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Personal Accident Claim Form (for working parties only)
                               (This form is to be completed and returned immediately)

A) Group

1. Name

…………………………………………………………………………………………..

2. Address

……………………………………………………………………………….………….




…………………………………………………………………………………………………..……….

B) Claimant (injured person)

1. Name

…………………………………..................................D.O.B……………………….

2. Address

……………………………………….…………………………………………………




…………………………………………………….…….Tel No………………………

3. Usual Occupation…………………………………………………………
4. Presently Employed
YES/NO                   C) Date of accident………………………………….
 
D) Injury sustained
…………………………………………………………………..………………………

E) State briefly how injury was caused, giving full details of activity being undertaken:

…………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………….

F) Name and address of any witnesses………………………………………………………………………

………………………………………………………………………………………………………………….…

Data Protection Act: All information you provide on this form will be treated by us as confidential and except to the extent required by law, we shall use only such information for the purposes of processing your claim. Information you provide may be forwarded to your insurer.

Signature
…………………………….………………………………………..Date…………………….



FOLLOWING TO BE COMPLETED BY AREA COMMITTEE MEMBER

Name

…………………………………………………Address
…………………………………….

………………..…………………………………………………Position in Area……………………………..


Is claimant a current Ramblers member?


            YES/NO

Did accident take place while taking part in insured activity? 
YES/NO

Do you confirm all above information is correct?

            YES/NO

If any answers are ‘NO’ please explain

Signature
……………………………………………………………………….Date…………………..

MEDICAL CERTIFICATE

(TO BE COMPLETED BY CLAIMENTS MEDICAL PRACTITIONER)

Name of patient
…………………………………………………………...

Nature of injury
……………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

Date of first attendance of this injury…………………………………………

Is there any history of a similar previous injury? YES/NO

If ‘YES’ please give details……………………………………………………

…………………………………………………………………………………..

Period of temporary total

From………………….To………………

disablement from occupation

Period of temporary total

From………………….To………………

disablement from occupation

Address
…………………………………………………………………..

…………………………………………………………………………………..

Qualification(s)…………………………………………………………………

…………………………………………………………………………………..

Signature
…………………………………………………Date…………..

NOTE FOR DOCTORS

Any fee for this Certificate is to be paid for by Patient

