	CNST
	CLAIM REPORT FORM

	CNST MEMBER NAME:
	
	MEMBER NO:
	

	TRUST CONTACT:
	
	TRUST REFERENCE:
	

	

	INJURED PARTY DETAILS

	TITLE
	
	FORENAME(S)
	
	SURNAME
	

	Gender
	Male / Female
	Occupation


	

	Date of Birth


	
	Date of Death
	

	NI Number
	
	Injured party same as Claimant
	Yes / No

	Claimant Name
	
	Relationship to Patient
	

	Claimant’s Solicitor Name
	
	Solicitor’s Postcode
	

	

	FRS12 DATA

	Estimate of Quantum
	Estimate of Claimant Costs
	Share %
	Probability

	£
	£
	
	LOW
	MED
	HIGH

	
	Estimate of Defence Costs
	Estimated Settlement Date (Financial Year of FUTR)

	
	£
	08/09
	09/10
	10/11
	11/12
	FUTR

	Other Party(s)
	% Involvement

	
	

	
	

	

	CLAIM DETAILS

	Hospital Name
	Stage of Claim + Date

	
	
	

	Incident Date


	
	Notification Date
	

	Description of Incident

	

	

	

	

	PRIVATE PROVIDER INVOLVEMENT

	Company Name
	Facility Name

	

	Contract Details

	

	

	PP Contact
	PP Reference

	
	

	

	RISK MANAGEMENT

	Location
	
	Speciality
	

	Cause
	
	Injury
	


