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% ROCHDALE ONLINE
ALLIANCE FOOTBALE LEAGUE -
T . T. WINN
- Insurance Officer
37 Moorland Avenue
Milnrow
Rochdale
ilLancs. OL16 3DZ
Tel: (01708) 356077
Mobile 07729 335635
E-mail: Trevor,Winn@btinternet.com

Dear Seccretary,

Insurance Claim Form

Please arrange for the form to be completed and then return it to me at the above
address. I will then copy this and submit it to the Insurance Brokers on your behalf.

Please also provide a witness statement and a copy of the team sheet for the game in
which the player was injured.

Yours Faithfully

T

Trevor Winn

RAAFL Founded 1982 e
Affiliated to Lancashire Football Association SPONSORED BY ROCHDALE ONEINE
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LRO INSURANCE CONSULTANTS
PERSONAL ACCIDENT CLAIM FORM
Wae aim to provide you with prompt and careful handling of your claim. To help us to help you piease ensure
that all relevant questions are answered as fully as possible {continue your answers on a separate page If
necessary).
in addition you should:
a  Contact your insurance broker if vou need assistance
=  Provide ali documentation in support of your claim, such as medical certificates, but do not delay
submitting this form if such documentation is aot immadiately available
= Complete the form clearly and in BLOCK CAPITALS
Once compieta you should return this form to your insurance broker.
INSURED DETAILS
Poticy Number: {%mg'"] S2ot0lL TR Seed I Issuing Broker: i LEO Visutence Copgsveals ]
Insured {the Policyholder). j @@ CHADHLC AL AnCE Foo Tl LEAG GG i
Address: clo e Gues Rovd, (G S Lhac
() « CRDHLE . —
b Postcode: € L2 T} >/
Contact Name: ["TQ S R l Position: f Ll S0 apacE ol CENL ]
Telephone Number: le Vlate 2 8Ge™ ) ’ Emait: ;g\’rgu ot iar @ BY A Ve cae. iLc. .

INSURED PERSON (CLAIMANT) DETAILS

Insured Person:
4 gffpreat lom anoye:!

Address:
{4 dtferent from phove!
Posticode:
Pate Of Birth: [ ! Occupabion: [ l
Telephone Number i I Emait: [

insured Person’s Appointed Representative: j TTRE D O Loy ol

Address: 3T Moo R Mmas [Quten o RERARRRENY AT
Ceocww o (s Postcoge: o tla 3 a4

Telephorie Number: Cllel, 45eam ] , Email: !\’ru_y P W L TR VI,

A2/ 86
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ACCIDENT & BODILY INJURY DETALLS

Date the accident cocurred? L | Where did it occur?

State how the accident occurred:
(Cominut 60 3 seDatale sheet ol necrssany)

Details of injuries sustained:

tContriue o @ separate sheet f necensary]

Please state the following as appiicabie:

1. The date from which you have been unable to attend lo your occupahion {

|

2. The date on which you were able (o return {0 your cccupation 2 }
or

) I !

3. The date on which you expect to returmn to your cccupation: ] E

You should submit any medical certificates issued by your Doctor in support of your claim,

Have you ever suffered from a simitar injury or disabifity in the past? YES I NO

If, YES, please provide delails:

Name and Address of Doctor
who attended you:

Name and Address of your
usual Doctor:

When did you first seek medical attention in respect of your injury or disability?

r-—"-'“‘*

,..,.m_

What is the arnount that you are claiming?
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HOSPITAL STATEMENT

@ Only to be completed if claiming Hospitalisation Benefit or Fracture Benefit (as indicated
in your Policy Schedule or Wording if applicable)

= This section must be completed by hospital medical staff or admissions

¢ Any fee for the completion of this section is the responsibility of the Claimant

Type of hospitaliwarg: { i

Name of Doctor or Consultant in charge: [ I

On what date was the patient: Admitted L Discharged i I

Was the palient in a comatose stale al any time? YES I NO

If YES please slate: From: i E To: i !

if the patient had suslained a
fraciure please specify the
fractured bone(s) and severity:

Flease provide any additiona!
information that you feel is

relevant )
Signed: Position hetd in hospital:
Dale: Quatifications:

Please use validation stamp or complste in block capitals:

1
Hospital Name & Address: i

Telephone Number. l

Thank you for your lime and assistance in completing this form.

