
state of missouri
office of administration
risk management section
AUTOMOBILE LOSS NOTICE

RISK MANAGEMENT SECTION this form must be completed for the risk management office to start a file. please complete and fax or
OFFICE OF ADMINISTRATION mail this form to risk management within 24-48 hours of the accident. PLEASE PRINT CLEARLY OR TYPE.
P.O. BOX 809 remarks

ON
LY

JEFFERSON CITY,  MISSOURI  65102 US
E 

TELEPHONE NUMBER (573) 751-4044

OF
FI
CE

 

FAX NUMBER (573) 751-7819

FO
R 

REPORTING AGENCY
state department person to contact for questions regarding this claim

address name ___________________________________________________________

city state zip code contact’s business phone (a/c, no., ext.) ________________________

sam ii agency number sam ii org number agency phone (a/c, number) ____________________________________

ACCIDENT INFORMATION
location of accident (including city & state) police contacted (y/n) and report no. violations/citations

date (mm/dd/yy) & time of loss DESCRIPTION OF ACCIDENT (use reverse side, if necessary) THIS IS REQUIRED.
a.m.
p.m.

weather condition

STATE VEHICLE INFORMATION
year make model v.i.n. (vehicle identification) plate number

owner’s name and address phone (a/c, no., ext.)

driver’s name and address (CHECK IF STATE EMPLOYEE) driver’s social security # REQUIRED business phone (a/c, no., ext.)

relation to insured (employee, date of birth purpose of use permission to use parked/unoccupied
family, etc.) yes      no yes      no
describe damage estimate amount where can vehicle be seen other insurance on vehicle

$ yes      no

OTHER VEHICLE INVOLVED OR PROPERTY DAMAGED IN ACCIDENT
describe property (if auto, year, make, model, plate no.) other veh. or prop. insured company or agency name and policy number

yes      no
owner’s name and address business phone (a/c, no., ext.) residence phone (a/c, no.)

other driver’s name and address (check if same as owner)  business phone (a/c, no., ext.) residence phone (a/c, no.)

describe damage estimate amount location of vehicle
$

INJURED
name and address phone (a/c, no.) ins. otherped ageveh. veh. extent of injury

WITNESSES OR PASSENGERS
name and address phone (a/c, no.) ins. other

veh. veh. other (specify)

form completed by (PLEASE PRINT) signature

mo 300-0068 (9-17)
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