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PREVENTION. CARE. RECOVERY.

Te Kaporeihana Awhina Hunga Whara



Medical practitioner cover questionnaire

	Claimant details

	Claimant first name 

Claimant last name: 


Any other name you know the claimant by


	Claim number

	Date of birth


	How long has the claimant been a patient in your practice? 


Any other GPs (not in your practice) who provide care for this patient





	Injury details

	Current diagnosis:  Please note if this has changed since claim lodgement 


Date first consulted regarding condition.  ......./......./.......

What are the symptoms?




	What are the signs?




	Have there been any investigations such as lab tests, a specialist assessment, 

work place assessment, or radiology examination?
(  Yes   (  No

	If "yes", please give details and provide a copy of any reports.




	Has the claimant been referred for any further assessment or investigation?
(  Yes   (  No

	If "yes", please give details and provide a copy of the referral letter.

Please provide details of any treatment given and the response to this.




	Previous similar claims 

Has the claimant lodged any previous claims for this or a similar injury, with ACC or a 
private insurer? 
(  Yes   (  No

If "yes", please complete the following table:

	Claim details
	Has the claimant completely recovered?

	
	

	
	

	
	

	
	

	
	

	If there hasn’t been complete recovery from all prior claims, could the claimant’s current 
condition be an aggravation or recurrence of the symptoms of a previous claim(s)?(  Yes   (  No

If "yes", please specify which claim the recurrence of symptoms relates to, and what has triggered the recurrence.




	Work activities / environment

Please identify the specific work tasks, activities or environment that you believe has caused or contributed to the cause of the claimant’s current condition?




	Have the claimant’s work activities or work environment changed recently?
	(  Yes   (  No

	If “yes”, please describe the change, and how this has affected the claimant’s condition.




	Non-work activities / environment

	Is the claimant exposed to similar activities or environmental factors                      (  Yes   (  No

outside of work? 


If "yes", please provide details.




	Other health problems or factors
Does the claimant have any other health problems or factors that may be contributing to the condition?
	(  Yes   (  No

	If "yes", please outline these.




	Are these health problems or factors likely to affect rehabilitation? 
(  Yes   (  No

	If "yes", please describe the likely impact.




	Additional comments.




	Medical practitioner details

	( I have enclosed copies of all consultation notes of relevance to this claim.

Name 


	Address 


Signature 
Date ......./......./.......

	Please ensure the actual Medical Practitioner time taken to complete the form is stated clearly on your tax invoice.  Your invoice should also state the Reference Number/Purchase Order Number.  A fee of $165.00 excl GST per hour (pro-rata’d accordingly to reflect parts thereof in 10 minute increments) is payable for this service on acceptance of your tax invoice. You should not tender any other invoice for this service.
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.


“This form must be completed by the treating medical practitioner of a person who has lodged a claim for a personal injury caused by work-related gradual process, disease or infection.  This information is used by ACC when deciding whether to accept the claim.”
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