
 

 

 

 

 

 

SELF-REPORT OF AN ACCIDENT 

 

ATTACHED IS THE FORM NEEDED FOR SELF-REPORT OF AN ACCIDENT. 

PLEASE COMPLETE EACH OF THE REQUIRED FIELD IN THE ATTACHED 

DOCUMENT AND SUBMIT TO YOUR INSURANCE COMPANY. 

THANK YOU! 

 

- POLK COUNTY 

POLICE DEPARTMENT 
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