


Contact your company claims person or 
Report to the PestSure Dedicated Claims Unit at

1-800-708-4277 or
email completed accident form to 
PestSureClaims@sedgwick.com 

Questions or problems call 
1-800-708-4277

And speak to a claims representative



WITNESSES 
Name _________________________   

Address ________________________  

City ________________ State ______   

Cell Number ____________________  

Work Number ___________________  

Name _________________________   

Address ________________________  

City ________________ State ______  

Cell Number ____________________  

Work Number ___________________  

Name _________________________   

Address ________________________  

City ________________ State  ______  

Cell Number ____________________  

Work Number ___________________  

 

Additional Notes:  __________________  

 __________________________________  

 __________________________________  

 __________________________________  

 __________________________________  

 __________________________________  

 __________________________________  

DIAGRAM OF ACCIDENT 
• Show names of streets and direction 

in which vehicles were going 
• Indicate North, South, East and West 
• Show position of vehicles 
• Take pictures of all vehicles and 

accident scene 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DAMAGE TO OUR PROPERTY 
Our Driver 

Name _________________________   

Address ________________________  

City ________________ State  ______  

Cell Number ____________________  

Email Address ___________________  

Driver’s License # ________________  

Exp.________ Date of Birth ________  

Supervisor Name ________________  

   OWNER OF OUR VEHICLE 
Name _________________________   

Branch _________________________  

City ________________ State  ______  

License Plate Number _____________  

Make __________________________  

Model _____________ Year ________  

Describe Damage to Our Vehicle or 
Property: _______________________  

 ______________________________  

 ______________________________  

 ______________________________  

 ______________________________  



THE ACCIDENT 
Date _______ Time (AM/PM) _______   

Location (City, Street, Route, State) 

 ______________________________  

 ______________________________  

Weather _______________________  

Condition of Roadway _____________  

 ______________________________  

 ______________________________  

Police Officer ____________________  

Badge Number __________________  

Authority _______________________  

Telephone Number _______________  

Police Report Number _____________  
 

Describe How Accident Occurred 

 ______________________________  

 ______________________________  

 ______________________________  

 ______________________________  

 ______________________________  

 ______________________________  

 ______________________________  

 ______________________________  

DAMAGE TO OTHER VEHICLE 
Other Driver’s Information 
Name _________________________   

Address ________________________  

City ________________ State ______  

Cell Number ____________________  

Driver’s License Number and State 

 ______________________________  

Expiration Date __________________  

Owner of Other Vehicle 
Name _________________________   

City ________________ State  ______  

License Plate Number _____________  

Make __________________________  

Model _____________ Year ________  

Name of Other Insurance Co.  
 ______________________________  

Policy Number ___________________  

Address ________________________  

Telephone Number _______________  

Describe Damage to Other Vehicle 

 ______________________________  

 ______________________________  

 ______________________________  

PERSONS INJURED 
Name _________________________   

Address ________________________  

City ________________ State ______  

Cell Number ____________________  

Name _________________________   

Address ________________________  

City ________________ State ______  

Cell Number ____________________  

Name _________________________   

Address ________________________  

City ________________ State ______  

Cell Number ____________________  

PASSENGERS IN OTHER VEHICLE 
Name _________________________   

Address ________________________  

City ________________ State ______  

Cell Number ____________________  

Name _________________________   

Address ________________________  

City ________________ State ______  

Cell Number ____________________  



TO PASSENGERS AND OTHERS
My employer requires that I report the details of all accidents. If you were a
passenger or witnessed this one, please assist me by writing your name and
address below.

Accident Data:  Date ___________________ Time __________ A.M. _________ P.M.

Your Name ________________________________________________________________

Home Address _____________________________________________________________

City _______________________ State _____ Tel.No.  ______________________

WERE YOU A PASSENGER IN THE VEHICLE?  __________________

Your Courtesy Is Appreciated Both By Management and Driver

      11/ 02 
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