
 

 

 

Named Member:_____________________________________________ Policy # ________________________ Date: _____/_____/_____  

   

Member Contact Person: _________________________________________________________ Title: ___________________________________________  

 

Member Mailing Address: _________________________________________________________ City: _________________________ Zip: ______________  

  

Email Address: __________________________________________________________________ Phone: (_____)_______________   

  

Contact for the claim?   Yes       No     If No, Contact Name: _____________________________________________  Phone: (_____)_______________  

  

Agency: _______________________________________________  Agency Contact Person/Title: ______________________________________________  

    

Email Address: _____________________________________________________________________________________  Phone: (_____)_______________  

  

Address: _______________________________________________________________________  City: _________________________ Zip:______________  

 

 

Date of Incident:  _____/_____/_____          Time of Incident:  _____:_____          AM      PM 

  

Location/Address of Incident: ____________________________________________________________________________________________      

                                         (Physical Address – if there is no specific address, describe location, i.e. cross streets)             

     

Authorities Contacted?         Yes        No          If Yes, Who? ____________________________________  Report Number: __________________________  

 

Fully Describe the Incident: ________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________________________________ 

 

Member Vehicle: Unit #: _______________     Year: _______________     Make: ________________________     Model: ________________________ 

 

Last 5 Digits of VIN: _______________     Describe Damage: ____________________________________________________________________________ 

 

Driver Name: _____________________________________________________________________________________     Phone: (_____)_______________ 

 

Other Vehicle: Year: _______________     Make: ________________________     Model: ________________________ 

 

Describe Damage: _______________________________________________________________________________________________________________ 

 

Owner Name: _____________________________________________________________________________________     Phone: (_____)_______________ 

 

Address: _______________________________________________________________________________________________________________________ 

 

Injured Parties:    

  

Name: _________________________________  Address: _______________________________________________________________________________ 

  
Phone: (_____) _______________  Extent of Injury: ____________________________________________________________________________________ 

 

Name: _________________________________  Address: _______________________________________________________________________________ 

  

Phone: (_____) _______________  Extent of Injury: ____________________________________________________________________________________ 

 

Witnesses/Passengers:    

  

Name: _________________________________  Address: __________________________________________________  Phone: (_____) _______________ 

 

Name: _________________________________  Address: __________________________________________________  Phone: (_____) _______________ 

 

Auto Incident Report 
Thoroughly complete this report and send it, along with additional supporting documentation, to your agent.  

 

 

  

For North Dakota. 
For Local Government.  
For You.  
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