COMMONWEALTH OF PENNSYLVANIA

STD – 430                                     REV. 3 – 82

(FORMERLY   OA - 430
REPORT OF INCIDENT/ACCIDENT

(PROPERY DAMAGE)
DATE PREPARED

     

See Management Directive 630.2

Send completed report immediately.  If additional space is needed for any item, attach 8 ½ x 11 sheet referring to item number.

1.  TIME AND LOCATION

INCIDENT/ACCIDENT DATE

     
TIME:

                     
AM

PM


 FORMCHECKBOX 

LOCATION (STREET & NUMBER, BUILDING/INSTITIUTION, CITY, COUNTY, STATE)

     





 FORMCHECKBOX 



2.  PERSONS INJURED

NAME
ADDRESS & TELEPHONE NO.
AGE
EXTENT OF INJURY

     
     
     
     

     
     
     
     

     
     
     
     

3.  PROPERTY DAMAGE

OWNER

     

ADDRESS & TELEPHONE NO.

     

ESTIMATED DAMAGE

$     

PROPERTY DESCRIPTION

     
DAMAGE DESCRIPTION

     

4.  DESCRIPTION OF INCIDENT/ACCIDENT
5.  WITNESS

     
NAME, ADDRESS & TELEPHONE NO.


a.     


b.     


c.     

6.  CLAIM INFORMATION (If no State employee is involved, disregard this section.)

NAME OF EMPLOYEE INVOLVED

     
WORKING TITLE

     
ADDRESS & TELEPHONE NO.

     

AGENCY

     
IMMEDIATE SUPERVISOR

     
SUPERVISOR’S BUSINESS ADDRESS & TELEPHONE NO.

     

7.  NOTIFICATION OF POSSIBLE CLAIM

HOW NOTIFIED?
IS CLAIM BEING MADE?

 FORMCHECKBOX 

LETTER 
 FORMCHECKBOX 

PHONE 
 FORMCHECKBOX 

IN PERSON 
 FORMCHECKBOX 

YES
 FORMCHECKBOX 

NO
 FORMCHECKBOX 

UNKNOWN

8.  REPORTED BY

AGENCY

     
BUREAU/INSTITUTION/FIELD OFFICE

     

INDIVIUAL

PREPARING REPORT
NAME (PRINT)

     
WORKING TITLE

     
BUSINESS TELEPHONE NO.

     

1.  DEPARTMENT OF GENERAL SERVICES, BUREAU OF RISK AND INSURANCE MANAGEMENT

