BCODSS/ADM 21-001-S 						Attachment P	
Vehicle Accident Report
TO BE COMPLETED BY DRIVER AND FAXED TO BCODSS (410) 853-3199
1. Date of Accident___________________ Time of Accident_______________
2. Contractor’s Name:______________________________________________
3. Driver’s Name:__________________________________________________
4. Driver’s License#:________________________________________________
5. Passenger(s) Name(s):____________________________________________
6. Location of Accident:_____________________________________________
7. Conditions (Please check all that apply)
Daylight			Clear				Wet
Dawn				Cloudy				Ice
Dusk				Foggy				Vehicle Defect(Specify)
Dark (street light on)						______________________	
Dark (street light off)						______________________
Dark (no street lights)					______________________
8. Were Police Called (   ) Yes     (  ) No                       If Yes:  Sate Police (  )  Local Police (  )
9. Was Police Report Given (   ) Yes, Report#_______________  (   ) No                          
10. Were Citations Issued: (1) Driver 		(   ) Yes   (   ) No
                                          (2) Other Driver	(   ) Yes   (   ) No
      9.  Was driver/passenger injured:   (   ) Yes      (   ) No
    10.  Was medical attention /ambulance required (   ) Yes   (   ) No (If yes please specify)
            (a) Injured Person’s Name:_____________________________________________
            (b) Action taken:______________________________________________________           
   10.  Were seat belts/car seats in use (   ) Yes     (   ) No
   11.  Detailed Description of Accident:_________________________________________
           _____________________________________________________________________
11. Other Driver’s Information: Name:__________________________________ 
Vehicle Tag#___________________
Insurance Company’s Name______________________________________________    Insurance Policy#_______________________________________________________
