INJURY ALLOWANCE PROCESS FORM A

FORM A - APPLICATION FOR INJURY ALLOWANCE (SUBSTANTIVE STAFF ONLY)
To be completed by substantive staff who are injured or become ill due to their employment.    
If you hold a bank contract please complete Form B as well
Line Manager can support the completion of the form
	Name
	

	Post (Please attach a copy of your Job Description and Person Specification)
	

	Assignment number
	

	Directorate
	

	Line Manager
	

	Ward/Site
	

	Name of Clinical Lead/Deputy Service Director
	

	Is this your only position in the Trust?
	Yes / No

	If, no, please provide details of your other posts in the Trust
	Post
Ward / Dept

	Have you made an application in respect of your other post/s within the Trust?
	Yes / No

	If Yes, please provide details

	

	Is this the first claim for Injury Allowance?
	Yes / No

	[bookmark: _GoBack]Please outline the cause of the injury or illness for which you are seeking Injury Allowance including date of incident. 

NB. Please ensure that you have provided a full statement of the events that lead to the claim.










	





	Was an Inphase Incident form completed?
If Yes, please ensure a copy is attached to this application form upon submission and relevant investigation reports.
If No, please outline why an incident form was not completed
	Yes / No





	Please outline the nature of your injury or illness, its prognosis and the treatment required








	

	Were there any witnesses to the incident?
If Yes, please provide details

	Yes / No

	Has Occupational Health advice been sought? If Yes, please ensure relevant copies are attached to this application form upon submission
	Yes / No

	Is your sickness absence being managed by the Trust under the Managing Sickness and Absence Policy?  
If yes, please provide the date/s of your review meetings:
Name of People and Culture representative:
	Yes / No



	Are you in receipt of any Department of Work and Pensions benefits:
Industrial Injuries Disablement Benefit (IIDB)
 Incapacity Benefit 
Reduced Earnings Allowance 
Retirement Allowance
Severe Disablement Allowance 
	

Yes / No
Yes / No
Yes / No
Yes / No
Yes / No

	I declare that the information I have provided in relation to the Department of Work and Pensions benefits is true to the best of my knowledge and belief.

Signed: (Employee) ………………………………………………………………….

 Date: ……………………………………………………………………………………



PLEASE SEND COMPLETED FORM TO YOUR LINE MANAGER.

AUTHORISATION (completed by Clinical Lead/Deputy Director and Senior People Relations Advisor):
	I authorise eligibility of Injury Allowance

	

	I do NOT authorise eligibility of Injury Allowance for the reason(s) stated below.      
   
	

	

	





	
Clinical Lead/Deputy Director Signature
	

	
Please Print Name
	

	Date
	

	
Senior People Relations Advisor signature
	

	
Please Print Name
	

	Date
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