
                                                                              
 

 
 
 
 
 
MOTOR VEHICLE ACCIDENT REPORT    

 Please fax to (416) 597-6811 DATE:      

INSURANCE COMPANY 
      

POLICY NUMBER 
      

IN
SU

R
ER

 

POLICY PERIOD   FROM 
                

MM           /          DD          /          YY

TO 
                

MM          /          DD          /          YY

NAME OF INSURED 
      
ADDRESS OF INSURED 
      

TELEPHONE NO. PO
LI

C
Y 

H
O

LD
ER

 

CONTACT PERSON 
           

BUSINESS: (     )      -       RESIDENCE: (     )      -      

G
ST

 IS THE POLICYHOLDER REGISTERED FOR THE GOODS AND SERVICES 

TAX?   YES  NO 

IF THE ANSWER IS YES, PLEASE STATE: 

A) REGISTRATION NO.               B) PERCENT RECOVERABLE         % 

NAME OF INSURED DRIVER 

      

INSURED DRIVER’S LICENCE NO. 

      

ADDRESS 

      

TELEPHONE NO. 

(     )      -       

MAKE OF VEHICLE 

      

YEAR 

      

MODEL 

      

SERIAL NO. OR  V.I.N. 

      

LICENCE PLATE NO. AND PROVINCE 

           D
R

IV
ER

 / 
VE

H
IC

LE
 

DESCRIBE DAMAGE 
      

ESTIMATE OF 
DAMAGE        $      

DATE OF LOSS / ACCIDENT 
                

MM      /     DD     /     YY 

TIME OF LOSS / ACCIDENT 
                               
                              AM / PM 

LOCATION OF LOSS / ACCIDENT 
      

LO
SS

 / 
A

C
C

ID
EN

T 

DESCRIPTION OF LOSS / ACCIDENT 

      

NAME OF OWNER   TELEPHONE NO. 

                                                                 (     )      -       

NAME OF OWNER   TELEPHONE NO. 

                                                                 (     )      -       

ADDRESS 

      

ADDRESS 

      

NAME OF DRIVER   TELEPHONE NO. 

                                                                (     )      -       

NAME OF DRIVER   TELEPHONE NO. 

                                                                 (     )      -       

VEHICLE    LICENCE PLATE NO. 

                                                                  

VEHICLE    LICENCE PLATE NO. 

                                                                   

O
TH

ER
 P

A
R

TY
 

NAME OF INSURER   POLICY NO. 

                                                                  

NAME OF INSURER   POLICY NO. 

                                                                   

PO
L

IC
E 

OFFICER’S NAME 

      

BADGE NO. 

      

REPORT / FILE NO. 

      

DIVISION 

      

TELEPHONE NO. 

(     )      -       

NAME AGE ADDRESS TELEPHONE NO. NATURE OF INJURIES HOSPITAL 

                                    

PE
R

SO
N

S 
IN

JU
R

ED
 

                                    

NAME 
      

NAME 
      

NAME 
      

ADDRESS 
      

ADDRESS 
      

ADDRESS 
      

TELEPHONE NO. 
(     )       -       

TELEPHONE NO. 
(     )       -       

TELEPHONE NO. 
(     )       -       

W
IT

N
ES

SE
S 

IN WHICH CAR?   YOUR CAR 
  OTHER CAR #1 
  OTHER CAR #2 
  OTHER 

IN WHICH CAR?   YOUR CAR 
  OTHER CAR #1 
  OTHER CAR #2 

                                  OTHER 

IN WHICH CAR?   YOUR CAR 
  OTHER CAR #1 
  OTHER CAR #2 

                                  OTHER 
Consent: Personal information is collected on this form in accordance with HKMB’s Privacy Policy and in compliance with applicable 
Privacy legislation. I hereby consent and/or have obtained the consent of the other individuals whose personal information appears on this 
form to the collection, use and disclosure of this information for the purposes of reporting, investigating and settling claims. 

Signature: Date: 



 

 

DIAGRAM 
(Illustrate position of cars at time of collision.  Show skid marks.) 

(If any street is more than two-lane or is one way only, please indicate.) 
 

SHOW CARS AS FOLLOWS 

  

 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

INDICATE DIRECTIONS

SHOW 
STOP OR SLOW 

SIGNS 
LABEL EACH STREET 

A

1 32

= Your Car

= Other Car (s)


