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Name of the Agency: ____________________________________________________________
Applicable Standard Agreement No.____________________ Contract $: __________________
Contact Person’s Name: _______________________ Phone No: _________________________
Fund Source: 5310 □  5311 □, 5316 □, 5317 □, ARRA □, 5311(f) □, Other □, Please specify_____
Date of accident/incident: ___________Time of accident/incident:_______________________
Location of accident/incident:_____________________________________________________
Description of accident/incident:__________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Bus Driver name: _______________________________________________________________
Make: __________________ Model: ________________ Bus #: _________________________
Describe damage to bus: _________________________________________________________
______________________________________________________________________________
Number of passengers on board: ___________	Number of injuries: __________________
Other vehicle(s) involved: Year: __________Make: ___________Model:__________________ ______________________________________________________________________________
Name of other driver(s) involved:__________________________________________________
Witnesses: _____________________ Phone number: _________________________________
Witnesses: _____________________ Phone number: _________________________________
Phase II Regarding Loss of Life/Extensive Damage
1. Was there loss of life as a result of the accident?  Yes   No 
2. Was medical treatment provided (away from the scene of the accident) as a result of the        accident/incident?  Yes   No 
3.Was there disabling damage to any of the involved vehicles?  Yes   No   *If you answered yes to any of the above questions, the FTA requires drug and alcohol testing
4. Was law enforcement involved? Yes    No   If yes, badge number ________________
5. Was an alcohol/DUI test administered within 2 hours? Yes   Date & Time:___________
No   Why not? ______________________________________________________________
6. Was a drug test performed within 32 hours?  Yes   Date & Time___________________
No   Why not? ______________________________________________________________
7. Can the covered employee(s) conduct be completely discounted as a contributing factor 
to the accident/incident? Yes    No 
If yes, the supervisor does not have to test the employee.  However, please document the reasoning for not testing the covered employee(s) involved.
8. Due to the accident, does the vehicle need to be removed from revenue service?
Yes   No  If yes, please explain the following: 
Agency’s plan for repair/replacement of the bus ___________________________________
Timeframe for getting the bus back into service ___________________________________
9. Was post accident testing done under the company policy authority or FTA’s policy? Company   FTA  
Name of authority: ___________________________________________________________
*NOTE: Please attach the certificate of insurance, collision report, police report and any other related documents to this report. 
________________________________                     ________________________________
Contact Signature                                                       Date 
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