® AIG Australia

SCHOOL STUDENT ACCIDENT BEPORT FORM

NAME OF S8CHOOL POLICY PREFIX AND NUMBER
STUDENT'S FULL NAME " STREET ADDRESS ' cCiTY STATE
POSTCODE
DATE OF BIRTH HEIGHT AND WEIGHT SEX TELEPHONE
! /
1, Give full deserlption of Injury from which INJURY
you are now suffering, Btate when, where
and how it happened. HOW S8USTAINED
FULL DESCRIPTION WHERE
2, (a) Have you ever had this, or a similar YES Condition(s)
conditlon, in the past?
(b} If yes, state the nature of tha condition, NO Datas:
dates of treatment, names and addresses Treated by:
of training doctors, hospitals and ¢linics,
3. (a) Give exact date when injury oocurrad () Date:.iveiiieiirinsanins
(k) Whan did you first consult a physician for this condition? (b) Date,...
(¢) When did you becoma totally disabled (unable to atiend schoof)? (c) Date:....
(<) Whan warae you able to return school? (d) Date:
{e) If still totally disabled, when do you expect your disability to terminate? (8) Datel..ovcrnrinns
4, (a) Give names, addresses and telephone NAMES ADDRESSES ‘ TELEPHONE
numbers of all atiending physlclans.
{b) Give name, address and telephone ' NAMES ' ADDRESSES TELEPHONE
number of usual family physiclan,
5. Are you covered by Private Health YES NO Qive Membershlp No. and Branchl ..o.eoimiveonsi

Insurance? o Have you claimed yet? YES _ NO

INFORMATION AUTHORITY AND WARRANTY

By . M s e aons e 18780Y authorise any hospital, physician or other parson who has attended me /
the Insured Person to furnlsh A|G Australia or jts representatnves with any hospital and medical reports/notes andfor any Information
pertaining to my medical history {any sickness or dissase or Injury, conhsultation, prescription artreatmant), | agreé that a Photocopy of this
authorisation shall ba considerad as effective and valid as the original and specifically authorise its use as such.

| declare and warrant that the foregolng partlculars are frue and corract In every detail and acknowledge that the AIG Australia relies upon
the truthfulness of the particulars supplied by me in respect of the claim.

PRIVACY CONSENT

| consgent to AlG Australia:

{a) Collecting and using my personal Information for the purposas of administering my clalm including Investigating, assessing and paying
any claim made by me ar on my bahalf. If we do not collect this information we may not ba able to process your claim,

{b) Disclasing my personal Information to related entlties of AIG Australia, their staff membaers located outside Austratla, the Insured, other
inaurars and reinsurers, insurance refarence bureaus, law enforcement agencias, investigators, lawyers, assassors, repalrers, advisors
and the agent of any of thesg, Insurance broker, Insurance agent or other infarmediary, or Insurance Ombudsman Service Lid for the
purposes of administering my claim or providing a report.

() | understand that AlG Australia is a sigantory to the General Insurance Information Privacy Code and that a copy of the AIG Australia's
privacy policy statement, Ingluding Information about access, may be obtalned by writing to the Privaoy Manager AlG Australia 549 St
Kilda Road Melbourne or by e-malling aus

(Where applicable} | do solemnly and sincerely declare that I am tha parant/iegal guardian of the Insured Person and provide this
Information on his/her behalf,

Datad: ....oernvirminnesmmrsnsenes NAMB {P1BASE PHAY: v e SIAOA! timnnin

PLEASE ENSURE THAT ALL QUESTIONS HAVE BEEN FULLY ANSWERED
| cartify that .. e e 13/WEAS BNTONE at this sohool at the time of the injury.
Was the student Injured durmg a school organised activ!ty? PPN
NAME 11 overrecosemerrtioimrrnmnsinimmssmmsianssnisesr e POSHION 1 s
ADDRESS . vicmnmimissnissssnsssosasssasnomsssnnssssssssssssess. PIOMS NURIDEE 1iiiiimiimseniminiimnsmmssmisn s

| HEREBY GERTIFY THAT the particutars shown on this form, are to tha best of my helief and knowledge, true and correct,
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TO BE COMPLETED BY YOUH ATTENDING PHYSICIAN

ATTENDING PHYSICIANS STATEMENTS
THE INSURED 1S RESPONSIBLE FOR COMPLETING OF THIS FORM WITHOUT EXPENSE TO THE COMPANY

PATIENT'S NAME AND ADDRESS ...
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1. When did patient suffer the InJUry? i

What were tha circumatances surrounding the INjury? e

When did patient first recelve madical treatment? o sy

Pleasa give a complete diagnosis Of this GOMUIION .t oss s snans s sbane s sress 1 asamrssrassnsbesessasassussassnce

s oo

Pleass glve resuits of any objective findings
{a) X-Rays

{b) Other Tests — Please advisa tasts done and fiNAINGs 1. .t s s s s s b s

6. Was patient confined to hospital? YES / NO
If YES pleass advisa: (1) Name and address of hospital
(b} Period of Confinemant  FIom vuenmmnimimmmmsnmmnmeis TO o s s s st
7. What other treatment has patlant Undergona? ... s

8.  What other traatment is reQUIrEd? i

HISTORY ’
1. (a) Was there a previous history of this or similar condition? YES / NO
(b) If YES, please state condition and advise when the pravious treatment Was gIVEN ... seeressores
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2, {a) How long hava you known tha pationt? ..o

{b) Are you the regular general praciitioner? YES / NO  If not, please adviae whio I8 i
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DEGREE OF DISABILITY

1. When was patient obl_‘lged to cease school? P e e e e e
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2. 1f Patient Is still unfit for school, when approximately wijl the .patienf be able 10 FESUMAT wurveeesssesesrnrees

[ITE TIITTLITTTTT ST PNy

3. If Patlent has recovarad, when was patient able 1o resiima ash00l? e

Y T T L T R R T R e L T L YL L LT e PL T IYE P IY LA P PPN T PP PO

Are there any underlylng conditions atfecting recovery from the current conditlon? YES / NO

If YES, please acvise nature of underlylng conditlons and how thay affact disability and recovery ...
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Please advise names and addresses of other treating physicians ...couiome
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If you have tarminated treatmant, Please AUVISE Blala i i e 1015108t 8 01010 TA 480141434 VE1 SRR AR SHE SRR 03

What 15 tha GUITENE PIOGNOSIST 1.ervviciriiiriris st s s e s sssa s s st s sessa s s ashr e shasms e s sER S b e s AP R e E00n
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Are there any furthar remarks which may assist in assessing thls conditlon? ...
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Is thare any permanent disability at presents? YES / NO

If YES, pleasse explain giving estimated percentage loss of function ...
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DALE! e SIGAAIIB! (s DBOEBO i i e

Nama {pleasa print} v ———————
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Bireat AdAress unmoms s GIEYTOWN juioonn

PROME NO, 1 smsccsmnsitnmsse s s sits s tesists ity
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