EMPLOYERS' LIABILITY
CLAIM FORM

1.YOU THE POLICYHOLDER

NAME OF INSURED

ADDRESS

POSTCODE
CONTACT NUMBER . POLICY NUMBER :
BUISNESS NAME
DATE PREMIUM PAID :
ARE YOU A REGISTERED TRADE FOR VAT PURPOSES? : YES NO

IF YES- VAT REG NUMBER :

IF YES, STATE WHETHER YOU AN RECOVER THE VAT RELATING TO THE PROPERTY FOR WHICH YOU ARE
CLAIMING :

NAME OF EMPLOYEE :

ADDRESS
NATIONAL INSURANCE NO: OCCUPATION
DATE OF BIRTH : MARITAL STATUS :
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EMPLOYERS' LIABILITY
CLAIM FORM

2.GENERAL INFORMATION

A. WAS HE/SHE IN YOUR EMPLOY AND PAY : YES NO

B.IF HE/SHE IS IN YOUR DIRECT EMPLOY WERE
INSTRUCTIONS/SUPERVISION GIVEN BY YOUR
EMPLOYEES?

YES NO

C. IF HE/SHE IS EMPLOYED BY OR RECIEVES INSTRUCTION/SUPERVISION FROM A CONTRACTOR TO YOU OR
PERSONS TO WHOM YOU ARE CONTRACTE, STATE THEIR NAME/ ADDRESS:

D. THE FOLLOWING DOCUMENTS ARE REQUESTED
PRE ACTION-PROTOCOL AND FAST TRACK DISCOVERY

ENC AVAILABLE NOT HELD

1.ACCIDENT BOOK ENTRY

2. FIRST AIDERS REPORT

3.FORMAN /SUPERVISORS ACCIDENT REPORT
4.SAFTEY REPRESENTATIVES ACCIDENT REPORT

5.RIDDOR REPORT AND HSE

6. OTHER COMMUNICATIONS BETWEEN DEFENDANT/HSE

7.MINUTES OF HEALTH & SAFTEY COMMITTEE / MEETING
WHERE ACCIDENT/MATTER CONSIDERED

8.REPORT TO DSS

9.DOCUMENTS RELATIVE TO ANY
PREVIOUS/ACCIDENT/MATTER IDENTIFIED BY THE
CLAIMANT AND REPLIED UPON AS PROOF OF NEGLIGENCE
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EMPLOYERS' LIABILITY

CLAIM FORM

YOU SHOULD NOT DELAY THE SUBISSION OF THE FORM IF ANY OF THE ABOVE ARE NOT AVAILABLE

E. DATE OF COMMENCEMENT OF EMPLOYMENT

F. FOR THE 13 WEEKS PRIOR TO THE ACCIDENT, PLEASE STATE

1) GROSS EARNING
11) INCOME TAX DEDUCTED
111) NI BENEFITS DEDUCTED

IV) NET EARNINGS

PLEASE INDICATE TOTAL NUMBER IF WEEKS (IF NOT 13 WEEKS)

G. STATE TOTAL PERIODS OF ABSENCE IN 52 WEEKS PRIOR TO ACCIDENT DIVIDED INTO CAUSES

CAUSE PERIOD Paid/unpaid

CAUSE PERIOD Paid/unpaid

H. IF EMPLOYMENT WAS A CASUAL NATURE, STATE

1) HOW WAS HE/SHE BEING PAID

I1) WHAT WAS THE WEEKLY WAGE

I11) DETAILS OF ANY DEDUCTIONS

IV) PAYMENTS FROM ANY OTHER EMPLOYERS

THANK YOU FOR YOUR INFORMATION www.lion-insurance.uk m



EMPLOYERS' LIABILITY
CLAIM FORM

3.CIRCUSTANCE OF THE CLAIM

TIME AM/PM

A. DATE OF ACCIDENT
B.PLACE

C.WHEN WAS THE ACICIDENT FIRST REPORTED TO YOU OR YOUR REPRESENTATIVE

D.DESCRIBE NATURE OF WORK BEING PERFORMED AT TIME OF THE ACCIDENT?

