
  

 

                                                      AUTO ACCIDENT FIRST REPORT FORM 
 

                                Name of insured _______________________________________________________________ 
 Address of insured _____________________________________________________________ 
 Telephone number of insured ____________________________________________________ 
 Person to contact for insured_____________________________________________________ 
 Date of accident________________________________________________________________ 
 Location of accident ____________________________________________________________ 
 Police information ______________________________________________________________ 

 Description of accident __________________________________________________________ 
 ______________________________________________________________________________ 
 ______________________________________________________________________________ 

 Injuries, if any _________________________________________________________________ 
 Insured vehicle - year, make, plate no. _____________________________________________ 
 Insured driver _________________________________________________________________ 
 Insured vehicle damage _________________________________________________________ 
 Where insured vehicle can be seen ________________________________________________ 
 Other vehicle - year, make, plate no. _______________________________________________ 
 Other vehicle - owner's name, address, telephone no. _________________________________ 
 ______________________________________________________________________________ 

 Other vehicle damage ______________________________________________________ 

 Please fax or email the completed form to our claims department to: 

                                                                914-833-2430 or info@filmemporium.com 

 

Film Emporium Insurance Services 

1890 Palmer Ave. # 403, Larchmont, NY 10538 

Phone:  914-833-2433 or 800-371-2555 

Fax:  914-833-2430


