
It is essential that this form be returned directly to Ansvar Insurance, with all questions answered, at the earliest opportunity.
Please print your answers and ✓  where appropriate. If insufficient room, please attach separate sheet.

 

Office use only Claim number

1. Policyholder details

Name/Business name Policy number

Address Postcode

Telephone: Home Telephone: Work Telephone: Mobile Fax number

  

Email Occupation

2. Insured Vehicle

Registration number Year of manufacture Make Model

  

Body type (e.g. Sedan) Odometer reading Expiry date of registration

  /              /

Has the vehicle been modified or fitted with accessories or optional extras other than those supplied at the maker’s option?

Yes No     If yes, describe the modifications/accessories

Was there any unrepaired damage to the vehicle before the incident? Yes No     If yes, please provide details

When was the vehicle purchased? /              / Amount Paid   $

Is the vehicle under finance? Yes No    Name of finance company

Amount outstanding   $

For what purpose was the vehicle being used at the time of the collision? (e.g. private use only, carrying goods in connection with business etc)

Was any other insurance in force on the vehicle at the time of the collision?

Yes No     If yes, state the name of the insurance company

3. Person in charge of vehicle at time of loss

Name Date of birth

/              /

Address

Telephone number

Motor Vehicle 
Claim Form
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Licence number of driver. Please include photocopy of drivers licence Date issued Expiry date

/                 / /                 /

How long has driver been licenced in New Zealand? Years Date first licence obtained /                 /

Has driver or insured ever had a policy of insurance cancelled or declined or an excess imposed or increased? Yes No If yes, please give details

Has driver ever been convicted of an offence in connection with a motor vehicle? Yes No If yes, please give details

Has driver ever had licence suspended or cancelled? Yes No If yes, please give details

If driver is not Policyholder, driver’s percentage of this vehicle’s usage              %

Had driver consumed any medication, drugs or alcohol that day? Yes No If yes, how long before the accident? hours

State the type of medication, drugs or alcohol Quantity consumed

Relationship to the owner, are you: a. the owner b. an employee c. a relation or friend of owner

Has the driver or insured ever made a claim in respect to a motor vehicle? Give dates and details and name or Insurer involved

4. The collision Day  Date  Time

When did the collision happen? /                 / am/pm

Where did the accident happen?

What were the road conditions at the time of the collision? Sealed roadway Wet Dry OR Unsealed roadway Wet Dry

What were the weather conditions at the time of the collision? Fine Overcast Raining Storm Hail

Or other weather condition

At the time of the collision what was the approximate speed of:

a. Your vehicle before impact? kph b. Other vehicle before impact? kph

Did either driver admit fault? Yes No If yes, your driver? Other driver?

How did the collision happen? Describe in detail the circumstances leading up to the collision and how it happened. It is important to be as accurate as you can. 
Do not hide any facts or circumstances which may not be in your favour. Please print clearly.



Please draw a diagram showing streets, position of vehicles, direction of travel, etc. Show north by arrow.

Symbols

Your vehicle

Other vehicle(s)

Lane arrows

Stop sign

Street intersection

Give way sign

Curved street

Traffic lights

5. Damage to insured vehicle
Describe the damage to your vehicle directly resulting from this collision

On the diagrams show the point of impact by an ‘X’ and the areas damaged by shading

Your vehicle Other vehicle

Is the vehicle in a drivable condition? Yes No Was the vehicle towed from the accident scene? Yes No

If Ansvar Insurance needs to inspect the vehicle, who do we contact and where will the vehicle be?

Name Telephone number

Address of vehicle Postcode

6. Details of other vehicle or property
Details of other vehicle If more than one vehicle involved, please provide similar particulars to that requested below on a separate sheet and attach to this form

Registration number Make Model

Driver’s surname Given names (full) Approx age Licence number

Address Postcode

Telephone: Home Telephone: Business Telephone: Mobile

Owner’s full name (if not the driver)

Address Postcode

Other vehicle insured with Policy number



Details of property Description of property (eg. building, fence, etc.)

Owner’s name

Address Postcode

Was there any damage to the other vehicle or property as a result of the collision? Yes No If yes, complete below

Description of damage to other vehicle or property

If any communication is received by you, please forward it immediately to this office

7. Witnesses

Were there any witnesses to the collision? Yes No If yes, state the witness particulars

Name of witness No.1 Address Postcode

Telephone: Home Telephone: Work Telephone: Mobile

Type of witness   Passenger in your vehicle   Passenger in other vehicle   Independent eye witness

Name of witness No.2 Address Postcode

Telephone: Home Telephone: Work Telephone: Mobile

Type of witness:   Passenger in your vehicle   Passenger in other vehicle   Independent eye witness

8. Police Please attach the police report to this claim form

Were the police advised of the collision? Yes No  If yes, did the police attended the accident Yes No

or the accident was reported to police station at on /                /

And in both cases state the Officer’s name and number

Police Report Number Was either driver charged with an offence? Yes No

If yes, indicate if:  your driver and the offence

If yes, indicate if:  other driver driver and the offence

Was either driver asked to take a blood/breathalyser test? Yes No If yes, attach copy of results of test of your driver

9. Electronic Funds Transfer Settlement of your claim may involve a cash settlement. Please complete the following if you are interested in an EFT Payment
Account name Bank Branch number Account number Suffix

10. Declaration/Privacy Act 1993/Insurance Claims Register
I/We declare that to the best of my/our knowledge and belief, these particulars are complete and correct.
I/We:
a.	 agree to give any further information that may be required
b.	� understand you require this personal information, which will be retained by you at 396 Queen Street, Auckland, before you can evaluate my/our claim
c.	 authorise the disclosure of this personal information regarding this claim to other parties
d.	 authorise the obtaining by you, from any other party personal information about me/us that is in your view relevant to this claim
e.	� authorise the obtaining by you, from Insurance Claims Register Limited (ICR Ltd), which holds details of claims made by me/us under polices with other insurers, personal information about 

me/us that is in your view relevant to this claim
f.	 authorise you to place details of this claim on the database of ICR Ltd, PO Box 474 Wellington, where it will be retained and available to other insurance companies to inspect
g.	 understand that I am/we are entitled to have certain rights of access and correction of the personal information held by you and ICR Ltd

The collection of this information is required under terms of your policy. Failure to provide it may result in your claim being declined.

Signature of the Policyholder(s) Signature of driver or person making the claim

Date Date Date

/              / /              / /              /

If the policy is in joint names, both signatures are required
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