E. BY WHOM?

F. DESCRIPTION OF THE ACCIDENT

G.IF THE ACCIDENT INVLOVES MACHINERY

1) WAS IT PROPERLY GUARDED? YES NO

I1) WAS THE GAURD IN USE YES NO
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EMPLOYERS' LIABILITY

CLAIM FORM

H. HAS H.M. FACTORY INSPECTOR EXAMINED THE MACHINERY/ PREMISES SINCE THE ACCIDENT?

YES NO DATE OF EXAMINATION

J. NAME AND ADDRESS OF NEGLIGENT PERSON

K. NAME AND ADDRESS OF NEGLIGENT EMPLOYERS

I. DETAILS OF THE NEGLIGENCE

M. NAME AND POSITION OF PERSON IN AUTHORITY OVER INJURED EMPLOYEE

NAME:

POSITION:

N. WAS THE INJURED EMPLOYEE DOING THE WORK HE/SHE SHOUDL HAVE BEEN DOING AND IN THE
CORRECT WAY :

YES NO

IF 'NO' PLEASE GIVE DETAILS
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EMPLOYERS' LIABILITY

CLAIM FORM

O.NAMES AND ADDRESSES OF WITNESSES. IF EMPLOYEES OF YOUR STATE THEIR POSITION(S)

WITNESS ONE WITNESS TWO
NAME NAME
POSITION POSITION
ADDRESS ADDRESS

P. NATURE OF THE INJURIES PLEASE GIVE AS MUCH DETAIL AS POSSIBLE

Q. IF REMOVED TO HOSPITAL OR OTHERWISE MEDICALLY EXAMINED STATE NAME AND ADRRESS
OF HOSPITAL OR DOCTOR

THANK YOU FOR YOUR INFORMATION www.lion-insurance.uk @



EMPLOYERS' LIABILITY

CLAIM FORM

R. IF REMOVED TO HOSPITAL, WAS THIS BY NHS AMBULANCE? YES NO
WAS THE INJURED PERSON DETAINED? YES NO

IF 'YES', FOR HOW MANY NIGHTS?

S. STATE DATE ON WHICH INJURED EMPLOYEE

1) WAS FIRST UNABLE TO WORK DUE TO THIS INCIDENT?
I1) RETURNED TO ANY PART OF FORMER WORK

IV) IF NOT YET RETURNED, DATE EXPECTED TO BE ABLE
TO RESUME WORK

T.HAVE YOU RECIEVED NOTICE OF CLAIM? YES NO

IF 'YES' FROM WHOM, WHEN AND IN WHAT FORM 9IF CLAIM IN WRITING PLEASE FORWARD
ORIGINAL WITH THIS FORM)

THANK YOU FOR YOUR INFORMATION www.lion-insurance.uk m




EMPLOYERS' LIABILITY

CLAIM FORM

PLEASE DO NOT ENTER INTO ANY CORRESPONDENCE WITH THE INJURED EMPLOYEE
OR HIS REPRESENTATIVES. SIMILARLY NO PAYMENTS, OFFERS OR ADMISSIONS OF
LIABILITY ARE PERMITTED BY YOUR POLICY. ANY SUCH ACTION COULD PREJUDICE
THE POSITION ADVERSELY.

IN RESPECT OF FATAL ACCIDENTS OR SERIOUS INJURIES WHICH MAY OR MAY

NOT PROVE FATAL IMMEDIATE TELEPHONE NOTIFICATION IS REQUIRED.

I/WE DECLARE THESE PARTICULARS ARE TRUE AND COMPLETE IN EVERY RESPECT.
INSURERS AND THEIR AGENTS SHARE INFORMATION WITH EACH OTHER TO PREVENT
FRAUDULENT CLAIMS AND FOR UNDERWRITING PURPOSES VIA THE CLAIMS AND
UNDERWRITING EXCHANGE REGISTER, OPERATED BY INSURANCE DATABASE

SERVICES LTD. A LISTOF PARTICIPANTS IS AVAILABLE ON REQUEST. THE INFORMATION
YOU SUPPLY ON THIS FORM, TOGETHER WITH THE INFORMATION YOU HAVE SUPPLIED
ON YOUR APPLICATION FORM AND OTHER INFORMATION RELATING TO THE CLAIM,
WILL BE PROVIDED TO PARTICIPANTS

SIGNATURE OF INSURED

NAME

DESIGNATION OF SIGNATORY

DATE
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