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	Print out this form and complete it by hand, or
complete it ‘on screen’. Save it first.


IC3. CONSUMER LIABILITY CASES
 
Our Reference: (Consumer liability: personal injury claim)
 
YOUR INSTRUCTIONS
 
PLEASE COMPLETE THIS FORM IN CAPITAL LETTERS
 
Your Personal Details
	Your Surname
	 
	Title
	Mr   Ms   Miss 
Mrs  Other _________

	Your Forenames
	 

	Your address
 
 
 
(Please state postcode)
	 

	
	 

	
	 

	
	 

	
	 

	
	 

	Dependants’ names and dates of birth
 
e.g. spouse/ children
	 

	
	 

	
	 

	
	 

	
	 

	Home:
Telephone No
	 
	Business:
	 
	Fax:
	 

	Your Job Title
	 
	Married   Single   Widowed 
Divorced   Separated  

	Your date of birth
	 
	National Insurance No:
	 

	
	
	
	
	
	


 
Circumstances of the Incident
	Date of incident
	Day:      Date:
am      pm 
	Postal address of incident scene
 
 
	 

	Did you purchase the offending item?
	Yes   No 
	If so do you have a receipt?
	Yes   No 

	If not, give the name and address of the purchaser
	 
	How was payment made e.g. cash, cheque credit card.  Please supply any relevant stubs/ dockets
	 

	Was the offending item made by the Vendor - or bought in from outside supplier
	 
	If the latter, please give any information you might have about the outside supplier.
 
	 


 
Details of your Incident
	Please give a detailed description of what happened in the space below.  Your account should follow the sequence of events as they occurred, starting with the events leading up to the incident to the moments immediately after but concentrating on the actual occurrence of the event.
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Known Previous Similar Incidents
	Date
	Event
	Persons injured or involved
	Where recorded

	 
	 
	 
	 


 
Details of any individual(s) directly responsible for your injury
	Surname
	 
	Title
	Mr   Ms   Miss 
Mrs  Other _________

	Forenames
	 

	Address
(Please state postcode)
	 

	Employers’ name
	 

	Telephone number
	 
	Job Title
	 

	What was he/she doing?
	 

	Why do you hold him/ her responsible?
	 

	What actually caused your injury?
	 


 
Witnesses
	How many:
	 


 
	Names
	Addresses
	Telephone numbers

	 
	 
	 

	If you need more space turn to the continuation sheet


 
Did you hear anyone admit blame for the incident or for your injury?
	Who:
	 
	To whom:
	 

	When:
	Date:
	Time:
	Where:
	 

	Exactly what was said:

	 

	
	
	
	
	


 
Any other evidence that might support your case
	 
 


 
Details of your Injuries
	What injuries did you receive?
	 

	Have they effected your ability to work?
	Yes   No 
	How
	 

	Have they effected your social, domestic, recreational activities?
	Yes   No 
	How
	 

	Do you still have any symptoms?
	Yes   No 
	What are they?
	 

	Did you attend a casualty department in a hospital?
Name of treating Doctor:
	Yes   No 
	Where (Name and address)
	 
	Hospital reference number:
If known

	
	
	
	
	 

	Were you admitted to hospital?
	Yes   No 
	Where
	 
	Hospital reference number:
If known

	
	
	
	
	 

	Did you have an X-rays taken?
	Yes   No 
	Where
	 
	Hospital reference number:
If known

	
	
	
	
	 

	Have you attended an outpatients department for treatment?
Name of treating Doctor:
	Yes   No 
	Where (Name and address)
	 
	Hospital reference number:
If known

	
	
	
	
	 

	Have you had treatment for these injuries at a different hospital? 
Name of treating Doctor:
	Yes   No 
	Where (Name and Address)
	 
	Hospital reference number:
If known

	
	
	
	
	 

	Have you consulted your General Practitioner about this?
	Yes   No 
	GP’s Name and Practice Address:
	 

