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ABBOTT
INSURANCE 



86 High Street

Cowdenbeath

Fife

KY4 9NF

Phone: 01383 511442

Fax: 01383 610902



www.abbottinsurance.co.uk
info@abbottinsurance.co.uk


Employers’ Liability Claim Notification




Client Name
     

Insurer
     

Abbotts' Contact
     

Please complete all questions as fully as possible and return the form to any Abbott Insurance office. This form is available in paper, Adobe PDF or Microsoft Word 97 making it easier to post, fax or email. Please ask for details.



If you would like this form in large print, please call

01383 511442
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CONTACT DETAILS






Company Name

& Status
1. 
Business Name
     



Contact Name
     



Status
Sole Trader  FORMCHECKBOX 



Partnership  FORMCHECKBOX 




Limited Company  FORMCHECKBOX 
 

Registered Charity  FORMCHECKBOX 




Address
     




     




     
Postcode
     



Telephone
     
Fax
     



E-mail
     
Web Site
www.      



VAT Number
     



POLICY DETAILS





Policy Details
2. 
Insurer
     



Policy Reference
     



Effective Date
     



Limit of Indemnity
     

BUSINESS PROFILE





Turnover
3. 
Please give a breakdown of your annual turnover. This should be based on the actual figures for the past year, or the forecast for the coming year. Please indicate which.



Last Year Actual Turnover
 FORMCHECKBOX 

Current/Next Year Forecast
 FORMCHECKBOX 








Total Turnover
£
     

Staff Details
4. 
Please include labour only sub-contractors as employees.








Number of Employees
Annual Wages



Manual Principals
     
£ 
     



Clerical Principals
     
£ 
     



Manual Employees
     
£ 
     



Clerical Employees
     
£ 
     



Drivers
     
£ 
     



Bona-Fide Sub-Contractors
     
£ 
     



Others
     
£ 
     



Total
     
£ 
     

BUSINESS DETAILS






Details
5. 
Date Established:
     



Nature of Business:
     



Please describe fully your business activities




     

INJURED EMPLOYEE DETAILS





Contact Details
6. 
Full Name
     



Address
     




     




     




     
Postcode
     









Date of Birth
     



National Insurance Number
     



Is this person in your direct employ or a Labour Only Sub-Contractor?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, Full time  FORMCHECKBOX 

Part Time  FORMCHECKBOX 




Employee Job Function
     



Date Employment Started with You
     



Date Work Ceased
     



Date Returned to Work
     



Salary
     



Details of payments during absence
     


INJURY DETAILS






7. 
What injuries did the employee sustain?
     



Where was the employee treated?
     



Was the employee detained in hospital?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If yes, how long were they detained?

     


ACCIDENT DETAILS






8. 
Date & time of accident
     



Place of accident
     



To whom was the accident reported?
     








You are required to have an entry in the “accident book”. Please attach a copy.



Was the accident reported to the HSE? If yes, please attach a copy.
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 









Who was responsible for the accident & why?




     







What precautions were taken to prevent such an accident?




     



Please describe in detail how the accident happened, including a sketch if appropriate.



     

WITNESS DETAILS





Witness 1
9. 
Full Name
     



Address
     




     




     




     
Postcode
     



Telephone Number
     







Witness 2

Full Name
     



Address
     




     




     




     
Postcode
     



Telephone Number
     




CLAIM STATUS






10. 
Has a claim been made on behalf of the injured party?
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If Yes, was is:

Verbally  FORMCHECKBOX 

  In Writing  FORMCHECKBOX 

In person
 FORMCHECKBOX 

By Solicitor
 FORMCHECKBOX 

If a claim has been made in writing, please attach the original correspondence.

MATERIAL INFORMATION

Please note your obligations with respect to material facts. Material facts are those which may affect the insurers assessment of the claim. This duty of disclosure is imposed on policyholders by the legal principle of Utmost Good Faith and clauses in the policy. It arises at inception, renewal and whenever previously disclosed facts change. If you are in doubt as to whether a fact is one that you should disclose, you should declare it to Abbott Insurance regardless.

You should advise us as soon as reasonably practicable of any changes in your circumstances that may affect the services to be provided by Abbott Insurance, or the cover provided under your insurance policy.

     

IMPORTANT

All correspondence received should be forwarded immediately unanswered.

(it is in order to supply insurance details to the claimants representative)

Make no admission of liability or promise of payment

DECLARATION

1. I/We declare that 

(a) this form has been completed after proper enquiry; 

(b) its contents are true and accurate to the best of my knowledge

(c) all matters which may be relevant have been disclosed.

Signature of Proposer
     
Date
     

A copy of this form should be retained for your records.
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