 CITY OF EDINBURG

DRIVER’S REPORT OF VEHICULAR ACCIDENT

Date of Accident:  ____________________   Day ___Monday_________  Hour ________ AM  _________ PM
Driver/Title:  __________________________________________     Police Report #____________________ 

Vehicle:  Yr. ______  Make ________________________ Lic No. _____________  V.I.N. ____________________

Department/Division: ____________________________  Supervisor/Title:____________________________

Accident Location:  _________________________________________________________________________

Second Party:  Name & Address  _________________________________________________________________


Vehicle Make _____________ Yr ____ Lic. No. ______ Insurance Co. __________ Policy No. ________
Driver’s Summary Of The Accident:  ____________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________


Were There Any Injuries?             Yes             No       Name(s) ______________________________________

Action Taken ________________________________________________________________________________


Were Passengers Involved?              Yes            No    Name(s)  ______________________________________

Has Driver been referred to take a Mandatory Post-Accident Drug & Alcohol test?

                                                                                                                                       Yes                No


If No, Explain why not?_________________________________________________________________________ 
_________________________________________________________________________________________
NOTE:  Any employee or volunteer with the City of Edinburg that is injured as a result of this accident (other than the driver) shall also submit to Mandatory Drug & Alcohol Tests.  The City’s has contracted with N.T.C. drug & alcohol services to be available 24/7/365.  They can be reached at (956) 287-TEST.  
Has Employer’s First Report Of Accident (DWC 1) Been Filed On Injured Employee(s)?




                            Yes               No               Not Necessary

Damage To Vehicle/Property (approximate):  
City Vehicle
$_________________


City Property
$_________________


Second Party Vehicle
$_________________


Second Party Property
$_________________

Description Of Damage: ______________________________________________________________________

(Note:  If damage is over $500, three estimates will be required to send with insurance claim)
Original:
Human Resources/Risk Management
Driver’s Signature:  ______________________________________

Copies:
1    Department Director



2 Supervisor
Supervisor’s Signature:  __________________________________

3 Driver’s Personnel File


Date:  _________________________________________________
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