	Contact Sheriff’s Dept.                           
	 FORMCHECKBOX 
 FORMCHECKBOX 

	Macros Must Be Enabled -- Please Re-open and Enable
MOTOR VEHICLE ACCIDENT/PROPERTY DAMAGE REPORT

	Moving Accident
	 FORMCHECKBOX 


	Contact Supervisor
	 FORMCHECKBOX 

	
	Non-Moving Accident
	 FORMCHECKBOX 


	Contact Fleet Services
	 FORMCHECKBOX 

	
	Property Damage Only
	 FORMCHECKBOX 


	Fill Out Form SR 1
	 FORMCHECKBOX 

	
	
	

	INSTRUCTIONS

	If the accident results in a DEATH or SERIOUS INJURY phone the Safety Officer immediately (600-1850), otherwise submit this report to Risk Management within 48 hours following accident occurrence.  If employees are injured in the accident and require medical attention, complete the SIR, offer the workers’ compensation paper work and submit these items to the Department’s Safety Coordinator within 24 hours. If the workers’ compensation paper work is declined, this report and the SIR are sufficient. 

	Please fill out this form on your computer and answer all questions.  If the question is not applicable indicate “N/A”.  For further information phone Risk Management at 600-1850

	If property damage only, complete items 1 through 7; leave all others blank.

	ACCIDENT FACTS
	1. DATE OF ACCIDENT OR DAMAGE IDENTITY
	     
	
	     
	DUSK  FORMCHECKBOX 
   DARK  FORMCHECKBOX 
   WET  FORMCHECKBOX 
   DRY FORMCHECKBOX 


	
	
	Date
	
	Time
	

	
	2. LOCATION
	     
	
	     
	
	CA
	
	     

	
	
	
	City
	
	State
	
	Zip

	
	WAS COUNTY DRIVER CITED?
	YES   FORMCHECKBOX 
     NO   FORMCHECKBOX 

	WAS OTHER PARTY CITED?
	YES   FORMCHECKBOX 
     NO   FORMCHECKBOX 


	
	DID COUNTY ADMIT FAULT?
	YES   FORMCHECKBOX 
     NO   FORMCHECKBOX 

	DID OTHER PARTY?
	YES   FORMCHECKBOX 
     NO   FORMCHECKBOX 


	
	WAS ACCIDENT INVESTIGATED BY A LAW OFFICER?
	YES   FORMCHECKBOX 
    NO   FORMCHECKBOX 

	WHICH AGENCY?
	     

	
	BADGE NUMBER:      
	
	CASE NUMBER:
	     

	
	

	
	

	COUNTY DRIVER
	3. NAME
	     
	DOB
	     
	DEPARTMENT:
	     

	
	Department  Org. Number
	     
	
	DRIVER’S LICENSE NO.
	     
	
	EXPIRES
	     

	
	JOB TITLE
	                                                   
	JOB CODE
	     
	   YEARS EMPLOYED BY THE COUNTY
	  
	

	
	YEARS EXPERIENCE OPERATING TYPE OF EQUIPMENT INVOLVED IN THIS ACCIDENT
	  
	
	

	
	NUMBER OF COUNTY ACCIDENTS PRIOR TO THIS ONE
	 
	WORK PHONE
	(559)       
	

	
	

	DAMAGE TO VEHICLE DRIVEN BY EMPLOYEE
	
	
	
	

	
	5. COUNTY VEHICLE NO.
	     
	6. MAKE AND MODEL
	     

	
	IF PRIVATE CAR, GIVE NAME AND ADDRESS OF OWNER
	OWNER’S NAME
	     

	
	     
	
	     
	
	  
	
	     

	
	Street Address
	
	City
	
	State
	
	Zip

	
	TYPE OF PRIVATE VEHICLE
	     

	
	PARTS DAMAGED AND EXTENT
	     

	
	

	
	
	
	
	
	
	
	

	
	     
	
	     
	
	     
	
	(559)       

	
	7. Owner’s Name
	
	Address
	
	City
	
	Phone

	DAMAGE TO PROPERTY OF OTHERS
	     
	
	     
