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	MOTOR VEHICLE ACCIDENT REPORT

Liability Only  FORMCHECKBOX 
     Physical Damage  FORMCHECKBOX 
     Non-Owned  FORMCHECKBOX 

	System Risk Management 
The Texas A&M University System

301 Tarrow St. 5th Floor
Campus Mail 1262

College Station, Texas   77840
Phone Number:   (979) 458-6330
Fax Number:     (979) 458-6247
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	Show intersecting street or highway, house no., bridge, RR crossing, alley, driveway, culvert, milepost, underpass, or other landmark.
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	PLEASE NOTE:  You must notify Risk Management within 24 hours of an automobile accident.  In addition, you must furnish a completed MVAR within 48 hours to Risk Management either by fax (979)458-6247 or email to RMS-insurance@tamus.edu.
For further information or support, please contact your Vehicle Coordinator or System Risk Management.

You can also visit System Risk Management’s web site http://www.tamus.edu/business/risk-management/   
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