[image: image1.jpg]A

PREVENTION. CARE. RECOVERY.

Te Kaporeihana Awhina Hunga Whara




 Application for 


 Lump Sum / Independence Allowance

This form helps ACC determine whether you can be referred for an assessment for


a Lump Sum or Independence Allowance.

	APPLICANT
	PLEASE PRINT OR SHOW ANY CHANGES TO THESE  DETAILS IN THE SPACE PROVIDED ON THE NEXT PAGE

	ACC Claimant number: 

	Title (Mr/Ms/Mrs/Miss/Dr/Other): 
	Surname: 

	First name(s): 
	Date of birth: 

	Other names known by:

	Home address: 

	

	Home phone: 
	Work phone: 

	If you don’t have a home or work telephone number, or would prefer to be contacted at another location, please provide these details, including the name of a contact person, below:

	Contact phone:
	Contact name:

	Do you wish to give ACC permission to respond to enquiries, regarding this application, from someone nominated by you and on your behalf (such as a spouse, partner or parent)?              FORMCHECKBOX 
 Yes            FORMCHECKBOX 
 No

If “Yes”, please give the full name, address and phone number of this person, and state their relationship to you:

	Full name:

	Address:

	

	Contact phone:
	Relationship to you:

	

	PREVIOUS COMPENSATION
	PLEASE TICK THE BOX(ES) APPROPRIATE TO YOUR CLAIM

	 FORMCHECKBOX 
  I have previously received lump sum payments from ACC.
	ACC Claim number:

	Injury*:
	Injury date:

	 FORMCHECKBOX 
  I have received, or am currently receiving, an independence allowance.
	ACC Claim number:

	Injury*:
	Injury date:

	* Please use a separate sheet if extra space is required to list injury details.

	ASSISTANCE
	PLEASE TICK THE BOX(ES) APPROPRIATE TO YOUR CLAIM

	 FORMCHECKBOX 
  I am applying for a lump sum assessment for injuries occurring on or after 1 April 2002.

	 FORMCHECKBOX 
  I am applying for an independence allowance assessment for injuries occurring on or before 31 March 2002.

	 FORMCHECKBOX 
  I am applying for a reassessment of my existing lump sum for injuries occurring on or after 1 April 2002.

	 FORMCHECKBOX 
 I am applying for a reassessment of my existing independence allowance for injuries occurring on or before 31 March 2002.

	Who holds medical records of these injuries?

	

	MEDICAL CERTIFICATES
	PLEASE ATTACH THE RELEVANT MEDICAL CERTIFICATES

	I have attached the relevant Medical Certificates for the

injuries I wish to have considered in this application.                I have attached _____________ Medical Certificates (enter number).

	

	PAYMENT DETAILS
	WHAT ARE YOUR BANK ACCOUNT DETAILS?

	Please attach a bank deposit slip for the account to which you would wish any resulting payment to be made in the event you are found eligible. If you do not have a pre-printed deposit slip, please obtain and attach a statement from your bank containing the account number to which payment may be made.

	Please complete the APPLICATION CHECKLIST below before returning this form.

	APPLICANT DECLARATION AND AUTHORISATION
	

	I certify that to the best of my knowledge this information is correct. I authorise the collection and release of any information about me to the extent necessary to assess my entitlement to compensation, rehabilitation assistance, and medical treatment.

	Applicant to sign here: 
(or legal guardian or representative) 
Date:


If your name or address has changed since your last dealing with ACC, please complete:
	CHANGE OF NAME
	

	New title:
	New surname:

	New first name:

	

	CHANGE OF ADDRESS
	

	New home address:

	

	New postal address:

	

	New home phone:
	New work phone:

	Effective date:

	

	SIGNATURE FOR CONFIRMATION OF ADDRESS CHANGE
	

	Applicant to sign here: 
(or legal guardian or representative) 
Date: ________/ _______ /_______

	

	APPLICATION CHECKLIST
	PLEASE TICK THE BOX(ES) AS EACH ACTION IS COMPLETED

	 FORMCHECKBOX 

I have completed all questions in the application form (ACC54)

(The “other names known by” section must be completed)

	 FORMCHECKBOX 

I have signed and dated the application form (ACC54).

	 FORMCHECKBOX 

My doctor has completed a separate medical certificate (ACC554) for every injury I want assessed.


(Please note that if your doctor provides medical records with your application ACC will be able to refer you to an assessor sooner.)

	 FORMCHECKBOX 

My doctor has completed all questions on the medical certificate (ACC554).

	 FORMCHECKBOX 

My doctor has signed and dated the medical certificate (ACC554).


(A stamp is not sufficient)


Please note that ACC can only process your application once all the items in the above checklist have been completed.
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 and the Health Information Privacy Code 1994.
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