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Please return to:

	NHS Litigation Authority

Non-Clinical Claims

2nd Floor
151 Buckingham Palace Road
London

SW1W 9SZ
	Please complete fully in BLOCK CAPITALS


	1. MEMBER DETAILS


	

	Membership Number:


	

	Name and Address:


	

	Telephone Number:


	

	Fax Number:


	


	2. INJURED PARTY DETAILS

	

	Full Name of Injured Party


	

	Address


	

	National Insurance Number


	

	Occupation


	

	Martial Status


	

	Date of Birth


	


IF THE INJURED PARTY WAS AN EMPLOYEE, PLEASE COMPLETE SECTIONS 3 AND 4. OTHERWISE GO STRAIGHT TO SECTION 4.
	3. EMPLOYERS’ LIABILITY CLAIMS

	

	Date of commencement of employment:


	

	For the 13 weeks prior to the accident (or lesser period employed) please state:


	

	i. 
	Gross earnings and Pay Band


	

	ii. 
	Income Tax deducted


	

	iii.
	NI benefits deducted


	

	iv.
	Net Earnings


	

	Please state any periods of absence in the 52 weeks prior to the incident, with causes, and whether paid or unpaid (supply details on a separate sheet if necessary)


	

	Nature of injuries (please give as much detail as possible)


	

	If removed to hospital or otherwise medically examined, please provide the name and address of the hospital or doctor


	

	Please state the date on which the employee:


	

	i.
	Returned to work:
	

	ii
	If not yet returned, when are they expected back?
	

	4. INCIDENT CIRCUMSTANCES


	

	Date and time:


	

	Location.

	

	Did the incident happen in a PFI developed area?


	

	When was the incident first reported by the Claimant?


	

	Who was it reported to?


	

	Please state what happened.

	

	Does the Claimant’s line manager accept the Claimant’s version of the events as recorded on the Incident Form as being correct?
	

	Were there any witnesses to the incident?  If so, please provides names and addresses and state whether they were employed by you?


	


Please supply any additional information on the following page and sign the ‘Declaration’.
Please do not enter into any correspondence with the injured employee or his/her representatives other than to acknowledge the Letter of Claim.  
	5. ANY ADDITIONAL INFORMATION

	________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________



	6. DECLARATION



	Name: ……………………………………………………


	Signature: ………………………………………………..

	Status of Signatory: …………………………………….


	Date: ……………………………………………………...


Please return this form to NHSLA at the address at the top of the first page and make sure that you have:

(a) 
Signed the ‘Declaration’ and enclosed the Claimant’s Letter of Claim
(b) 
Where the Claimant is an employee, enclosed all the documents on the NHSLA Disclosure List applicable to the particular type of claim.
www.nhsla.com
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