
MOTOR VEHICLE COLLISION STATEMENT 
Cochrane RCMP Detachment    

KCochrane@RCMP-GRC.gc.ca
 Phone: 403.851.8000 / Fax: 403.932.2842 

RCMP File Number: ____________________________________
PAT Collision Number:  _________________________________
Damage Sticker Number:  _______________________________

AM / PM

AM / PM

DESCRIPTION OF COLLISION: Did you speak with a RCMP officer at the time of the collision?   Y / N

DIAGRAM OF COLLISION (optional)

Date Reported:  ___________________________ Time Reported:  ____________        

Date of Collision:  _________________________ Time Reported:  ____________        

DRIVER STATEMENT

Full Name:  ___________________________________________   Date of Birth:  _____________________ 

Address:  _______________________________________________________________________________ 

Home Phone: ________________________________  Cell Phone: ________________________________ 

Email: _________________________________________________________________________________ 

PRIMARY EVENT : Select the descriptor that depicts the primary event of the collision



(Distance) (Unit) (Street)

GPS COORDINATES: __________________________________________________________________
(Latitude)  (Longitude)

Special Reference: If location can be described more precisely, write a description below 

_____________________________________________________________________________________

DRIVER INFORMATION 

Drivers Licence Number  _______________________________ Province of Issue:  __________________ 

Full Name: __________________________________  Sex: __________  Date of Birth: _______________ 

Address: ______________________________________________________________________________ 

Home Phone: _____________________________  Cell Phone: __________________________________ 

Email: ________________________________________________________________________________ 

VEHICLE INFORMATION 

Licence Plate Number: ________________________   Province/State: ________________________ 

VIN: ___________________________________  Year: __________________  Make: ________________ 

Model: _______________________  Color: _______________ Estimated Damages: ________________

VEHICLE OWNER INFORMATION (IF DIFFERENT FROM THE DRIVER

(Person Owned)

Full Name: __________________________________  Sex: __________  Date of Birth: _______________ 

Address: ______________________________________________________________________________ 

Home Phone: _____________________________  Cell Phone: __________________________________ 

Email: ________________________________________________________________________________ 

(Business Owned)

Business Name: ________________________________________________________________________ 

Address: ______________________________________________________________________________ 

Business Phone: _______________________________________________________________________ 

Business Email: ________________________________________________________________________

LOCATION OF COLLISION: _____________________________________________________________
(City/Town/Village Hamlet/First Nation Reserve) 

______________   ___________________________________________________________________ 
(Street Number)    

At Intersection with: _____________________________________________________________________ 
(Street/Highway / City / Postal Code)

If Not at Intersection: ________________    ________________   ________________________________

(Street/Highway / City / Postal Code)



VEHICLE INSURANCE INFORMATION       

Company: ______________________________________________________________________________ 

Policy Number: ____________________________________    Expiry Date: _________________________

OTHER RELEVANT INFORMATION 

Were you wearing a seatbelt?  Y / N      

Were you injured?        Y / N

Were you admitted into the hospital?        Y / N 

Were you distracted?         Y / N

Was an animal involved?           Y / N

Traveling Lane: __________________________ 

Direction of Travel: _______________________ 

Unsafe Speed?         Y / N

Vehicle Repairable?               Y / N



PASSENGER INFORMATION 

Full Name: ____________________________________  Sex: __________  Date of Birth: ________________ 

Address: _________________________________________________________________________________ 

Phone: _____________________________  Email: _______________________________________________

Position in the vehicle: ______________________________________   Were they injured?           Y / N

Were they wearing a seatbelt?          Y / N    Were they admitted into the hospital?        Y / N 

----------------------------------------------------------------------------------------------------------------------------------------------------

Full Name: ____________________________________  Sex: __________  Date of Birth: ________________ 

Address: _________________________________________________________________________________ 

Phone: _____________________________  Email: _______________________________________________

Position in the vehicle: ______________________________________   Were they injured?           Y / N

Were they wearing a seatbelt?          Y / N                      Were they admitted into the hospital?         Y / N 

----------------------------------------------------------------------------------------------------------------------------------------------------

Full Name: ____________________________________  Sex: __________  Date of Birth: ________________ 

Address: _________________________________________________________________________________ 

Phone: _____________________________  Email: _______________________________________________

Position in the vehicle: ______________________________________   Were they injured?           Y / N

Were they wearing a seatbelt?          Y / N                      Were they admitted into the hospital?         Y / N 

----------------------------------------------------------------------------------------------------------------------------------------------------- 

Full Name: ____________________________________  Sex: __________  Date of Birth: ________________ 

Address: _________________________________________________________________________________ 

Phone: _____________________________  Email: _______________________________________________

Position in the vehicle: ______________________________________   Were they injured?           Y / N

Were they wearing a seatbelt?          Y / N Were they admitted into the hospital?         Y / N 

----------------------------------------------------------------------------------------------------------------------------------------------------

Full Name: ____________________________________  Sex: __________  Date of Birth: ________________

Address: _________________________________________________________________________________ 

Phone: _____________________________  Email: _______________________________________________

Position in the vehicle: ______________________________________   Were they injured?           Y / N

Were they wearing a seatbelt?          Y / N                      Were they admitted into the hospital?         Y / N 

-----------------------------------------------------------------------------------------------------------------------------------------------------



OTHER DRIVER INFORMATION

Drivers License Number:   _______________________________  Province of Issue:  ________________ 

Full Name: __________________________________  Sex: __________  Date of Birth: _______________ 

Address: ______________________________________________________________________________ 

Home Phone: _____________________________  Cell Phone: __________________________________ 

Email: ________________________________________________________________________________ 

VEHICLE INFORMATION

Licence Plate Number: _____________________________ Province/State: ________________________ 

VIN: ___________________________________  Year: __________________  Make: ________________ 

Model: _______________________  Color: _______________ Estimated Damages: _________________ 

VEHICLE INSURANCE INFORMATION

Company:  ____________________________________________________________________________ 

Policy Number: ________________________________  Expiry Date: _____________________________

WITNESS INFORMATION

Full Name: ______________________________  Sex: __________ Date of Birth: _________________ 

Address: _____________________________________________________________________________ 

Email: ______________________________________ Phone Number: __________________________ 

---------------------------------------------------------------------------------------------------------------------------------------------

Full Name: ______________________________   Sex: __________   Date of Birth: _________________ 

Address: _____________________________________________________________________________ 

Email: ______________________________________   Phone Number: __________________________ 

---------------------------------------------------------------------------------------------------------------------------------------------

Full Name: ______________________________   Sex: __________   Date of Birth: _________________ 

Address: _____________________________________________________________________________ 

Email: ______________________________________   Phone Number: __________________________ 

---------------------------------------------------------------------------------------------------------------------------------------------



OTHER RELEVANT INFORMATION

I give consent to the Royal Canadian Mounted Police to release a copy of this statement. This information may
be made available to the persons subject of this investigation of their counsel / agent acting on their behalf in
any civil, criminal or administrative proceedings.

________________________________________________ _____________________________
Signature Date
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