Healthcare _In__tide_ht . B Allianz @
Report Formr

An Incident Form must be completed for any occunence or c:rcumstance whlch accordmg
to the Insured s reasonable prof&ssmnal view wrll or Wlﬂ most likely give rise to a claim

Name of Facility/Service: Policy Number:
Address:

Telephone Number: Facsimile No:
Email:

Name: In - Patient;

O
Address: Out - Patient; O
Day - Case: O
Visitor: O
Record No.:
Date of Birth:
Gender: Male: O Female: O

Why was the injured person in the hospital / facility?

O Accident & Emergency O Grounds O Pathology O Toilet/Bathroom
O Cafeteria O Lift O Physiotherapy O Ward:
O Car Park O Kitchen O Rehabilitation O X-Ray
O Corridor O orD O Theatre O Other:

Condition of Location:

Public Liability Malpractice

O Assault - Physical O Eye Splash 0O Incorrect OT Count O Self Inflicted Injury

O Burn O Fall - Level O Acquired Infection O Extravasation

O Chemical O Fall - Height O Medication Error O Unplanned return to OT

O Other O Burn O Unplanned ICU admission
Please outline details: O Other O Treatment/Procedure Related

Please outline details:







