


Date of Injury                      /            /  Opposition

Nature of Injury

Brief Details of Circumstances

Loss of Wages

– Applicable to Adults/Youths who are in full time employment (‘employment’ 
means – permanent gainful employment of not less than 16 hours per week)

– Benefit is payable for full weeks only up to a maximum of 52 weeks 
ÉñÅäìÇáåÖ the first week.

– The maximum benefit payable is as follows – 
Week 1 – €Nil.   
Weeks 2 to 4 – Up to €200.   
Weeks 5 to 52 – Up to €400.

– The Injury Scheme only provides cover for non-recoverable costs of nett basic 
wage (excluding overtime, bonuses, unsociable working hours, allowances etc). 
Social Welfare and/or other entitlements will be considered as recoverable 
income and will be deducted from the basic nett wage figure.

Medical Exp enses

– Non-recoverable medical expenses up to a limit of €5000, ÉñÅäìÇáåÖ the first €60 of 
each and every claim. Medical Treatment is only covered if provided by recognised/
qualified practitioners.

– Please note that, Physiotherapy, Osteopathy, Chiropractic, Sports Massage, 
Acupuncture etc, must be medically prescribed and are limited to €200 in total 
per claim. However medically prescribed post operative treatment is exempt from
the limit of €200. 

Dental Expenses

Non-recoverable dental expenses up to a limit of €5000, ÉñÅäìÇáåÖ=the first €60 of 
each and every claim

Supplementary Hospital Benefit

Benefit payable – €400 per days stay in hospital. Benefit only payable if stay is a 
minimum of 10 consecutive days up to a maximum of 15 days.

Permanent Disability

Lifetime Disability Benefit – €300,000 (A single identifiable occurrence on the field
of play resulting in permanent total physical paralysis such that the Insured Person 
is confined to a wheelchair for life)

Capital Benefits
Permanent Total Disablement from gainful employment Up to – €100000
Loss of eye(s) or limb(s), or loss of hand(s) or foot/feet Up to – €100000
Complete and incurable paralysis Up to – €100000
Permanent Partial Disablement – ‘Continental Scale to a maximum of €50000
Death Benefit
Adult or Married Youth – €50000
Youth – €25000

qÜÉ=~ÄçîÉ=áë=éìêÉäó=~=ëìãã~êó=çÑ=ÄÉåÉÑáíë=é~ó~ÄäÉ=Ñçê=~ëëáëí~åÅÉ=ïÜÉå=ÅçãéäÉíáåÖ=íÜáë=Åä~áã=ÑçêãK

pÉÅíáçå=^K=`lkqfkrba ql=_b=`ljmibqba=fk=^ii=`^pbpK==mib^pb=rpb=_il`h=ibqqbop

k~íìêÉ=çÑ=mçëëáÄäÉ=`ä~áã=EíáÅâ=~ë=~ééêçéêá~íÉF



pÉÅíáçå=_K ilpp=lc=t^dbp=`boqfcf`^qflk=J
clo=`ljmibqflk=_v=pbic=bjmilvba=`i^fj^kq

Name of Company

Address

Business Description

Nature of Employment (e.g. farmer, sole trader, partnership)

Amount of average nett weekly income €

Weekly nett wage paid to substitute worker(s) (if any) €

Reason for loss of income

I declare that I am unfit for work following injury as a result of participating in Gaelic Football, Hurling, Handball or Rounders and unable to
earn my average nett weekly income.

I attach
EáF `çåÑáêã~íáçå=çÑ=ãó=äçëë=çÑ=åÉíí=ïÉÉâäó=ï~ÖÉë=Ñêçã=ãó=^ÅÅçìåí~åí==EáåÅäìÇÉ=`Ü~êíÉêÉÇ=^ÅÅçìåí~åíë=

oÉÖáëíê~íáçå=kçKF
EááF aÉí~áäë=çÑ=ãó=Åä~áã=ïáíÜ=íÜÉ=aÉé~êíãÉåí=çÑ=pçÅá~äI=`çããìåáíó=~åÇ=c~ãáäó=^ÑÑ~áêë=çê=íÜÉ=pçÅá~ä=pÉÅìêáíó=^ÖÉåÅóK

