
Accident
REPORTING FORM

Fill out this form with every 
accident and fax it to 

York Claims Service, Inc.
as soon as possible.

ACCIDENT PROTOCOL

� Check for injury and seek medical attention 
immediately, if needed.

� Get the names and contact information for 
everyone involved, including witnesses.

� Call the police regardless of the severity of 
the accident - you need them to create a 
written report.

� Make note of any damage to the autos 
involved or any damaged property.

� Complete this Accident Reporting Form.

� Contact your employer and inform your 
supervisor of the situation.

� Have a camera in your vehicle to take 
pictures of damage, regardless of the 
severity or extent of damage.

If you have any questions regarding your 
policy or the services ISA can provide you, 

please contact us.

irwin siegel agency, inc.

FAX THIS ACCIDENT FORM TO
800.870.2017

or call 
800.868.0418

York Claims Service, Inc.
99 Cherry Hill Road

Parsippany, NJ 07054

Keep this form in your vehicle at all times. 
You can download new forms from 
Irwin Siegel Agency’s website at 

www.siegelagency.com



POLICYHOLDER INFORMATION
__________________________________________
Driver’s Name
__________________________________________
Driver’s License #
__________________________________________
Agency Name
__________________________________________
Agency Address
__________________________________________
City                                     State Zipcode
__________________________________________
Agency’s  Auto Insurance Policy #
__________________________________________
Agency’s Contact Name and Phone Number

ACCIDENT/LOSS
_____________________________________AM/PM
Date of Accident Time of Accident
__________________________________________
Location of Accident - Street
__________________________________________
City                                     State Zipcode
__________________________________________
# of Autos Involved

AUTHORITY CONTACTED
__________________________________________
Name of Officer                                        Badge #
__________________________________________
Name of Person to Whom Citation Was Issued (if any)

CONDITIONS
WEATHER
� Clear � Cloudy � Fog � Rain
� Sleet � Snow � Other ______________________

TRAFFIC CONTROL
� Light � Stop Sign � Railroad � No Intersection
� Yield Sign � No Control � Other ______________________

INSURED VEHICLE
__________________________________________
VIN/Year/Make/Model
__________________________________________
Plate # State
Describe Damage:_______________________________
__________________________________________
__________________________________________
Name of Driver

OTHER VEHICLE
__________________________________________
VIN/Year/Make/Model
__________________________________________
Auto Insurance Company Policy #
__________________________________________
Name of Driver Driver License # State

DOB: _____/_____/_____
__________________________________________
Address of Driver
__________________________________________
City                                     State Zipcode
__________________________________________
Phone
__________________________________________
Name of Owner (if different from driver)
__________________________________________
Address of Owner
__________________________________________
City                                     State Zipcode
Describe Damage : ______________________________
__________________________________________
Describe Injuries to Driver: __________________________
__________________________________________

PERSONS INJURED
__________________________________________
Name
� Pedestrian � Passenger in Insured Vehicle
� Passenger in Other Vehicle � Other ______________________
__________________________________________
Address
__________________________________________
City State Zipcode
__________________________________________
Extent of Injury

__________________________________________
Name
� Pedestrian � Passenger in Insured Vehicle
� Passenger in Other Vehicle � Other ______________________
__________________________________________
Address
__________________________________________
City State Zipcode
__________________________________________
Extent of Injury

WITNESSES
__________________________________________
Name
� Pedestrian � Passenger in Insured Vehicle
� Passenger in Other Vehicle � Other ______________________
__________________________________________
Address Phone
__________________________________________
City State Zipcode

__________________________________________
Name
� Pedestrian � Passenger in Insured Vehicle
� Passenger in Other Vehicle � Other ______________________
__________________________________________
Address Phone
__________________________________________
City State Zipcode

Describe Accident: ______________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________
__________________________________________


