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PREVENTION. CARE. RECOVERY.

Te Kaporeihana Awhina Hunga Whara




Advice of Accidental Death

A funeral director, estate executor or representative of a deceased person completes this form to lodge a claim for cover for an accidental death.
Please complete this form as best as you can, but don’t worry if you don’t have everything asked for.  We’ll work with you and/or representatives of the estate to get all the details we need.  If you have any questions, please call us on 0800 222 075.

SECTION ONE: AUTHORITY FOR THE COLLECTION AND DISCLOSURE OF INFORMATION (DECEASED PERSON)
	DECEASED PERSON’S DETAILS
	

	First name:      
	Middle name:      
	Family name:      

	Last contact address:      
	City:      
	Country:      

	Date of birth: (DD/MM/YYYY)      
	Gender:      

	Date of death: (DD/MM/YYYY)      
	IRD number (if known): _  _  _  / _  _  _  / _  _  _  (for identification purposes)

	Has a death certificate (or interim death certificate) been received?

 FORMCHECKBOX 
 Yes (please attach a copy)

 FORMCHECKBOX 
  No (please note that we will need to see a copy as soon as it is available)

	

	REPRESENTATIVE’S DETAILS
	A REPRESENTATIVE COMPLETES THIS SECTION TO GIVE ACC CONSENT TO COLLECT AND DISCLOSE INFORMATION

	First name:      
	Middle name:      
	Family name:      

	Address:      
	City:      
	Country:      

	Home phone number: (    )      
	Work phone number: (    )      

	What was your relationship to the deceased person?      

	

	REPRESENTATIVE’S DECLARATION
	

	I give my consent for information about the deceased person to be collected and disclosed to:

· assess entitlement to compensation

· help with the evaluation of ACC’s services and performance

· help with research into injury prevention.

I understand that:

· this consent applies to all aspects of the claim, and includes external agencies and service providers such as general practitioners, specialists, employers etc from whom ACC asks for information 

· I have the right to see and correct any information ACC holds about the deceased person

· this consent applies for the whole period during which ACC provides assistance for the claim, unless I negotiate a different arrangement with the ACC Client Service staff member

· the information collected will only be used or disclosed in relation to the purposes of the Accident Compensation Act 2001

· when collecting, using and storing information, ACC will at all times comply with the Privacy Act 1993 and the Health Information Privacy Code 1994.

	I declare that I have authority to consent to the collection and disclosure of information on behalf of the deceased person, and I provide this consent.

	Signed: 
	Date:


SECTION TWO: BACKGROUND
	CONTACT PERSON’S DETAILS
	PERSON YOU WANT ACC TO CONTACT REGARDING THIS CLAIM – IF DIFFERENT TO REPRESENTATIVE DETAILS

	First name:      
	Middle name:      
	Family name:      

	Address:      
	City:      
	Country:      

	Home phone number: (    )      
	Work phone number: (    )      

	State your relationship to the deceased:      

	

	EXECUTOR OF ESTATE’S DETAILS and payment request
	

	Please provide details below of who you would like us to pay and attach:

· a copy of the funeral director’s tax invoice, if account is paid please also provide a copy of the receipt of payment

· the pre-printed bank deposit slip of the person who paid the account (if applicable).

	Person who you would like us to pay: 
	 FORMCHECKBOX 
 Funeral director
	 FORMCHECKBOX 
 Person who paid the account

	First name:      
	Middle name:      
	Family name:      

	Address:      
	City:      
	Country:      

	I accept that I am responsible for payment of any amount charged by the funeral director that exceeds the amount payable by ACC.

	Signed: 
	Date:


	DECEASED PERSON’S GENERAL PRACTITIONER (GP) DETAILS
	ANSWER IF KNOWN

	Name
	Practice name & address

	     
	     

	     
	     


SECTION THREE: ACCIDENT
	ACCIDENT DETAILS
	

	Where did the accident happen? (nearest town/city or “overseas”)      
	Date and time of accident:      

	Did the accident happen at work?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes

	Where was the deceased when the accident happened?

 FORMCHECKBOX 
 House or home
 FORMCHECKBOX 
 Place of sport or recreation
 FORMCHECKBOX 
 Commercial property (eg a shop ) 
 FORMCHECKBOX 
 Farm land
 FORMCHECKBOX 
 Industrial place
 FORMCHECKBOX 
 Road or street
 FORMCHECKBOX 
 School




 FORMCHECKBOX 
 Other - please describe:      

	Describe how the accident happened:

     



	Complete the following information if motor vehicle accident

	Was the deceased a:

 FORMCHECKBOX 
 Driver
 FORMCHECKBOX 
 Passenger
 FORMCHECKBOX 
 Cyclist
 FORMCHECKBOX 
 Pedestrian
 FORMCHECKBOX 
 Other – please describe:      

	Vehicles involved:
First vehicle (if applicable, this is the vehicle the deceased was in/on):
 FORMCHECKBOX 
 Car
 FORMCHECKBOX 
 Motorcycle
 FORMCHECKBOX 
 Truck
 FORMCHECKBOX 
 Bus 

 FORMCHECKBOX 
 Other - please describe:      

	Second vehicle:
 FORMCHECKBOX 
 Car
 FORMCHECKBOX 
 Motorcycle
 FORMCHECKBOX 
 Truck
 FORMCHECKBOX 
 Bus 

 FORMCHECKBOX 
 Other - please describe:      


SECTION FOUR: EMPLOYMENT
	Was the deceased in employment? 
	 FORMCHECKBOX 
 YES – complete the following table

 FORMCHECKBOX 
 NO – go to Section FIVE


	EMPLOYMENT DETAILS
	

	Provide details of the deceased’s employment or self-employment for the 12-month period before his or her accident. 

(If the deceased was self-employed, state “self” and/or the name of the company).


	EMPLOYER’S NAME
	EMPLOYER’S ADDRESS
	DECEASED’S OCCUPATION
	PERIOD OF EMPLOYMENT

	     
	     
	     
	From:
     

	
	
	
	To:
     

	     
	     
	     
	From:
     

	
	
	
	To:
     

	     
	     
	     
	From:
     

	
	
	
	To:
     

	     
	     
	     
	From:
     

	
	
	
	To:
     


SECTION FIVE:  PARTNER
	Was the deceased married (or in a relationship like a marriage)?
This may be the deceased person’s husband or wife; their partner from a civil union; their de facto partner 
(ie someone they had been living with in a marriage-like relationship); or someone they financially supported.
	 FORMCHECKBOX 
 YES – complete the following table

 FORMCHECKBOX 
 NO – go to Section SIX


	PARTNER’S DETAILS
	ANSWER IF APPLICABLE

	First name:      
	Middle name:      
	Family name:      

	Date of birth: (DD/MM/YYYY)      
	IRD number: (if known) _  _  _  / _  _  _  / _  _  _ 

	Address:      
	City:      
	Country:      

	What is your relationship to the deceased? 

 FORMCHECKBOX 
 Married (please attach a copy of your marriage certificate to this form)
 FORMCHECKBOX 
 De facto or relationship like a marriage 

	If you were in a relationship like a marriage how long were you in this relationship for?      

	Were you living apart from the deceased at the time of the accident?
 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes – if yes, please state reasons:

     

	Are you or any dependants of the deceased currently receiving Work and Income benefits?
 FORMCHECKBOX 
 No 
 FORMCHECKBOX 
 Yes - if yes what type of benefit

     


SECTION SIX:  CHILDREN (UNDER 21 YEARS OLD)
	Does the deceased have any children under the age of 21 at the date of death (including natural or adopted children, step-children, children from a previous relationship, unborn or child born within 12 months of their natural parent’s death)?
	 FORMCHECKBOX 
 YES – complete the following table

 FORMCHECKBOX 
 NO – go to Section SEVEN


	CHILDREN’S DETAILS
	CONTINUE ON A SEPARATE PAGE IF NECESSARY

	1. Child’s full name (please attach full birth certificate):      

	Date of birth: (DD/MM/YYYY)      
	IRD number: (if known) _  _  _  / _  _  _  / _  _  _ 

	Name and contact details of caregiver (if known):

     

	Relationship of caregiver to child:      

	If the child is over 18, are they in full-time study?    

 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes – If yes, please state name of school or tertiary institution (if known):      

	2. Child’s full name (please attach full birth certificate):      

	Date of birth (DD/MM/YYYY):      
	IRD number: (if known)   _  _  _  / _  _  _  / _  _  _ 

	Name and contact details of caregiver (if known):

     

	Relationship of caregiver to child:      

	If the child is over 18, are they in full-time study?    

 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes – If yes, please state name of school or tertiary institution (if known):      

	3. Child’s full name (please attach full birth certificate):      

	Date of birth (DD/MM/YYYY):      
	IRD number: (if known) _  _  _  / _  _  _  / _  _  _ 

	Name and contact details of caregiver (if known):

     

	Relationship of caregiver to child:      

	If the child is over 18, are they in full-time study?    

 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes – If yes, please state name of school or tertiary institution (if known):      

	4. Child’s full name (please attach full birth certificate): 

	Date of birth (DD/MM/YYYY):      
	IRD number: (if known) _  _  _  / _  _  _  / _  _  _ 

	Name and contact details of caregiver (if known):

     

	Relationship of caregiver to child:      

	If the child is over 18, are they in full-time study?    

 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes – If yes, please state name of school or tertiary institution (if known):      


SECTION SEVEN:  OTHER DEPENDANTS 
	Were any persons financially dependent on the deceased because of a physical or mental disability, for example, an elderly relative or a child over 18 with a mental or physical disability?  This does not include the dependent partner or a child under 18 years.
	 FORMCHECKBOX 
 YES – complete the following table


	DEPENDANTS’ DETAILS
	

	1. First name:      
	Middle name:      
	Family name:      

	Date of birth (DD/MM/YYYY):      
	IRD number: (if known) _  _  _  / _  _  _  / _  _  _ 

	Relationship to deceased:      

	Name and contact details of caregiver (if known):

     

	2. First name:      
	Middle name:
	Family name:

	Date of birth (DD/MM/YYYY):      
	IRD number: (if known) _  _  _  / _  _  _  / _  _  _ 

	Relationship to deceased:      

	Name and contact details of caregiver (if known):

     


Next actions:
Please attach the following documents to this form:

 FORMCHECKBOX 
 Death certificate (or interim death certificate)
 FORMCHECKBOX 
 Marriage certificate – if applicable

 FORMCHECKBOX 
 Children’s birth certificates – if applicable

Please send the form to your nearest ACC service centre:

· ACC Hamilton Service Centre, PO Box 952, Hamilton 3240

· ACC Dunedin Service Centre, PO Box 408, Dunedin 9054

The information collected on this form will only be used to fulfil the requirements of the Accident Compensation Act 2001. In the collection, use and storage of information, ACC will at all times comply with the obligations of the Privacy Act 1993, the Health Information Privacy Code 1994 and the Official Information Act 1982.
ACC
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