
Please describe in detail exactly what happened

Name of Insured

Address

State business or occupation

Business Address

Date of Birth                          /                                /

Telephone Number - Home

Work

If registered for VAT please state number

Location

Date

Time

Width of Road

Speed before impact

Speed at impact

Visibility & weather conditions

Name of Garda and station to whom the accident was reported

Has notice of intention to prosecute been given or summons received? YES NO

If ‘YES’, give details

Continue on new sheet if required

Motor Accident
R E P O R T  F O R M

P O L I C Y  N U M B E R

/ /

C L A I M  N U M B E R

/ /
THIS FORM SHOULD BE RETURNED TO:
Claims Department, AXA Insurance Ltd., Wolfe Tone House, Wolfe Tone Street, Dublin 1. 
Tel (01) 1850 247 365 Fax (01) 8048777

P O L I C Y H O L D E R ’ S  D E T A I L S

A C C I D E N T  D E T A I L S



Was the insured driver’s view obstructed in any way? YES NO If ‘YES’, please give details

How far away was the other party when first seen by the driver?

What signals were given by the insured driver? (Horn, hand, indicators, lights)

What lights were operating on insured’s vehicle?

Do you consider yourself to blame? (Partly, Fully, Not to blame)

Did any party (including yourself) admit liability verbally or 
in writing at the scene? YES NO If ‘YES’, please give names

Were alcohol/drugs in any way a contributing factor to the accident? YES NO If ‘YES’, please give details

Point of impact - to your vehicle Point of impact - to other vehicle

Please provide a clear sketch of the accident scene. Where possible, include details of the roads, road markings, road signs, vehicle(s)
involved and direction(s) of the vehicle(s).

Name 

Address

Age

Phone No.

Please state if driver, passenger, cyclist, pedestrian, motorcyclist or pillion passenger

If passenger, in which vehicle?

State number of passengers in insured vehicle

C I R C U M S T A N C E S  O F  A C C I D E N T  ( C O N T D . )

S K E T C H

W I T N E S S ( E S )  ( I N C L U D I N G  A L L  Y O U R  P A S S E N G E R S )



State business or occupation

Did the driver have the policyholder’s permission to drive the vehicle? YES NO If ‘NO’, explain why not

Is the driver the main user of the vehicle? YES NO If ‘NO’, state proportion of use 

Was the driver separately insured under any other If ‘YES’, please give name of insurance company, 
motor policy on the date of the accident? YES NO policyholder and policy number

Does the driver suffer from diabetes, epilepsy, heart condition or any 
other medical condition? YES NO If ‘YES’, please give details

Has the driver ever been convicted of a motoring offence or had any 
previous accidents? YES NO If ‘YES’, please give details

Mr/Mrs/Ms       Name

Postal Address

Date of Birth                          /                                /

Home Telephone Number

Work Telephone Number

Driving licence-Full/Provisional 

Category(ies)

Driving Licence Number

First Provisioal Licencs YES NO

Expiry Date

If commercial:
Vehicle Registration Number Make Model HP/CC Seating capacity of vehicle Carrying Capacity

State purpose for which the vehicle was being used. (Terms such as social, domestic & pleasure are not sufficient)

Where is the vehicle usually kept?

Were goods being carried at the time of the accident? YES NO If ‘YES’, please give details

In whose name was the vehicle registered at the time and date of the accident?

If ‘NO’, give details and submit the vehicle 
Is the vehicle solely owned by the registered owner? YES NO registration documents with this form

Does any financial institution or hire purchase company have If ‘YES’, please give name/lease/
an interest in the vehicle? YES NO hire purchase ref. number

Has the vehicle been modified or altered from the maker’s  
specification, including any adaptation for disability? YES NO If ‘YES’, please give details

Where may the vehicle be inspected? Estimated cost of repair

Please specify time and phone number Nature of damage sustained

D R I V E R

I N S U R E D  V E H I C L E

Name: Ref No.:



Hospitalised?

No. of days detained

Note: Any correspondence or Notices of Prosecution, and/or Summons or Legal Proceedings must be forwarded, unanswered, immediately.
I/We declare that these particulars are true and complete. I/We understand that the information given on this form may be submitted to
solicitors for use in connection with any litigation arising out of this accident. I/We authorise the Company to instruct my/our repairers on
my/our behalf to undertake such repairs to my/our vehicle as may be agreed.

Signature Date

YES NO YES NO YES NO

YES NO YES NO YES NO

Please state if driver, passenger, cyclist, pedestrian, motorcyclist or pillion passenger?

In which vehicle?

Were seatbelts worn?

Name of hospital (if known)

Name of owner

Address

Name of driver

Vehicle Reg. No.

Make of vehicle

Nature of damage

Insurance 
Company

Policy Number

Name 

Address

Age

Occupation

Injury details

D E T A I L S  O F  O T H E R  V E H I C L E ( S )  O R  P R O P E R T Y  I N V O L V E D

P E R S O N S  I N J U R E D

D E C L A R A T I O N


