slade

Intelligent Insurance

Please Return Form To:-
Perkins Slade Limited

3 Broadway Broad Street
Birmingham

B15 1BQ

Tel +44 [0]121 698 8000

Fax +44 [0]121 625 9000
Website www.perkins-slade.com

FA Licensed Coaches Club
PERSONAL ACCIDENT CLAIM FORM

This form to be completed on both sides and returned immediately

A) Claimant (Injured Person)

1. Name it e s Dateof Birth................
R Y [ | ==
......................................... TelNo: .....cviiiiiiiiiiis
3. Usual Occupation .. i e e i a e
4. Presently Employed YES / NO
B) Date of Accident L i e e e ea s n e
C) InjurySustained = L e i e e re e a e

D) State briefly how injury was caused, giving full details of activity being undertaken:-

F) Name & Address of @any ... ..ottt ittt ettt ettt e e
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 . . ....ooi i e e e e Date..........civiiiiiiiiii

PROOF OF COACHES CLUB MEMBERSHIP
You should either attach a copy of your current proof of membership, or forward to the FA Coaches Club for completion
of details below as verification of your membership.

Name: = (Person Confirming Membership)

o171 1o o T

Is Claimant a current FA Coaches Club Member? YES /NO
Has the Member paid the appropriate insurance premium. YES / NO
Did the incident take place whilst participating in insured activity? YES / NO

If any answers are stated as “No” please provide detail.

Signature . ... e e e e Date........ccviiiiiiiiiiiant

Registered Office: 3 Broadway, Broad Street, Birmingham B15 1BQ. Registered in England No. 969374
Perkins Slade is authorised and regulated by the Financial Services Authority. A Unitas Broker.
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HOSPITALISATION CERTIFICATE FORM (To be completed if claiming Hospital Benefit)
(TO BE COMPLETED BY THE CLAIMANT’S HOSPITAL DOCTOR)

Name of Patient i i e e e e ey
Nature of INJUry e e i e a e ra ey
1, the undersigned hereby confirm that as a sole result of the accident on (date)..............c.cuveee. the above patient was an
Inpatient at (name Of hOSPItal)........uuieuieeiiiri e e e e e e e ran e
o4 T (o F= Y (=R (] =) N

Lo (o Lo F= T T e F= 1R (] =)

DENTAL CLAIMS (Emergency Treatment only)

(£50 Excess applies)

Date of first dental apPOiNtMENTt. ... ....vuiiiii i e e e e e e e ran s
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 INJUIY e i e e e s e e e Er e e E e e EE A r e R EEa EE R R RREEAEEa e e A RRrranrann e

Name of HOSPItal =~ e i e e e e e e e e R EEa Er e E R R Eraar e A rRrranrann s

DOCTOR’S SIGNATURE oo i i e e e e o s eea s e e an s s s erabaa Ee e an s s Eeabas Eeeana s oe s aas Ee e ana s b ernaas s s nnasbs ernann s s

L@ 10 =13 {1 7- 1 2 1=

[ T L= T o =Y

Claimant’s Signature . . ...ttt i it e st a et aa e nananns Date........coiiiiiiiiiiaiinannn
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