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Notification of a Claim for Compensation
PLEASE USE CAPITALS WHEN COMPLETING THIS FORM

All parts marked in bold with an asterisk are mandatory requirements as set out in Regulations 3, 6 & 7 of the Social Security (Recovery of Benefits) Regulations (Northern Ireland) 1997 and must be completed.


Injured Person’s Details

	Gender
	M for Male F for Female
	
	*Date of Birth
	
	Date of Death

	



	National Insurance Number
	
	Office Use
V/NV
	
	Office Use
V/NV
	



	*Surname
	*Address

	
	

	*First forename
	

	
	

	Another forename
	

	
	

	Any other known surname(s) e.g. Maiden name
	

	
	

	Title (Mr, Mrs, Miss, Ms, Dr, Rev)
	*Postcode

	
	




Reason for claim as alleged by the Injured Person
	*Date of accident/incident

	

	If accident or alleged clinical negligence:
*Full description of injuries resulting from the accident (state Left or Right where appropriate) or condition/reason for which compensation claimed
	

	If disease:
*Name of disease – If compensation is also being claimed for condition(s) prior to disease being diagnosed give those details as well
	

	Office Use: Disease Code
	



Type of liability
	Enter as appropriate

	


E for Employer
P for Public
M for Motor
C for Clinical
O for Other
Compensator Details
	Name of Compensator or compensator’s representative
	On behalf of: enter name of compensator if representative details given opposite

	
	

	DX address or postal address
	Your reference

	
	

	
	Name of insured or policy holder

	
	

	
	Telephone

	
	

	Postcode
	Extension

	
	


Injured Person’s Representative Details
	Name of representative
	Reference

	
	

	DX address or postal address
	Telephone

	
	

	
	Extension

	
	

	Postcode
	Fax

	
	


Parts marked in bold with asterisks are mandatory requirements as set out in Regulation 2 of the Road Traffic (HS Charges) Regulations (Northern Ireland) 2001 and Regulation 5 of the Recovery of Health Services Charges (General) Regulations (Northern Ireland) 2006 and must be completed.
Hospital Details
All incidents on or after 29 January 2007 
Road Traffic Accidents only before 29 January 2007
	Did the injured person receive HS treatment because of the incident?
*If No, write N, *if Yes, write Y
	

	If ‘Y’ did the Injured Person attend a health services hospital because of the accident?
If Yes, write Y and give details below
	


Give details of the hospital(s) or Trust(s) the Injured Person attended or was admitted to in order of attendance. Continue on a separate sheet if necessary.
	*Name of hospital (1)
	Name of hospital (2)

	
	

	*Address
	Address

	
	

	
	

	
	

	Postcode
	Postcode

	
	

	Date of first attendance/admission
	Date of first attendance/admission

	
	


For Road Traffic accidents before 29 January 2007: If you are claiming exemption from recovery of HS Charges on the grounds of nil requirement to carry compulsory insurance (Articles 90 and 214) Road Traffic Order 1981, state category of exemption here:
Employment Details
Only complete in disease cases or if date of accident is before 6 April 1994
	Did the Injured Person work for an employer at the time of the accident? *If No write N   *If Yes write Y /OR

	

	Was the Injured Person absent from work, prior to 6.4.94, as a result of the disease/ condition(s) for which compensation has been claimed? *If No write N   *If Yes write Y
	



What to do now
Send this form to:
By Post
DFC Compensation Recovery 
Mail Handling Site A 
Wolverhampton
WV98 2JP

By email: crsteam.belfast@dfcni.gov.uk
Telephone: 	0800 587 2980
Fax:		02890 374768
If you cannot speak or hear on the phone, you can use the Relay UK service, call:
18001 then “0800 587 2980”   or use the Relay UK app.


	Date:
	



Office Use: 
Benefit Offices
	IBB
	
	IS
	
	AA
	
	DWA
	

	DISB
	
	JSA
	
	DLA
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