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City of Houston

For Office Use Only
Claim No

PD781 - Driver’s Report of a Vehicular Incident
One copy must be submitted to the safety office within 72 hours of a vehicle incident
PLEASE PRINT
Department Division

Date of Accident Day of week Hour AM |:| PM |:|

DRIVER
Name

Address TX, ZIP Code

Home # Cell # Age Sex

TDL# Exp. Employee#
o Operator

License Restrictions
o Commercial

o Chauffeur

VEHICLE
Make Model Year

City of Houston

Shop# License Plate Mileage Reading
Damage:

Driver 1
Name

Address State ZIP Code

Home # Cell # Age Sex

TDL# Exp. Sate

Make Model Year
License Plate#t State
Damage:

Other Vehicles #1

OWNER
Name Phone #

Address State ZIP Code
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Driver #2
Name
Address State Zip
Home # Cell # Age Sex
TDL# Exp. Sate
o
*
% Make Model Year
2
(Y
E License Plate# State
< | Damage:
g g
OWNER
Name Phone #
Address State Zip
Name Age Sex Nature of Injury Taken by EMS
o
() - R
5
'E‘ PR J—
WEATHER ROAD SURFACE
_é ] Clear [] Cold [] Raining o Dry o Slippery
3 [] Cloudy [] Hot [] other o lcy o Other
S | Does Vehicle have seat belts 1 No [] Yes _
[JFrontonly [ JFront & Back D Were seat belts in use Other Describe
g At what speed were you driving when accident occurred MPH
Q
“ | What was the Speed Limit MPH Speed of other vehicle MPH
o Officers Name Badge #
L
2 | ArrestMade [ ] Yes []No If YES name
Citation Issued [ ] Yes [CINo If YES name
City of Houston Other Vehicles
£ | Name Address Name Address Name Address
8
>
S
(@)
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Name Address
Q
a
Q
£
S
City State
Road on which accident occurred Speed Limit
Give street address or highway number
c
-% [] Atits intersection with
] Closest Intersection Street on Highway
-
|:| Not at intersection feet
North-South
of
feet
North-South
State what Happened
Show Position of Vehicle Indicate North
By Arrow
North

N

Does City driver have insurance for driving City vehicle o Yes o No
(if Yes) Insurance Company Name Policy #

INS

Driver’s Signature Date Work Phone
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