	
	     
	
	     
	
	CA

	
	Other Driver’s Name
	
	DOB
	
	Address
	
	City
	
	State

	
	     
	
	CA
	
	     
	
	(559)       

	
	Other driver’s license number
	
	State
	
	Expiration Date
	
	Phone

	
	     

	
	List Damage

	
	IF AUTOMOBILE:
	MAKE
	     
	
	YEAR
	    

	
	WAS OTHER CAR INSURED?
	YES  FORMCHECKBOX 
   NO  FORMCHECKBOX 

	     
	
	     

	
	
	
	Name of Company
	
	Policy Number

	
	

	OCCUPANCY
	NUMBER OF OCCUPANTS IN COUNTY OPERATED VEHICLE
	  
	NUMBER OF OCCUPANTS IN OTHER VEHICLE
	  

	
	

	
	

	SAFETY DEVICES
	WERE SEAT BELTS USED?
	YES   FORMCHECKBOX 
     NO  FORMCHECKBOX 


	
	IF NO, WERE THEY AVAILABLE?
	YES   FORMCHECKBOX 
     NO  FORMCHECKBOX 


	
	

	NARRATIVE REPORT
	IMPORTANT

	
	DESCRIBE HOW ACCIDENT OCCURRED.  PROVIDE AS MUCH PERTINENT DETAIL AS POSSIBLE (HOW, WHAT, WHY, WHO)

	
	     


	INJURED
EMPLOYEES
	Were County employees injured as a result of the accident?    Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 
 

If yes, list name, employee’s department, and all injuries claimed.

	
	
	     
	

	
	Have Supervisor Investigation Reports (SIR) been completed for those listed above?     Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 
 

NOTE: If employees are injured and require medical treatment, the SIR needs to be completed, in addition to this MVA report, and a WC packet must be offered to the employee.   If no treatment is needed, the MVA report and SIR are sufficient. Submit the SIR and any additional paper work to your Workers Compensation Coordinator within 24 hours.

	OTHER PERSONS INJURED
	
	
	
	
	Number of passengers

	
	Name
	
	Address
	
	County Car
	Other Car
	Pedes-
trian
	Extent of Injuries

	
	     
	
	     
	
	  
	  
	  
	     

	
	     
	
	     
	
	  
	  
	  
	     

	
	     
	
	     
	
	  
	  
	  
	     

	
	     
	
	     
	
	  
	  
	  
	     

	WITNESSES
	Name
	
	Address
	
	Phone 

	
	     
	
	     
	
	(559)      

	
	     
	
	     
	
	(559)      

	
	     
	
	     
	
	(559)      

	
	Complete the diagram below showing direction and positions of vehicles involved designating clearly point of contact

	
	[image: image1.emf]



	
	INSTRUCTIONS: 
	
	

	
	
	(1) Use solid line to show path of vehicle before accident; dotted line after accident
	

	
	
	(2) Number each vehicle to show direction of travel.   Your vehicle is #1
	

	
	
	(3) Show motorcycle by 
	0-0
	

	
	
	(4) Show pedestrian by 
	0
	

	
	
	(5) Show railroad by
	
	

	
	
	(6) Stop light or signal
	
	

	
	
	
	
	

	
	Corrective Action/ Comments:
     


	SUPERVISOR’S CORRECTIVE ACTION
	

	
	     
	
	     
	Error! Bookmark not defined.  Double click!

	
	Name                                          
	
	Supervisor Signature / Date
	

	
	

	DEPARTMENT HEAD OR DESIGNEE
	

	
	Concur   FORMCHECKBOX 

	Do not concur   FORMCHECKBOX 


	
	Comments: 

	
	     

	
	     
	
	     
	Error! Bookmark not defined.  Double click!

	
	Department Head or Designee
	
	Signature / Date
	

	
	

	
	DISTRIBUTION:  
	One (1) original to Risk Management – Stop 188

	
	
	One (1) copy  to Fleet Services if a County Vehicle

	
	
	One (1) copy to be retained by the Department


PSD-RM 302 – Motor Vehicle Accident-Property Damage Report (Rev. 07/21)


