
CLAIM NO.:    
 
 
 

  
 

 
 

AUTO ACCIDENT REPORT 
 
 
 

OFFICE  

 
REPORTED BY   DATE   TIME  
AGENT  PHONE   

POLICY NO.:             TERM   

 
DATE OF LOSS ______/_____/_____ 

                                                                                                                   YR.    MON.  DAY 
INSURED      NAME  ADDRESS   

     POSTAL CODE   TELEPHONE          (HOME)  (BUSINESS)  

DRIVER  RELATIONSHIP TO INSURED  

   
VEHICLE YEAR/MAKE/MODEL  

                        SERIAL NO.  PLATE NO.  

DESCRIPTION OF LOSS & INSTRUCTIONS: 
 
 
 

                                                                                                                                      ESTIMATE OF LOSS         
 

VEHICLE NAME INJURY AGE HOSPITAL 
INS. VEH. T/P VEH.     
1.      
2.      

INJURED 

3.      
T/P INFO NAME  INSURER  POLICY #  
  ADJUSTER  CLAIM/FILE #   
    

SECTION A: SECTION B: SECTION C: COVERAGE 
TPL IRB DEATH EDUC FUNERAL AP COLL COMP SP COMP 

   (5) 
ENDS 

SUB-FILE            
DEDUCTIBLE            
RESERVE            

POLICE   CITY   RCMP  OCC. #  OFFICER   
       CHARGES LAID NONE  UNKNOWN  INSURED  T/P   
REPORT TAKEN BY  ASSIGNED TO  ADJUSTER NO.  
  DATE  TIME  
      

F O R   H E A D   O F F I C E   U S E   O N L Y 
TYPE OF CLAIM:        PENDING CLAIM    OPEN FILE      ADD NEW SUBFILE     ONE SHOT      CHARGEABLE  

 
RETURN TO:  _________________ 
 
(RO)    1. INSURED NOT LIABLE  ______                   2. LOSS REPORTED/NO CLAIM PRESENTED ______ 
           3. D/L NOT IN COVERAGE ______ 
 
(NC)     1.  INSURED WITHDREW CLAIM  _____ 
             2.  T/P INSURERS TOOK OVER CLAIM  _____ 
             3.  INSD’S CLAIM LESS THAN DED.  _____ 

4. PROSCRIPTION DATE HAS PASSED  _____ 
5. LOSS NOT COVERED  _____ 
9. CLAIM ENTERED IN ERROR  _____ 

 
LC55(06/00) 
 


