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n.z. disablement claim form
claim
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Your Personal Details (make sure all questions have been answered and printed clearly)

title (eg. Mr/Mrs) given name(s) surname

address postcode

business telephone no.

(               )

private telephone no.

(               )

date of birth

 /                /

your usual occupation current employer (or previous employer)

date policy commenced

 /                /

name of creditor loan contract/ member no.

$
monthly 
instalments proposal no.

occupation at 
time of disability

address postcode

telephone no.

(               )  /                / to  /                /

date employed from

average hours worked per week?On what basis are you currently employed? (tick as appropriate)

full time part time contract seasonal Temporarycasual

yes no

employer at policy commencement date address

telephone no.

(               )

Are you claiming Accident Corporation Compensation? (tick as appropriate)

About Your Disability

 /                /

what was your last working day

 /                /

date on which the illness or injury first occurred         (tick as appropriate)

:time am pm

Describe the circumstances leading to your current disability

Who is your usual Doctor? for how long? monthsyears

Please state the names and addresses of ALL Doctors and hospitals consulted by you for this current disability

name

address

(               )telephone no.

name

address

(               )telephone no.

(tick as appropriate)Was injury caused by Motor Vehicle accident? yes no police attended? yes no

I resumed my work duties on  /                / or I expect to be fit for some work duties by  /                /

your doctor’s 
address

(               )telephone no.

address

Doctor at Policy Commencement Date

PRN: 7445



Your Medical History

Claims History

Declaration

I hereby declare that:

1. 	 I am the person insured by this policy and referred to in the foregoing particulars.

2. 	T he above statements and answers are correct and true and I acknowledge responsibility for their completeness and accuracy, whether the answers have been written by me 
or by any other person on my behalf.

3. 	 I am fully aware and agree that any false statements and particulars made by me on this form or any further declarations will result in my claim being denied.

4. 	 I authorise any hospital, institution or medical practitioner who has treated or examined me or any person or firm who has employed me, or any firm through which I have 
claimed compensation to provide Swann Insurance any information it may request in respect of any trauma, illness, injury, medical history, treatment or advice received by me 
including employment details and employment history. A photocopy of this authority can be acted upon as if it were the original.

5. 	 I authorise the creditor to provide Swann Insurance with details of my loan for administration of this claim.

6. 	 I authorise Swann to give to and/or obtain from other insurers, an Insurance Reference Service, the creditor, information relating to this claim.

Swann Insurance is a member of the insurance industry’s impartial Insurance and Savings Ombudsman Scheme. 
This independent service is provided to the insuring public at no cost and aims to resolve claims complaints quickly and informally.

You should first take your complaint up with our local office. In most cases the problem will be resolved easily.

If you are not satisfied with the outcome you may contact the Insurance and Savings Ombudsman Scheme in your area for advice and assistance in resolving your claim.

signature of insured signature of witness
date

 /                /

if yes, please provide details

name of company

telephone no.

(               )  /                /

date

Have you ever submitted any previous claims for injury or illness?  (tick as appropriate) yes no

1. 	 Have you previously suffered from this injury or illness or any similar injury or illness? (tick as appropriate) yes no

	i f yes, please provide details

telephone no.

(               )

name of doctor

address

 /                / (2)  /                /date(s) of consultation  (1)

nature of complaint

 /                / to  /                / Period of Disability from

 2.	 Have you previously suffered any OTHER major illness/injury unrelated to this disability? (tick as appropriate) yes no

	i f yes, please provide details

complaint

 /                /date of occurrence  Period of Disability  /                / (yrs/mths/days)

3. 	D o you take regular medication for any illness or injury? (tick as appropriate) yes no

If Yes please provide details of medication and condition

Swann Insurance. PO Box 68-200, Newton, Auckland, New Zealand
Telephone Numbers are (09) 373 0500 or Toll free 0800 807 926 
Facsimile (09) 302 0805



Insurer: Swann Insurance. A business division of IAG New Zealand Limited.

medical certificate
certificate

Please “PRINT ALL” information and ensure all questions have been answered

Important Note

This certificate must be completed by the qualified and registered Medical Practitioner treating you for 
your current Disablement. In the event of the medical practitioner being unable to answer, from personal knowledge, 
any of the following questions, this must be stated. The Certificate is to be completed at the insureds expense and forwarded by 
the Medical Practitioner to Swann Insurance at the earliest opportunity.

Are you the Insured’s usual doctor? (tick as appropriate) yes no for how long? monthsyears

State nature and cause of disablement

 /                /When did you first treat the Insured for this illness or injury?

Please provide details of treatment

Please provide details of any medication

Are there any medical conditions which have a bearing on this current disablement? (tick as appropriate) yes no

if yes please explain

Has the insured ever received a medical diagnosis, treatment, operation or attention for this or 
similar disablement or related cause? (tick as appropriate) yes no

Please supply the following details (provide on a separate page if insufficient space)

date

 /            /

nature of disability date

 /            /

nature of disability

 /            /  /            /

 /            /  /            /

Please provide details of operation(s) if any, and date(s)

What is your prognosis?

If not by yourself, name and 
address of doctor

telephone no.

(               )

name of attending doctor

occupation

date of birth

 /               /

insured’s name
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Have you any reason to: (tick as appropriate)

1. 	 suspect that the Insured’s disablement has resulted from or been contributed to by the 
influence of intoxicating liquor or drugs? yes no

2. 	 test for Human Immunodeficiency Virus?
	 If YES, please provide results, including test results yes no

3. 	 suspect that the Insured’s disablement has resulted from or been contributed to by an 
intentionally self-inflicted injury? yes no

Has the Insured been hospitalised? yes no

Has the Insured been totally disabled from performing: (tick as appropriate)

1. 	 each and every duty pertaining to his or her usual occupation?

yes no

state perioD from

 /                / to  /                /

2. 	 any other gainful occupation?

yes no

3. 	i s the insured capable of performing light or limited duties?

yes no

state perioD from

 /                / to  /                /

nature of duties

Hours/day and days/week

If total disablement has ceased, on what date did you release the Insured to perform any remunerative duties?  /                /

If total disablement still exists, on what date is it likely to cease?  /                /

please make sure all questions have been answered and printed clearly

signature of medical practitioner
date

 /                /

telephone no.

(               )

qualifications

address of practice

Please return to address below

Swann Insurance, PO Box 68-200, Newton, Auckland. Tel  (09) 373 0500, Fax (09) 302 0805.


