





British American Football Association

Insurance Reporting Forms 2011-12


Please complete both sets of forms. Return the first form to K Reid at Perkins Slade. The address is given. Return the second form to insurance@bafa.org.uk and the BAFA address.

Both forms must be completed. Please note that for the first form there is a requirement for the sign off from a qualified medical practitioner who can verify the injury sustained. It is the first document which is considered by the insurers.
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Policy Ref:   BRITAMERFOOT     
 						

PERSONAL ACCIDENT CLAIM FORM (1)

This form to be completed on both sides and returned immediately to K. Reid at the address above.

A)	Club		. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
1.	Name	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
2.	Address	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
		. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
B)	Claimant (Injured Person)
1.	Name	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Date of Birth . . . . . . . . . . . . . . . .
2.	Address	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
		. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Tel No:  . . . . . . . . . . . . . . . . . . 
3.	Usual Occupation	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
4.	Presently Employed	YES / NO
C)	Date of Accident	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
D)	Injury Sustained	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
E) State briefly how injury was caused, giving full details of activity being undertaken:-
	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
F)	Name & Address of any	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Witnesses
	 	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 


DATA PROTECTION ACT:  All information you provide on this form is treated by us as confidential and except to the extent required by law, we shall only use such information for the purposes of processing your claim.   Information you provide may be forwarded to your Insurer for these purposes.


Signature . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Date . . . . . . . . . . . . . . . . . . . . . . . . . . 






















Following to be completed by Club or Association Official

Name:		. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Address:	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Position in Club:	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Is Claimant a current Club or Association Member			YES / NO
Did Accident take place whilst participating in insured activity		YES / NO
Do you confirm all above information is correct			YES / NO
If any answers are stated as "No" please explain

Signature . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .    		Date . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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----------------------------------------------------------------------------------------------------------------------------------------------------------------------------

HOSPITALISATION CERTIFICATE FORM (To be completed if claiming Hospital Benefit)
(TO BE COMPLETED BY THE CLAIMANTS HOSPITAL DOCTOR)

Name of Patient	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nature of Injury	. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
I, the undersigned hereby confirm that as a sole result of the accident on (date)………………..………the above patient was an
Inpatient at (name of hospital)………………………………………………………………………………………………………………………
From (date & time)……………………………………………………………………………………………………………………………………..
To (discharge date & time)…………………………………………………………………………………………………………………………...

Signed…………………………………………………………………… Qualification…………………………………………………………….. 
Date Signed……………………………………………………………………………………………………………………………………………..
----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------



DENTAL CLAIMS (Emergency Treatment only)
(£50 Excess applies)

Nature of Injury sustained……………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………..
Date of first dental appointment……………………………………………………………………………………………………………………
PLEASE SUBMIT A FULLY DETAILED INVOICE FROM YOUR DENTIST GIVING PRECISE INFORMATION OF TREATMENT RECEIVED.
----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
BROKEN BONES (ARM OR LEG)
(TO BE COMPLETED BY THE CLAIMANT’S HOSPITAL DOCTOR)

Nature of Injury	………………………………………………………………………………………………………………………
Name of Hospital	………………………………………………………………………………………………………………………

DOCTOR’S SIGNATURE	………………………………………………………………………………………………………………………
Qualifications	………………………………………………………………………………………………………………………

Date Signed……………………………………………………………………………………………………………………………………………..
----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Claimant’s Signature . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. . . . .  Date . . . . . . . . . . . . . . . . . . . . . . . . . . . 
The next form is the document to be returned to BAFA.































	Form 2 – to be returned to the British American Football Association

	Description of Event e.g. league game / preseason / training

	

	If a game please state the two teams

	

	Please state the discipline and age range  of football e.g. Adult Flag or Youth Contact
	

	Venue
	

	Date and Time
	

	Personal Details - of Injured Party

	Name
	

	Age
	

	Occupation
	

	Male / Female
	

	Address including post code


	

	Telephone number
	

	Email
	

	BAFA Number
	

	Nature of Injury / Damage

	

	Details of treatment given including personnel







	

	Outcome as far as was determined at the time






	

	Additional Persons

	Were there any witnesses?
	

	If Yes  - please provide details including name and contact details
	

	Details of Person Reporting the Incident

	Name
	

	Address including post code
	

	Telephone Number
	

	Email
	

	Are you a member of a team and if so, which?
	

	Date and Signature

	






























































Notes

· Please send a hard copy of the first part of the documentation to K Reid at Perkins Slade. The address is on the top right hand side of the first page. This should be done at the earliest opportunity.
· This part requires a medical practioner’s signature.
· This first document will be crucial to making your claim as it is this which will be considered by the insurers.
· Please also complete the second form. A hard copy should be sent to the BAFA address below for BAFA’s records. An e-copy should be sent to insurance@bafa.org.uk  BOTH are required.
· Please also maintain a copy of BOTH for your records and tally this with your reporting in your HSE book.
· Please entitle all emails using the following protocol:
· Injury Report First Name Surname i.e. Injury Report John Smith
· If you have requests for progress please email insurance@bafa.org.uk or call 07971 497792 rather than liaise directly with staff at Perkins Slade.


BAFA Insurance Claims
c/o Harris Young & Beattie
1 Franchise Street
Kidderminster
Worcs
DY11 6RE
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Perkins Slade Limited

3 Broadway Broad Sireet
Birmingham B15 18Q

Tel +44 (0)121 698 8000

Fax +44 (0)121 625 9000
Email info@perkins-siade.com




