home Phone Number:

Driver’s Address: City/Town: State: Zip:

Driver’s License No.: Class: Expiration Date: State and Zip: Driver/Owner same
person?  9 Yes     9 No

If Driver/Owner not same Owner’s Name: Work Phone Number: Home Phone Number:

Owner’s Address: City/Town: State: Zip:

Insurance Company: Agent: Phone Number:

Property Damage: Estimated Cost to Repair:

 Name of Property Owner: Address: City/Town State and Zip:

Injuries Information
Name: Address: City/Town: State & Zip: Phone Number:

Injured?
  9 Yes     9 No

Hospitalized?
  9 Yes     9 No

Hospital Name: City /Town: Phone Number:

Name: Address: City/Town: State & Zip: Phone Number:

Injured?
  9 Yes     9 No

Hospitalized?
  9 Yes     9 No

Hospital Name: City /Town: Phone Number:

Name: Address: City/Town: State & Zip: Phone Number:

Injured?
  9 Yes     9 No

Hospitalized?
  9 Yes     9 No

Hospital Name: City /Town: Phone Number:

Complete form and send to Risk Management within 24 hours of the accident Risk Management  ?  phone numbers:  520-866-6205 or 520-866-6208
Pager Number:  520-426-5235     Fax Number:  520-866-6477  Revised August, 2003



Witnesses
Name: Address: City: State & Zip: Phone Number:

Name: Address: City: State & Zip: Phone Number:

Name: Address: City: State & Zip: Phone Number:

Police Report
Agency: Officer & ID Number: Report Number: Agency Phone Number:

Describe how the accident occurred:

Draw a diagram of how the accident occurred. Show direction and distance traveled before crash. Show your vehicle as      ⌦

I hereby certify that this is a true statement of facts to the best of my knowledge and belief:
Driver’s signature: Date:

Supervisor’s Signature: Date:


