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INSURANCE BROKERS





EMPLOYERS LIABILITY REPORT FORM
FOR THE USE OF THE COMPANY’S INSURERS AND ITS LEGAL ADVISOR

SECTION 1 - INSURED
	Name of Insured
	

	Business
	

	Address
	

	

	Postcode:
	
	Telephone N°:
	
	Policy N°:
	


SECTION 2 – INJURED EMPLOYEE
	Full Name:
	

	Address:
	

	Marital Status:
	

	Occupation:
	
	How long in service:
	

	Date of Birth:
	
	National Insurance No:
	

	Previous Employer:
	

	Name and position of person in charge of employee:
	


SECTION 3 - ACCIDENT (If disease complete Section 4)
	Date and time of accident:
	

	Where did the accident occur?:
	

	Particulars of work upon which the employee was engaged at the time:
	

	Was he performing his ordinary duties?:
	

	Was he in your direct service?:
	

	How did the accident occur?:


	

	Were there any Witnesses?: 
	YES/NO

	Give names and addresses and have them complete the Witness Statement Form.

	(1)  Name:
	
	Address:
	

	(2)  Name:
	
	Address:
	

	(3)  Name:
	
	Address:
	


SECTION 4 - DISEASE (If accident complete Section 3)
	State nature of alleged disease:
	

	Nature of work in which employee was engaged?:
	

	For how long has he/she been engaged in this work?:
	

	Date on which you were first notified of this disease:
	

	Date on which employee ceased work?:
	

	To what is condition attributed i.e. substance, material or irritant?:
	

	To your knowledge has employee sustained previous attacks?  If so, please give details:
	

	Have any other employees suffered from the same disease during the past 5 years?


	

	Are there any specific precautions taken at your premises to prevent this disease?  If so, please give details:
	


N.B. Copies of pre-employment questionnaires relating to this employee should be forwarded

SECTION 5 - INJURIES
	What were the nature of employee’s injuries?:
	

	When did the employee cease work?:
	

	Was first aid given
	YES/NO
	Was he/she taken to hospital?:
	YES/NO

	Was he/she detained in hospital?:
	YES/NO

	Has he/she returned to work?:
	YES/NO
	If so, when?:
	


SECTION 6 – NOTIFICATION AND CLAIM
	Did he/she return to his/her pre-accident work?:
	YES/NO

	Who was first informed of the accident and when?:
	

	Was a report made in the Accident Book?:   

	YES/NO
	If so, please attach a copy together with F2508, B176, Risk Assessment, Average weekly wages of employee during past twelve months.  (If the injured person has not been so long in your employment, please state the average during the period employed by you).  More specific details may be required from you later.

	What wages have been paid during absences, if any?:
	

	What non-contributory sick payments have been made to injured party, if any?:
	

	Has any claim been made upon you? Yes/No.  If yes, give particulars:
	


SECTION 7 
	Any other information considered pertinent
	


I/We declare the foregoing particulars to be true to the best of my/our knowledge and belief and that we have no other Insurance which will respond to this claim.
	Signature:
	
	Date:
	


NOTE:  ANY COMMUNICATION YOU RECEIVE FROM ANY PARTY CONCERNING THE ACCIDENT MUST BE SENT IMMEDIATELY TO THE ADDRESS      BELOW.


























