Irish Public Bodies Mutual Insurances Ltd
12/14 Lowe Mount Street, Dublin 2
Tel: 01 6778000

MOTOR CLAIM FORM - ROAD TRAFFIC ACCIDENT

Name of Insured: Policy Number: ____
Person driving at time of accident: Date of Birth:

Licence No: Full/Provisional:

Date of Issue: Date of Expiration:

Was driver separately insured under any other Motor Policy:

If so, name of Insurer: Policy no:

For what precisely was vehicle being used:

How long driving (A) This vehicle B) any of your vehicles

Was driver: i) Under any physical or mental infirmity/disability?

ii) Ever refused motor Insurance/renewal?
iii Convicted of any motoring offence or prosecution pending?

iv) Previously involved in a motor accident?
If so, give full details

VEHICLE

Make: Model:
Engine size (cc) Registration no:

Were seat belts fitted and in use?

To what extent has it been damaged?

DATE, TIME & PLACE OF ACCIDENT

Date _ Time
Place _

DETAILS OF ACCIDENT

Was accident reported to Garda?
If so, give name of Garda and station:

Weather conditions: Visibility?

Nature/condition of road surface:
Was your view obstructed in any way?

How far was other party when first seen by you?

What speed limit applied?

What speed were you travelling at before impact? Speed at impact?

What signals were given? (hand/horn/lights)

And how far from impact: _

Approximate speed of other driver before impact? Speed at impact?
What signal was given by the other party?

And how far from impact:







