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The safety of our staff when driving or travelling is of utmost importance to us at HT Services. We are committed to providing a safe work environment 
for all employees. Please complete the following form providing as much detail as possible.  

Date of Incident:  Time of Incident:  

Were you on company business at the time of the incident? ☐ Yes ☐ No  Please provide details: 

 

SECTION 1: VEHICLE & DRIVER’S INFORMATION 
 

Vehicle Registration:  Vehicle Make / Model:  

Full Name:  Date of Birth:  

Position:  DL Number:  

Department / Site / Location:  DL Expiry:  

Contact Information:  Manager Details:  

SECTION 2: ADDITIONAL PARTIES OR PROPERTY 
Were any other parties or property involved? ☐ Yes ☐ No  If yes, please complete following section: 

Full Name:  Phone Number:  

Address:  

Vehicle Registration:  Vehicle Make, Model, Colour:  

DL Number:  DL Expiry:  

Insurance Company:  Policy Number:  

Was there any property damage? 

SECTION 3: INCIDENT DETAILS 
Please provide as much detail as possible.  

 

Was the vehicle towed?  ☐ Yes ☐ No  If yes, please complete following section: 

Towing Company:  Driver’s Name:  

Towing Company Phone:  Address:  

Vehicle towed to:  

Did emergency services attend or was a report made to the police?  ☐ Yes ☐ No  If yes, please complete following section: 

Attending Officer:  Report Attached? ☐ Yes ☐ No 

Were there any additional witnesses? ☐ Yes ☐ No  If yes, please complete following section: 

Name: Phone Number: 
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Who do you believe was at fault and why? 

 

Was there any admission of responsibility for the incident? ☐ Yes ☐ No  If yes, please complete following section: 

 

SECTION 4: ROAD / ENVIRONMENTAL CONDITIONS 
Please tick any of the following which are applicable: 

ROAD CONDITIONS 

☐ Wet ☐ Dry ☐ Sealed ☐ Unsealed 

☐ Dawn ☐ Day ☐ Dusk ☐ Night 

Any additional information: 

 

SECTION 5: INCIDENT SKETCH 
Please provide a sketch of the accident scene and show vehicles with the following identification: 
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SECTION 6: VEHICLE DAMAGE 
Please indicate any vehicle damage: 

Mark on the diagram with an X the 
location of any damage that has occurred 
either from a motor vehicle accident, or 
other damage. 

Place the X where required on the front, 
back, sides or top. 

Ensure you attach photos taken of all 
vehicle’s involved, whether damage is 
obvious or not. 

SECTION 8: SIGN-OFF 
 

Employee Signature:  Date:  

Supervisor / Manager Signature:  Date:  

OFFICE USE ONLY 
Does the incident require notification to the workplace health and safety regulator (e.g., WorkSafe or SafeWork?)  ☐ Yes ☐ No 

If yes, was the workplace health and safety regulator informed?  ☐ Yes ☐ No 

Is this a worker’s compensation related incident?  ☐ Yes ☐ No 

If yes, has the worker’s compensation insurer been notified?  ☐ Yes ☐ No 

Is an internal incident investigation required?  ☐ Yes ☐ No 

☐ Broker notified and claim lodged ☐ Claims spreadsheet updated and file created ☐ Assessor / repairer notified  
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