	Dates when you visited your GP
	 

	Please give details of anyone else whom you have consulted for treatment
	 


 
Absence from Work/Employment Details
If Employed
	Name of Employer
	 
	Payroll/Staff Number
	 

	Employer’s Address
	 
	Annual Salary, before tax
	£

	
	
	Basic pay, before tax
	£                   weekly

	
	
	Total pay, before tax
	£                   weekly

	Telephone Number
	 
	Average pay, pre-injury
	£                            
              week/month

	Manager
	 
	Basic hours, pre-injury
	                  per week

	Job Title
	 
	Average overtime
	£                per week

	Date first started
	 
	Lost income to date, estimate
	£

	Main job activities
	 
	Date off work
	 
	 
	 

	Returned to work
	Yes   No 
	Date of return
	 
	 
	 

	Resumed full duties
	Yes   No 
	Period off work
	 


	Activities still affected
	 
	Lost employment collateral benefits such as subsidised meals etc
	 


 
	Details of any secondary income effected by your injury

	 


 
If recipient of Welfare Benefits (before injury)
	Nature of Benefits
	Amount received
	Every ...... (period)
	DSS office address:
	 

	 
	 
	 
	
	

	 
	 
	 
	
	

	 
	 
	 
	Job Centre address, if unemployment benefit claimed
	 

	 
	 
	 
	
	

	 
	 
	 
	
	

	(After injury, if different)

	 
	 
	 
	Benefit number:
	 


 
Disablement Benefit
	Are you entitled to disability benefit as a result of this accident?
	Yes   No 
	What percentage of disability has been assigned to your injury?
	 

	When will you be re-assessed?
	 
	When?
	 


 
Details of Other Losses and Expenses
Articles damaged
	Item lost or damaged
	Damage done
	Is it repairable?
	Repair cost or value   £
	Date Purchased

	 
	 
	 
	 
	 


 
Travel to and from treatment                          Close relatives visiting
	Yourself
	 
	Name of relative
	 

	Method, car, train, taxi etc
	 
	Method of transport
	 

	Distance, round trip
	 
	Distance, round trip
	 

	Number of journeys
	 
	Number of journeys
	 

	Estimated cost
	£
	Estimated cost
	£


 
Other travel necessary as a result of the injury  Visiting friends or relatives
	Yourself
	 
	Name of relative
	 

	Method, car, train, taxi etc
	 
	Method of transport
	 

	Distance, round trip
	 
	Distance, round trip
	 

	Number of journeys
	 
	Number of journeys
	 

	Estimated cost
	£
	Estimated cost
	£


 
Other travelling expenses
	Date
	Method of transport
	Reason
	Distance
	Cost
£

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 


 
Medical/Treatment Expenses
	Medication
	Prescription/Medicine
	Amount and Frequency
	Cost
£

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


 
 
	Treatment
	Name of Practitioner
	Frequency
	Cost
£

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


 
Other Expenses
	Date
	Item
	£
	Date
	Item
	£

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


 
Documentation
Please let us have any receipts for the items claimed and remember to keep all future receipts and relevant documentation in a safe place.  Examples of other relevant documents include: sketch plans or photographs of the accident scene; photographs of your injuries; any correspondence with any of the parties or their representatives, the Police, your insurers, your employers or the DSS; prescription receipts and GP sick notes.
 
Other Losses or Information
	 


 
Please sign and date your instructions sheet in the space indicated below.  If there is time, post your instructions to us. 
 
Please return to:    Simcox Associates
                          14 New Bond Street
                          BATH
                          BA1 1BE
 
 
Signed:  ................................................................................ Dated:  ........................................
 
Simcox Associates, Solicitors, 14 New Bond St, Bath, BA1 1BE, United Kingdom

Tel:  44(0)1225 401 200   Fax: 44(0)1225 446 913   Email info@bathlaw.com
Website www.bathlaw.com
1

