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be assumed you were not insured for the accident and your license will be suspended.
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If the policy was not in effect, this form must be completed and returned to the Department within 20 days.
The undersigned company advises that with respect to the reported accident, the policy reported on the reverse side:
O WAS NOT IN EFFECT

(] Was not a liability policy [ Did not cover vehicle/driver ~ [] Number is not a company policy number

Policy Number i Policy Period from to

Signature MAIL TO:
Department of Motor Vehicles
. Financial Responsibility
Title P.O. Box 942884
Sacramento, CA 94284-0884
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