INDOT/RTAP

ACCIDENT REPORT
	Agency:
	Date:

	Contact:
	Phone:

	Date Of Accident:
	Time of Accident:

	Manager on Scene:
	Vehicle Make:

	Vehicle Year:
	Vehicle ID #:

	Vehicle Mileage:
	Insurance Provider:

	Estimated Vehicle Value:
	Injuries:


	Accident Information
	Accident Report #:

	Describe the accident:




	Drug and Alcohol Testing

	Post-Accident Determination Form Completed?  Y/N

	Did the accident meet FTA thresholds?  Y/N

	Which FTA threshold did this accident meet?



	Was drug and alcohol testing performed on the driver?  Y/N

	What time did the alcohol test occur (in hours and minutes)? 

	If the alcohol test was not administered within two hours of the accident were the reasons why documented?  Y/N   What was the reason for the delay?



	If the alcohol test was not administered within eight hours of the accident were the reasons why documented? Y/N   What was the reason for the delay?



	What time did the drug test occur (in hours and minutes)?



	If the drug test was not administered within thirty two hours of the accident were the reasons why documented?  Y/N   What was the reason for the delay? 



	Were any other safety-sensitive employees who could have contributed to the accident tested?  Y/N   How might they have been a contributing factor in this accident?



	Are the results of the drug and alcohol tests negative?  Y/N


Please submit a completed copy of this report to your program manger at INDOT and to the RTAP offices through either e-mail or fax. 
