MV-104 (7/90) State of New York - Department of Motor Vehicles

PLEASE READ THE INSTRUCTIONS ' RepoRT OF MOTOR VEHICLE ACCIDENT
IN SECTION A ON THE BACK

DO NOT FORGET'ACCIDENT DATE. Page of Pages
ident Date Day of Week [Time Number of |Left Did police investigate [If Yes, Name of Police Agenc Other
xgllllircle Accl Y O Am | Vvenicles Scene accident at scene? 9ency 1 venicle 1
No. 1 Mo. Day Year 0 pm Oves [J No No. zv
Motorist |dentification xac]ly as Brlnted on |_[cense l Motorist den!mcat on Number Exactly as Printed on License I I
Last Name of Driver 1 First Name Middle Iniitial L.aSt Name of Driver 2 First Name Middle Initial
D
Number and Street R {Number and Street 2
I
City State Zip Code V|City State Zip Code
E
Date of Birth Sex [Unlicensed State of License R{pate of Birth Sex |Unlicensed State of License
v / Year D Mo, /Dayv [ Year D —r
Last Name of Owner First Name Middle Initial o Last Name of Owner 2 First Name Middie Initial
w 3
Number and Street Number and Street
N
City State Zip Code City State Zip Code
R
e 4
No. of Plate Number State of Reg. \gavt;.aTowed No. of late Number State of Reg. Xeh, powed
Occupants AV g No VvV Qccupants Oves O No
Estimated Cost of Repairs Vehicle Year & Make [Vehicle Type E Ccr|1eck ctanle %f the_b9 ditahgrams_gelc:w if it | Venhicle Year & Make |Vehicle Type
adequately describes the accident; or )
0 Under $600 [1$601-700 [1$701-$800 H {draw your own diagram in the space 5
[J $801-$900 [1$901-$1000 [JOver $1000 below and to the left.
Describe damage to veh. no. 1 | Number the vehicles. ACCIDENT DIAGRAM Rear End Describe damage to veh. no. 2
Your vehicle is No, 1 -—— -——
1
Overtaking | Right Turn 6
Rl
2. S
Left Turn Right Turn
-
— ﬂ 7
3. 6
Left Turn Head On
\l F— -t—
[¢] ya
Right Angle | Sideswipe 3
—» —
9. 4 8
Feterence Marker County of Accident city Nearest Intersecting Route/Street
Town of
j' : : Village
! ! ] Route No. or Street Name miles ON OE Route No. or Street Name 9
T 7 on Feet [s [Jweof
1 | ; D_LAt | ntersection With
INJURY SECTION: FILL OUT SPACE BELOW FOR EVERY PERSON INJURED OR KILLED IN THE ACCIDENT. |Check proper column(s). See
Instruction 6 on Back
8. In 12. 13. 16. Date of
Name and Address Veh. No] Age ]| Sex Describe injuries K A lLB o] Death
10
1

Accident Description
{Give your own version)

Identify Damaged Property

Other Than Vehicle(s)
Name of insurance {‘,ompany

Policy
Hh]ﬁh ]§%¥%d Policy Number
ame and Address of Policy From To
Policvholder Period

Name and Address

1f Vehicle was Operated under
mit Holder

s Form SR-23 (Fleet Coverage; If Self-Insured And
on File with the Commissioner dive Certificate No Siate

Date Signature of Driver of Vehicle No. 1 Print Same Driver’s Name Here

If Signed by Other Than Driver, Give Reason




