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Motor Accident Information Form
PLEASE AMEND, INSERT AND DELETE DETAILS, WHERE NECESSARY.

	1. VEHICLE OWNER DETAILS

	Title: (please tick)
	Mr.
	
	Miss.
	
	Ms.
	
	Mrs.
	
	Dr
	

	Full name:
	

	Company name (if owned by a company):
	

	National Insurance Number:
	

	Date of birth (DD/MM/YYYY) :
	

	Occupation:
	

	Are you VAT registered?
	Yes
	
	No
	
	

	Email::
	

	Daytime telephone number:
	 

	Evening telephone number:
	

	Mobile telephone number:
	

	Address:
	

	
	

	
	


	2. DRIVER, OR PERSON IN CHARGE, OF VEHICLE - IF DIFFERENT FROM OWNER

	Title: (please tick)
	Mr.
	
	Miss.
	
	Ms.
	
	Mrs.
	
	Dr
	

	Full name:
	

	Date of birth (DD/MM/YYYY) :
	

	Address:
	       

	
	 

	Daytime telephone number:
	 

	Evening telephone number:
	

	Mobile telephone number:
	 

	Occupation:
	


	3. YOUR VEHICLE

	Make:
	

	Model:
	

	Registration Number:
	

	Colour:
	

	Area of damage:
	

	
	

	Is your vehicle repairable?
	Yes
	
	No
	
	

	Is your vehicle driveable?
	Yes
	
	No
	
	

	If undriveable, is it in storage?
	Yes
	
	No
	
	


	4. YOUR INSURANCE AND BROKER DETAILS

	Name of Insurer:
	

	Policy Number:
	

	Address:
	    

	
	

	Claims Reference Number:
	

	Policy Cover: (comp, TPF&T, etc)
	

	Do you have an Insurance broker?
	Yes
	
	No
	
	

	If yes, name of Broker:
	

	Address:
	

	
	

	Contact Telephone Number:
	


	5. NAMES AND ADDRESSES OF WITNESSES / PASSENGERS

	A.  Was this witness a passenger?
	Yes
	
	No
	
	

	     Full Name:
	

	     Address:
	   

	
	  

	     Telephone number
	 

	     If passenger, did they sustain injury?
	Yes
	
	No
	
	

	     Date of Birth:
	


	B.  Was this witness a passenger?
	Yes
	
	No
	
	

	     Full Name:
	 

	     Address:
	   

	
	  

	     Telephone number
	 

	     If passenger, did they sustain injury?
	Yes
	
	No
	
	

	     Date of Birth:
	


	C.  Was this witness a passenger?
	Yes
	
	No
	
	

	     Full Name:
	

	     Address:
	

	
	

	     Telephone number
	 

	     If passenger, did they sustain injury?
	Yes
	
	No
	
	

	     Date of Birth:
	


NB: IF ANY ADDITIONAL PASSENGERS, PLEASE DETAIL ON A SEPARATE PIECE OF PAPER

	6. THIRD PARTY DETAILS

	Title: (please tick)
	Mr.
	
	Miss.
	
	Ms.
	
	Mrs.
	
	Dr
	

	Full Name:
	

	Address:
	

	
	

	
	

	Home telephone number:
	   

	Daytime telephone number:
	

	Mobile telephone number:
	

	Please provide a brief description of the third party driver (e.g. approx 5’6’’, brown hair, glasses, smart appearance, London accent, etc.):
	

	
	

	
	


	7. THIRD PARTY VEHICLE

	Make:
	

	Model:
	

	Registration number:
	

	Colour:
	

	Area of damage:
	

	
	


	8. THIRD PARTY INSURANCE DETAILS

	Name of Third Party Insurer:
	

	Policy number:
	

	Address:
	

	
	

	
	

	Claims reference number:
	 


IF THERE ARE ANY CONCERNS AS TO THE THIRD PARTY DRIVER BEING UNINSURED OR UNTRACEABLE, IT IS VITALLY IMPORTANT THAT YOU REPORT THIS MATTER TO THE POLICE TO PREVENT PREJUDICE TO THE CLAIM AT ANY LATER STAGE.
	9. THE ACCIDENT - IT IS VITALLY IMPORTANT THAT YOU COMPLETE THIS SECTION IN FULL

	Date of Accident:
	

	Time of Accident:
	

	Accident Location:
	Name of road(s): 

	
	Town:  

	
	City: 

	
	Postcode, if known: 

	Please describe the accident in as much detail as possible, including the directions of all vehicles, approximate speeds, any warnings and/or any signals given.  

If you run out of space, please continue on a separate piece of paper.



	

	

	

	

	

	

	

	

	

	

	

	

	

	Please draw a plan of the accident below:

	


	10. POLICE

	Was the incident reported to police?
	Yes
	
	No
	
	

	If yes, officer name and number:
	

	Police station reported to:
	

	Crime Reference Number:
	


	11. PERSONAL LOSSES

	Please note that we can look to pursue any personal losses suffered as a result of the accident, which may include any of the below.  We ask that you indicate, with a tick, any losses you may wish to claim for and forward any relevant receipts or tickets when available, which should always be retained if applicable:

	Description
	To be included?
	Important Notes

	Insurance policy excess
	
	
	
	Please forward proof of payment/deduction upon completion of your repairs/receipt of total loss settlement cheque.

	Personal injury
	
	
	
	Please provide further details of your injury at Section 12 below.

	Car Hire
	
	
	
	We will endeavour to claim the costs of hire for yourself, your insurer or your provider if you have been provided with a car.

	Loss of earnings/profit
	
	
	
	We will require 13 weeks payslips prior to the accident if employed, and two years tax returns if self-employed.

	Vehicle damage
	
	
	
	

	Damaged personal effects
	
	
	
	This could include clothing, personal belongings, child car seats, which may have been damaged in the accident.

	Medical expenses/prescription charges
	
	
	
	Please retain and forward relevant receipts/invoices when available.

	Other Losses - Please detail

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	12. PERSONAL INJURY

	If you have been injured as a result of the accident, please confirm the nature of your injuries (no matter how minor):
	

	
	

	
	

	
	

	
	


	13. PREVIOUS ACCIDENT HISTORY

	Have you been involved in any previous accidents or litigation in past 6 years?
	Yes
	
	No
	
	

	
	

	If yes, please provide the date and brief details:
	

	
	

	
	

	
	

	
	


	14. STATEMENT OF TRUTH

	I believe that the information I have given is true to the best of my knowledge and belief:

	Signed:
	

	Print Name:
	

	Dated:
	

	If signing on behalf of a company, please confirm name of company and position held.

	Company Name:
	

	Position Held:
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