Scotland Transerv
[Log No.

Third Party Claims Notice Form ‘
[ Claim Reference Number Action -+ _ﬂ;

The information provided in this form will be handled in accol i T
Protection legislation. In addition to the person who issued this form, the information

may be shared with the Scottish Ministers, their contractors, insurers and

professional advisors. For more information about Data Protection, visit

www.ico.gov.uk

Part 1 — About yourself
(PR P eer———

3. Daytime Telephone Number (including STD code).

............................................................................................................

Part 2 — About vour vehicle (if damaged)
1. Class (e.g. car, lorry, motorcycle, moped, bicycle)
(A0

6. Have you claimed from your insurers in respect of this incident

T, WYES; DOlIOY NUMIBEE <. tuvn s sommamans sammsnmen s s s b e smives susises S ois o omis soss sasn s

Part 3 — About your accident

1. Time aret to o ridert, | NN

2. Location of incident (e.g. A68, 2 miles south of Jedburgh). If you have any

photographs relating to the incident, please enclose them. (See also 8 below




3. In whlch dlrectron were you travelling?. —

4, Please tick the boxes which best describe conditions at the time of the incident

The road/footpath was.wet........ @ ......... CYereiininn, other............
The weather was ......... fodgy............ raining............ showing........
Other.,........ ]

5. At what speed were you travelling?. [N ...........................c.c00c0
(Pedestrians should indicate whethe running
etc)

6.

7. érref description of the events leading up to, during and immediately after the

incident......... F e ettt s e e bee e ea e e et e e ean e te e et et ar et e tie e et ae et aranrearareaan

8. Please prowde in the space below a sketch of the location of the mmdent showing
landmarks such as bridges, road signs, motorway marker posts, etc.




Part 4 — Particulars of damage and/or loss

1. Details of damage to vehicle

............................................................................................................

............................................................................................................
............................................................................................................

.............................................................................................................

3. gl hysical injury as a result of this incident?
) lete CRU Section of this form. Please also also describe your
injuries and indicate who treated you and when

............................................................................................................

............................................................................................................

...........................

5. In order to prevent and detect fraud, additional investigations may be carried out
as appropriate.

If you are making a claim in respect of personal injuries, please complete the
mandates attached. These documents authorise the hospitals, your general
practitioner or other health or medical institutions that treated you to provide us
with a medical report, disclose your medical history and your medical records only
as regards the injuries you sustained arising from the circumstances of this claim.
Complete the mandate in BLOCK CAPITALS and do not detach it. We require you
to complete more than one mandate if you received treatment at more than one
health or medical institution in respect of this incident, as these institutions may not
accept photocopies of signed mandates.

Your attention is also drawn to the need to complete the enclosed CRU Section
form.




Mandate

(Enter below the full name and address of the hospital, general practitioner or other health
or medical institution where you received treatment and to which this mandate relates)

........................................................................................................................
........................................................................................................................
........................................................................................................................

........................................................................................................................

(enter your full name)
T PR (enter your address)
(enter your date of birth)

Herby authorise you to provide to the Operating Company and/or to the Scottish Ministers
a full medical report, full statement of my medical history and all books, medical records,
charts, X-rays, notes and other documents held by you relating to me showing or tending
to show the nature, extent and cause of all injuries sustained by me on ...........c.covoeii .
[enter date of accident], the treatment received by me since this date and my certificate of

discharge, if any.

Sighature.........ccoooeviiiiniiiii e, Date............ e e e ae e

Mandate

(Enter below the full name and address of the hvo.spital, general practitioner or other health
or medical institution where you received treatment and to which this mandate relates)

o TS RR

........................................................................................................................
........................................................................................................................
........................................................................................................................

.........................................................................................................................

L o e e (enter your full name)
O s (enter your address)
' (enter your date of birth)

Herby authorise you to provide to the Operating Company and/or to the Scottish Ministers
a full medical report, full statement of my medical history and all books, medical records,
charts, X-rays, notes and other documents held by you relating to me showing or tending
to show the nature, extent and cause of all injuries sustained by me on......................
[enter date of accident], the treatment received by me since this date and my certificate of

discharge, if any.

Signature................cooevivovvn e DA




Part 6 — Other information and signature

1.

Please use this space to supply any other information that you think is relevant to
the claim or to make any other comments




CRU SECTION
ONLY TO BE COMPLETED IF

YOU SUFFERED PHYSICAL INJURY

THE SOCIAL SECURITY (RECOVERY OF BENEFITS) REGULATIONS 1997

Please provide the following which must by law be passed to the Department for Work and Pensions by the

party being claimed against. (Do not detach this form)

FUI NIttt cerieeeeinscoreesesrsmsacsssesssterssssessasassinsseosssessss sesasn s sassessresss sentos st sevessessssus aresas s essssbess sossre rrecessrssssassesssss
NALIONA] INSUIENCE INOiiriireireisasessiemsrrersesiessisessessesnesasre siassestassesseses sossensns s sssses sessessesessassess sissrnssesmsessess s sereress
DAL OF BIPtNurtiurrie e cresre s vesreessess e sssasesresssess sesers mecas sos s40sss 46 108 454018 00 450008 EESERE 08 S08 G RO ERS S08sER SRR SRS 0 b0 s bt arsBEESH OB LS

Details of your solicitor or representative (if appropriate)

POST OBt iuerererereeresesrurensassnessassesanats ntss crsses e sss s4s8Er 888808 048003 80 400380443 08400 S03 803 SELESS B 0ESER SRS KR BELIRRBER HOS a0 TER SRS S 0RO RO R0
REFEIEIICE et resereresressesesseases s sssesnsses sesorsessEs o gotn seners E 00 B4R SEE 0008008408 1S4 438 AER 0800000 AER 0RO KekSebeRbHRS SebRER GRS RE SRS 00D
. Details of your employment at the time of the accident (if appropriate)

NEME OF EMPIOYEE ccvrtars s cersmssonerssesssssss st eses s sse s ss s et et s b bt BRS04 E B R R iR e s be R

.................................................................................................................................................................................

POST COUBuuniiririersenreerireeerinssssassimsessssesssaness svssasnsssssssssessssavsess sevatsssseas stsssaess seess et carena b are st aenen seabesoro sabonaeseabsaees
- DEPAITMENT v uuriveerseeeresrrresersmsssesirnesssssessss ioass seressesssmssessssessnssssssssn nssssssscies et e s e sen bt st engssp e
Clock or Works Number.....covvinnnee ©esrevessaesenesseenTeaEy L L NN oY et eRedh baeoheSEY SR OD IR ReE R DA 461 ORO PR RTE RSN SRS 1R SUS 0O PON SRS SR SHS

| declare that the above information is correct to the best of my knowledge.

* Claimant/claimant’s representative
BIOCK CapItalS.. vt st s s s erssss s asessssssssrassssssarestsssesens bt s

* Delete as appropriate






