
 

Forward to:  The John A. Barclay Agency, Inc.  P.O. Box 2274, Austin, TX  78768 
Via Email:  info@barclay-insurance.com  Via Fax:  512-472-8382  Via Phone:  512-476-6566 

 
 

 
AUTO ACCIDENT REPORT  

 

Insured: ___________________________ Address: ____________________________________________ 

 
Name of person completing form:__________________________  Phone:__________________________ 
                  (Area code + number) 
Date of Accident:  _______________________   Location: ______________________________________ 
       (Street or Hwy)          (City & State) 
 
Description (how did the accident happen?):  _________________________________________________ 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________ 

Police Report?   Yes    No   Police Dept. _________________________________________________ 
                      (Name of City, Police, or State Hwy. Patrol)  
Report/Incident Number:  ___________________________________________________________ 

Insured vehicle (IV):  

Year ____________    Make/Model _________________________   VIN:  _______________________ 

Insured Driver:  __________________________________________ 

Is IV damaged?   Yes     No     Where? _________________________________________________ 
              (i.e. left front; right rear; front end; rear; etc.) 
Claimant vehicle: 

Year___________  Make/Model___________________  License plate:__________________ 

Is Vehicle Damaged?   Yes    No    Where? ______________________________________________ 
       (i.e. left front; right rear; front end; rear; etc.) 
Owner’s Name: __________________________________  Phone:________________________ 
                 (Area code + number) 
Owner’s Work or Cell Phone: ____________________________ 
    (Area code + number) 
 
Mailing Address: _______________________________________________________________________ 
              (P.O. Box or Street Address, City, State, and Zip Code) 
 

Driver’s name & phone if different: _________________________________________________________ 

Was anyone injured?    Yes    No  Name(s):  _____________________________________________ 

Extent of injury:  ______________________    Transported to hospital    Yes    No  

Witnesses: 

Name:  __________________________________________ Phone:  _____________________________ 
          (Area code + number) 
Work or Cell Phone:  _____________________________________ 
   (Area code + number)  
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