
PERSONAL ACCIDENT CLAIM FORM



MEDICAL CERTIFICATE 

(To be completed by a qualified medical practitioner) 

1 . Name of Patient 

2.What injuries has the Patient sustained?

3.When were you first consulted?

4.How long has the patient been totally or partially Totally from to 

disabled from engaging in or attending to usual Partially from to 

business as the result solely of the injuries?

5.0n the basis of the Permanent Disability Scale

shown below, do you consider that the patient has

suffered any permanent disability?

6.Name and address of Doctor who is attending you.

Is he your usual Doctor?

7.lf the injury sustained by the patient is not specified

in the Permanent Disability Scale, what percentage

do you consider would be consistent with the

percentages laid down in the Scale having regard to

perma- nent loss or reduction in the earning capacity

of the patient in any business or occupation?

8.Has the patient any disease or any physical defect

and if so of what nature?

9.lf so, has this aggravated in any way the

present injury, and if so, what is the percentage of

aggravation?

Name of Medical Practitioner ____________ Signature ___________ _ 

Qualifications ___________ _____,Address _________________ _ 

Date ___________________________________ _ 




