
AUTO ACCIDENT REPORT – BONNER COUNTY 
This form must be completed for all Auto Accidents with the Initial Incident Report.  

Driver, please submit the completed forms to your supervisor along with any photos of the accident.  
Supervisor, please submit the forms to Risk Management.  This form is required for ALL Auto Accidents.

Personal Information 

Name: ____________________________________________ Claim Number: ___________________________  

Work Address: _____________________________________________________________ Work Phone:  

Department: ___________________________________________ 

Is the driver an employee of Bonner County?         Yes  No     Was s/he on the job at the time of the accident?  Yes   No 

A.M. P.M.

Claim Information   Internal Claim ID#:

Date of Occurrence: _____________________________    Time of Occurrence: __________ 

Location:  

 Yes   No 

Vehicle/Equipment Involved 

Year/Make/Model: ____________________________________________Vehicle owned by Bonner County? 

License No.: _______________ Last four of VIN: _______________________ Mileage at time of accident: 

Where is the vehicle currently located? 

Describe how accident occurred:  

Describe damage: 

Personal Injury 

Were you injured?           Yes            No 

 (If yes, please complete a Workers Compensation – Initial Incident Report and submit it to Risk.) 

Third Party 

Is there any third party injury and/or property damage that needs to be addressed?            Yes  No 

If yes, name and contact information of third party and explanation of the injury and/or property damage:  

Investigation 

Investigated?          Yes  No  If yes, agency? _____________________ Case Number  ______________ Charges 

Witness Information (Name, address, phone): 

DRIVER’S SIGNATURE: ____________________________________________ DATE: 
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