STATE OF CALIFORNIA - DGS ORIM

VEHICLE ACCIDENT REPORT

STD. 270 (REV. 2/2002c)

ACCIDENT PREVIOUSLY REPORTED TO ORIM? (If Yes, give date)
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THIS REPORT MUST BE MAILED WITHIN 48 HOURS AFTER ACCIDENT
(ACCIDENTS INVOLVING INJURY SHOULD FIRST BE CALLED OR FAXED
TO ORIM AT (916) 376-5302 - CALNET 480-5302 - FAX (916) 376-5277.)

* CONFIDENTIAL INFORMATION *

DO NOT RELEASE TO OTHER PARTIES WITHOUT CONSENT OF THE
OFFICE OF RISK AND INSURANCE MANAGEMENT
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707 THIRD STREET, FIRST FLOOR
WEST SACRAMENTO, CA 95605
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(CONTINUE ON REVERSE)



STATE OF CALIFORNIA - DGS ORIM

VEHICLE ACCIDENT REPORT

STD. 270 (REV. 2/2002c) (REVERSE)

* CONFIDENTIAL INFORMATION *
DO NOT RELEASE TO OTHER PARTIES WITHOUT CONSENT OF THE
OFFICE OF RISK AND INSURANCE MANAGEMENT

ACCIDENT DETAILS - DESCRIPTION

FULLY STATE HOW ACCIDENT OCCURRED (Give details, attach additional sheets if necessary)
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The answers in this report contain a true and full account of the accident, and the vehicle was being operated on official business Type Name and Title of Reviewing Officer

of the state at the time of the accident. (The reviewing officer is to explain any exception.) Attach extra pages as necessary.
Reviewing Officer Signature (Supervisor or Safety Coordinator)

Employee Signature and Date
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Telephone Number of Reviewing Officer
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