= MEADOWBROOK
= INSURANCE AGENCY

DIVISION OF MEADOWBROOK INSURANCE GROUP*

AUTOMOBILE ACCIDENT REPORT

(Please Print or Type Loss Report )

Named Insured:

Date of Accident Time of Accident:

INSURED’S INFORMATION:

Driver’s Name:

Location of Accident:

Description of Accident

Vehicle Information

Year Make VIN #

Describe Damage (use back of this form if necessary)

OTHER VEHICLE INFORMATION:

Other Driver’s Name:

Other Driver’s Address:

Other Driver’s Phone No: Vehicle Information
( ) - Year Make Model
Other Driver’s Insurance Company or Agency Name and Phone Number Company or Agency’s Phone No:
C ) -
INJURED PERSONS INFORMATION:
1. Name
Address Injured Person’s Phone No:
) -
2. Name
Address Injured Person’s Phone No:
C ) -
WITNESS INFORMATION: (use back of this form if necessary)
1. Name
Address Witness’ Phone No:
) -
2. Name
Address Witness’ Phone No:
C ) -
Who was the AUTHORITY contacted? Provide REPORT NUMBERS:
Remarks

Please FAX completed form to (248) 927-0867

8049-Aug. 97 Y ou may also contact us at (248) 358-1100
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