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Incapacity for work for sensitive claims
ACC7417 Incapacity for work for sensitive claims

Please complete this form to provide an assessment of a client’s incapacity to work relating to mental injuries caused by sexual assault or sexual abuse.

Please return the completed form to: sensitiveclaimsproviderreports@acc.co.nz
	1. Client details

	Client name:      
	Claim number:      

	Date of birth: 
	Address: 

	 Female
	 Male
	  Non-binary

Preferred pronouns/other information:

	Ethnicity: 

	Contact details / Safe contact where appropriate: 


	2. Provider and supplier details

	Supplier name:      
	Supplier ID:      

	Lead Provider name:      
	Lead Provider ID:

	Provider Type:
	 Psychiatrist
	 Psychologist

	Dates of consultations:

     
	Duration of consultations:

     


	3. Incapacity details

	Ability to work before incapacity.

	Provide an assessment of how the client was functioning in the workplace prior to stopping work:
     

	Is the client able to work at present?  Yes  No

	Cause of incapacity.

	Is the client incapacitated from their employment due to the mental injury?  Yes  No
If yes, please specify the mental injury causing the incapacity.
     

	What date was the claimant incapacitated from?      

	If the client has worked since the sexual assault, what has triggered the recent incapacity to work?
     

	Impact on work tasks.

	Describe how the client’s current mental injury prevents or limits their ability to undertake the tasks involved in their employment:
     

	Are there any other factors unrelated to sexual abuse contributing to the client’s current incapacity to work?

 Yes  No

If yes explain what they are and to what degree they affect the client:
     

	Recommendations.

	In addition to any treatment you have recommended, is there any other support that could be provided to assist the client to return to work?
     

	When do you think the claimant will be able to return to work?      


	4. Provider declaration and signature

	 I have informed the client that the information collected for this report will be sent to ACC [and will be used to inform decision making about support and rehabilitation needs] and I have obtained the client’s authority for this.

	I confirm the information contained in this report is accurate, and I have followed the standards as set out in the ISSC Operational Guidelines.

	Signature (provider):
	Date:      

	Provider name:      
	Provider ID:      

	Date of last face-to-face meeting with client:      


When we collect, use and store information, we comply with the Privacy Act 2020 and the Health Information Privacy Code 2020. For further details see ACC’s privacy policy, available at www.acc.co.nz. We use the information collected on this form to fulfil the requirements of the Accident Compensation Act 2001.
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