DATA PROTECTION

By signing this Ciaim Form you consent to W. R, Berkley tnsurance (Europe), Limited using the information we
may hold aboul you for the purpose of providing insurance, handling claims and to process sensitive data
about you where this is necessary {for example health information). This may mean we have (o give same
details to third parties involved in providing insurance cover. These may include insurance carriers, third-patiy
claims adjusters, [raud detection and prevention services, reinsurance companies and insurance regulatory
authorties. Where such sensitive persanal information relates to anyone other than you, you must abtain the
explicit consent of the person to whom the information relates both to the disciosure of such information 1o us
and its use by us as set out above The information provided wili be treated in confidence and in compliance
with the Data Protection Act 1988 You have the right to apply for a capy of your information (for which we
may charge a smali feg) and 1o have any inaccuracies corrected.
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DOCTOR’S STATEMENT

¢ This section must be fully completed by the attending Docter or your usual Doctor
® Any fee for the completion of this section is the responsibility of the Claimant

Patient's fuil name: L

Bate of birth: aIL ‘l Hetght;

Are you the patient's usual medical attendant? YES INO YES. since when? [

Please give full detaits of the
patient’s injury

tLontnue on @ separale sheet f necessary)

]
R
]
|
|
1

When did the patient first receive medical attention for this injury?

Has the palient ever suffered with this or any similar injury or condition previously? YES / NO

If YES, please give details
inciuding dates. treatment and
consultations:

Continug DN 4 sepamite sheet 4 NETESSILY)

Please state the foliowing as applicable:

T The date the patiert became unable to attend to their usual accupation: L

2. The dale the patient was able 10 return to their usual occupation: E !

3. The date on which you expec! the patient to be able to return to their occupation: l ]

Was the patient hospilalised as a result of their injury? YES { NO

Please provide any additional !
information that you feel is

relevant. | ;
Signed: Gualifications.
Name {please pnni); Date:

Please use validation stamp or complete in block capitals:

Name & Address: I

Telephone Number: 1 }

Thank you for your time and assistance in campleting this form
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ACCESS TO MEDICAL RECORD ACT 1988

We require completion of a medical repor by your altending doctor. Before your atlending doctlor can give a
medical repert you must give your consent. Before giving your consent you should be aware of your rights
under the Access o Medical Records Act 1988 which are summarnsed helow:

1. You may withhoid consent

2 You may see the reporl before it is senl to us within 21 days from the date of the repori.
3 You may ask to see the report for up lo six months after the report is completed.
4

You may ask the doclor to amend any part of the report which you consider 1o be incorect ar misteading.
If the doctor does not agree with vour request you may attach your comments to the repori.

Piease note: The doctor may withhald ali or part of the report from you if he considers that you may be
physically or mentaliy harmed by it.

PATIENT DECLARATION

| have been made aware of my statutory nghts under the Access lo Medical Records Act 1988 in connection
with my claim.

1. bhereby consent 1o W. R Berkley Insurance {Europe), Limited seeking medical information from any
doctor who at any time has attended me conceming anything which affects my physical or mental heaith

2. Please tick as appropriate:
D I DO wish to see the report before it is sent to W R. Berkley Insurance (Europe), Limited

[J I DO NOT wish to see the repor before it is sent to W. R Berkley Insurance {Europe), Limited

3. tauthorise such doc.ar to disclose such information 1o W. R. Berkley Insurance {Europe), Limited
4. lagreethat a copy of this consent shali have the validity of the original.

Signed: Date:

DECLARATION

! dectare all the mformation given above 1o be true and compiele to the best of my knowledge and belief.

Signed: Date:

Name {please print):

IN ORDER TO AVOID DELAY IN HANDLING YOUR CLAIM PLEASE ENSURE THAT:
= You have fully answered all relevant questions before your docter completes his statement,
= You have enclosed all requasted information and documentation.
*  You have signed the Access to Medical Racords section and the Declaration
©  Your doctor fully completes the staternent.
ONCE COMPLETE PLEASE SEND THIS FORM TC YOUR INSURANCE BROKER.



