
DEPARTMENT OF CENTRAL SERVICES
RISK MANAGEMENT DIVISION

P.O. BOX 53364
OKLAHOMA CITY, OKLAHOMA  73152

405/521-4999  -  Fax No:  405/522-4442

STANDARD LIABILITY INCIDENT REPORT

CLAIM NO.

AGENCY NAME _____________________________ CODE_______________ PHONE_____________________

TYPE OF EMPLOYMENT:      FULL-TIME           TEMPORARY           VOLUNTEER                CONTRACT

DRIVER OR EMPLOYEE_________________________________ JOB TITLE______________________________

DIV. OR DEPT.____________________ ADDRESS______________________________PHONE ______________

SPECIFIC DUTY BEING PERFORMED

VEHICLE INFORMATION
OWNED BY:  STATE _________ OTHER______________ MAKE_____________YEAR____________________

BODY TYPE____________________ VEHICLE TAG #_____________________ VEHICLE #_________________

AMOUNT DAMAGE___________________ WHERE DAMAGED_______________________________________

CLAIMANT’S NAME_________________________________________ PHONE___________________________

ADDRESS_____________________________ CITY____________________ STATE_________  ZIP____________

WAS CLAIMANT OR PASSENGER INJURED? ______ DESCRIBE______________________________________
_______________________________________________________________________________________________

NAME DOCTOR OR HOSPITAL___________________________________________________________________

CLAIMANT VEHICLE___________________________________________________________________________
Make Yr Body Type Amt. Damage

WHERE DAMAGED_____________________________________________________________________________

CLAIM FORM REQUESTED?   YES __________    NO ____________

INCIDENT DATE     _____________  TIME _________LOCATION_____________________________________
______________________________________________________________________________________________

Give - CITY - STREET - HIGHWAY - COUNTY
DESCRIBE INCIDENT

WAS EMPLOYEE AWARE OF INCIDENT?  YES ___________   NO __________

Use Back For Additional Space



DRIVER’S SIGNATURE _______________________________ DRIVER’S LICENSE NO. ______________________

REPORTED BY___________________________ DATE ______________________ PHONE_____________________

REMARKS: 

N

S

W E

CAR #1 EMPLOYEE

CAR #2 CLAIMANT

DIAGRAM OF ACCIDENT

WITNESSES

NAME ADDRESS TELEPHONE

AUTHORITIES REPORTED TO: ____________________________ NAME _____________________________

WERE THERE ANY CITATIONS? YES ______ NO_______ WHO___________________________________

WHAT_______________________________________________________
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