Personal Accident Claim Form
BUSAJUCS Schemes

arranged by Endsleigh Insurances (Brokers) Lid.

THANK YOU FOR NOTIFYING US OF YOUR CLAIM
PLEASE COMPLETE ALL QUESTIONS - IF ANY QUEST!ION IS NOT APPLICABLE PLEASE STATE “N/A"

Name of University/College you attend :

Policy No :

Full Name of Insured Person; Date of Birth :
{Mr, Mrs, Miss, Ms)

Full Address
(Please specify if Home or Term-Time)

Postcode
Tel No. {(Business): {Home) :
Occupation : Student/Other  If other please specify :
{Please delete as appropriate)
L Accident Details
| Please give exact date and time when injured Date: Time: am/pm

Please state:- (a)  The date you ceased attending college :

(b}  The date you returned to college :

(c)  If you have not returned to college, on which date do you hope to do so?

Piease state fully :-
{a) Where the accident occured ;
(b) How the accident occurred : {(Flease state the sport being played)

(c) The injuries sustained :

|l If you are claiming Temporary Total Disablement please state which part is applicable :-
(a) Unable to attend any part of your studies.

(b} Incurring extra expenses in travelling to and from college to continue studies {please note the only cover applicable
for travelling to or from hospital is under Section 6, Additional Travelling Expenses, of the Platinum Policy)

If (a) is applicable you must have a Medical Certificata ve!ryfying the period you are unable to attend College.
If {b) is applicable you must supply receipts and travel ticMs to support the claim.

If you are claiming for loss of earnings (Platinum Policy only), please enclose proof of earnings.

PLEASE ENSURE VoU SIEN THE DECLARAION AT THE BND OF TS CLAIN FORY




Hospital Statement - enly to be completed if claiming hospitalisation benefir. This Section must be
fully completed by hospital medical staff or records. Any fee for completion of this section is the responsibility
of the Insured Person (Student),

{a) Type of hospital/ward :

(b) Name of Doctor or Consultant in charge :

(c) The dates admitted and released : Admitted : Released :

(d) Was any period spent in intensive care: YES/NO From : To:

(e) Was the patient subsequently confined to their home on medical grounds? YES/NO
If YES, please give dates : From: To:

Is there any additional information that you feel is relevant?

Signed : Position held in Hospital :
Date : Qualifications :

Please use validation stamp or complete in block capitals:-

Hospital Name ; Validation Stamp

Address :

Telaphone No:
Thank you for your assistance in completing this form.

Doctor’s Statement - this Section must be fully completed by attending docter, Ay fee for completion
of this Section is the responsibility of the Insured Person (Student).

Patient's Name : (Mr, Mrs, Miss, Ms)

Date of Birth : Height : Weight :

Please give full details of injury :

Final diagnosis :

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

Has the patient ever suffered with this or any similar injury before the present episode? YES/NO

If YES, please give details including dates of treatment and consultation -

Are you the patient's usual doctor? YES/NO

If NO, please give name and address of usual doctor :




