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STATE OF CALIFORNIA - DGS ORIM THIS REPORT MUST BE MAILED WITHIN 48 HOURS AFTER ACCIDENT
VEHICLE ACCIDENT REPORT (ACCIDENTS INVOLVING INJURY SHOULD FIRST BE CALLED OR FAXED
STD. 270 (REV. 2/2002c) TO ORIM AT (916) 376-5302 - CALNET96 t

ACCIDENT PREVIOUSLY REPORTED TO ORIM? (If Yes, give date)

D YES D NO (Dept. owned vehicles only)| Page of

NAME AGE EMPLOYING DEPARTMENT AGENCY BILLING CODE
DRIVER’S LICENSE NO. ACCIDENT DATE TIME OFFICE ADDRESS AGENCY DOCUMENT NO.
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STATE OF CALIFORNIA - DGS ORIM * CONF|DENT|AL |NFORMAT|ON *
VEHICLE ACCIDENT REPORT DO NOT RELEASE TO OTHER PARTIES WITHOUT CONSENT OF THE

STD. 270 (REV. 2/2002c) (REVERSE) OFFICE OF RISK AND INSURANCE MANAGEMENT

FULLY STATE HOW ACCIDENT OCCURRED (Give details, attach additional sheets if necessary)

ACCIDENT DETAILS - DESCRIPTION

Number State vehicle as 1,
other vehicle(s) as 2, 3, etc.

—_— 1 2 — .
\} Show pedestrian by O
Show direction of travel as follows:
Before accident
After accident -

Give names or numbers of streets or roads

Indicate Points

ACCIDENT DETAILS - DIAGRAM
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