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	State of Oklahoma

Department of Central Services

Risk Management Division
	Standard Liability Incident Report


	DCS-RISK MGMT  P.O. BOX 53364
	OKLAHOMA CITY, OKLAHOMA  73152
	TEL: 405/521-4999 (24h),  FAX: 405/522-4442


	
	Claim No:
	     

	Agency Information:

	Agency Name
	     
	Agency #
	     
	Phone
	     

	Type of Employment:
	 FORMCHECKBOX 
 Full Time
	 FORMCHECKBOX 
 Temporary
	 FORMCHECKBOX 
 Volunteer
	 FORMCHECKBOX 
 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?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Describe
	     

	Name of Doctor or Hospital:
	     

	Claimant Vehicle:
	     
	
	     
	
	     
	
	     

	
	Make
	
	Yr
	
	Body Type
	
	Damage Amt.

	Where Damaged:
	     

	Claim Form Requested?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Incident Date:
	     
	Time:
	     
	

	

	Location:

	     
	
	     
	
	     
	
	     

	City
	
	Street
	
	Highway
	
	County

	Describe Incident:        

	Was Employee Aware Of Incident?
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No


	Remarks:        

	

	
	
	
	
	

	Diagram of Accident
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	Car #1 Employee

Car #2 Claimant
	
	     
	    
	    
	     
	

	
	

	

	Witnesses

	Name
	
	Address
	
	Phone

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	

	Incident Citations

	Authorities reported to:
	     
	Name:
	     

	Were there any citations:
	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No

	Who:
	     
	What:
	     

	Reported by:
	     
	Date:
	     
	Phone:
	     

	Driver’s signature:
	
	Driver’s license #:
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