MOTOR ACCIDENT CLAIM FORM

	INSURED
	Company Name/Insured Postal Address/E-mail Address/Telephone / Fax Number
	Stellenbosch University, Private Bag X1, Matieland, 7602.
Att: Bandile Dlwathi
Admin B, Room B3227, Victoriastr, Stellenbosch

Telnr: 021 - 808 9760   Faxnr: 021 – 808 3664            E-mail: bandiled@sun.ac.za

	
	Name of Registered Owner of Vehicle
	Make of Vehicle
	Year of Manufacture
	Model
	Reg. No.
	Market Value of Vehicle

	
	
	 
	 
	  
	 
	 

	
	Is vehicle subject to hire purchase, credit or leasing

YES/NO/DETAILS
	Kilometres

Mass
	Gross Vehicle
	Colour
	Date of Insurance

	
	
	
	
	
	 
	

	
	
	
	
	
	
	

	
	Full Name
	

	
	Address
	
	Phone No.

	DRIVER
	Driving Licence
	Number
	Date of Issue
	Place Issued
	Code
	Type: Full Learner

	
	
	
	
	
	
	

	
	Was driver tested for alcohol or drugs?
	

	
	State fully the purpose for which the vehicle was being used
	

	
	Was he/she driving with your permission?
	YES/NO
	Was the driver in your employ?
	YES/NO

	
	Has he/she any private motor insurance?

If yes, state policy no./ company / contact no.
	

	
	Details of any previous convictions?
	YES/NO
	Has drivers licence ever been endorsed?
	YES/NO

	
	Has he/she any physical defects?
YES/NO
	Give more details

	POLICE
	Date reported to Police
	Name of Police Station
	Case Reference No.

	
	Name of Police/Traffic Officer who recorded details of accident/Phone No.
	

	PASSENGERS
	Are they Employed?
	YES/NO
	NAME
	CONTACT No./ ADDRESS
	INJURY

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	For what purpose were they being carried
	


	WITNESSES
	Name Relationship to Driver

Was witness a passenger?
	Address
	Contact Numbers/

Vehicle Registration

	
	
	
	

	
	
	
	

	
	
	
	

	DAMAGES
	Damage to own vehicle
	

	
	Estimate for repairs
	

	
	Where & when can vehicle be inspected
	

	
	Was vehicle towed
	

	ACCIDENT
	
	Date
	Time
	Place/Street/Suburb/City

	
	Speed
	Before Accident


KPH
	Moment of Impact
KPH

	
	Weather conditions wet/dry
	Visibility:  Good/Poor

	
	Road surface e.g. tar, gravel, sand
	Road tyre e.g. dual

	
	Were vehicles lights on? YES/NO
	Street lightning

	
	Was accident at intersection/junction/stop street
	

	
	Were traffic lights in operation? YES/NO
	Was traffic controlled by traffic officer? YES/NO

	
	Was any warning given by you, e.g. hooting, indicator, etc?
	Did you take any action to avoid the collision? YES/NO

	THIRD PARTY DAMAGES/

DETAILS
	Name, address of driver & ID number
	
	
	

	
	Name, address of owner
	
	
	

	
	Details of vehicle and registration no.
	
	
	

	
	Telephone No.
	(W)
	(H)
	(Fax)
	(Cell/Email)

	
	Name, address of insurance/broker company/policy no./contact

	
	Damage to vehicle

	INJURY
	To other parties
	Name of Insured Person
	Nature
	Contact Numbers

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	

	DESCRIPTION OF ACCIDENT
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	SKETCH OF ACCIDENT
	

	DECLARATION
	We hereby declare the foregoing particulars to be true in every respect

	
	Signature of Driver
	Date

	
	Signature of Insured
	Capacity

	
	
	


MV………….