Signed Date    / /

Employer’s Name Phone Number

Company Registration Number

Address

pÉÅíáçå=`K ilpp=lc=t^dbp=`boqfcf`^qflk=J
clo=`ljmibqflk=_v=`i^fj^kqÛp=bjmilvbo



pÉÅíáçå=`K=`lkqfkrba ilpp=lc=t^dbp=`boqfcf`^qflk=J
clo=`ljmibqflk=_v=`i^fj^kqÛp=bjmilvbo

(if no stamp
available please

attach a letter on
company headed
paper confirming

the above details)

EÉñÅäìÇáåÖ=çîÉêíáãÉI
~ääçï~åÅÉë=ÉíÅKF

Employee’s Name Employee’s RSI No Employee’s RSI Class

Date employment commenced Date last worked Date of notification of loss of wages

/            /  /            /   /            / 

Reason for loss of wages Date returned to work

/            / 

^ãçìåí=çÑ=äçëë=çÑ=_~ëáÅ=kÉíí=ïÉÉâäó=ï~ÖÉë €
EmäÉ~ëÉ=~íí~ÅÜ=P=êÉÅÉåí=é~óëäáéë=Ç~íÉÇ=éêáçê=íç=íÜÉ=áåàìêóI=çê=~=äÉííÉê=Ñêçã=ÉãéäçóÉê=ëí~íáåÖ=óçìê=åÉíí=ïÉÉâäó=ï~ÖÉF

Is the above employee contributing to a company VHI or equivalent scheme? Yes No

I hereby certify that the employee is at a loss of nett weekly wages and was in permanent employment of at least 16 hours 
on average per week prior to the loss and no sick pay scheme is in operation.

Personnel Officer’s/Manager’s Name (block capitals) bãéäçóÉêë=pí~ãé

Personnel Officer’s/Manager’s Signature 

Date

/               /  

pÉÅíáçå=aK EáF pl`f^i=tbiĉ ob=_bkbcfq J=clo=`ljmibqflk=_v=pl`f^i=tbiĉ ob=lccf`b
EááF pq̂ qrqlov=pf`h=m^v=`boqfcf`^qflk=Eclo=obpfabkqp=lc=kloqebok=

fobi^ka=lkivF J=clo=`ljmibqflk=_v=`i^fj^kqÛp=bjmilvbo=

I certify that the above named has been in receipt of Illness Benefit for the period /          / to /         /
at a rate of     € per week

I certify that the above named is not entitled to Illness Benefit for the period                                  /          /             to               /         /

as (please state reason)

Official’s Name (block capitals)

lÑÑáÅá~ä=pí~ãé
Official’s Signature

Date

/               /



pÉÅíáçå=cK ql=_b=`ljmibqba=fk=^ii=`^pbp=_v=`i^fj^kqI=`ir_=pb`obq̂ ov=^ka=`lrkqv=pb`obq̂ ov

pÉÅíáçå=bK jbaf`^i=`boqfcf`^qflk=J
clo=`ljmibqflk=fk=^ii=`^pbp=_v=qeb=
al`qloLabkqfpq=tel=^qqbkaba=qeb=`i^fj^kq

Patient’s Name Patient’s Date of Birth

Patient’s Address

Please state specific diagnosis

Cause of disability and details of treatment administered

Date of diagnosis   / / Date patient first consulted you for this disability / /

Date from which unfit for work / / Date fit to return to work (if known) / /
If unknown, please give estimate

Has the claimant ever had this or a similar disability / treatment before?  Yes No

If Yes, please give date and details.

Please Indicate if this injury is GAA related Yes No

açÅíçêÛë=L=aÉåíáëíÛë=aÉÅä~ê~íáçå= pí~ãé
I declare that to the best of my knowledge, the above information is accurate 
and correct and that the disability has been continuous as stated above.

Name (block capitals)

Signature

Telephone No Date / /

`ä~áã~åíÛë=aÉÅä~ê~íáçå
I declare that to the best of my knowledge, the foregoing statements are true in every respect. I hereby authorise the doctor / dentist / physiotherapist /
hospital / employer / VHI / Quinn Health Care / VIVAS / Dept. of Social Welfare to supply any information requested. I understand that any deliberate
misstatement will void the claim in it’s entirety. 

I consent for the purposes of the Data Protection Acts,1988 and 2003 to the information I give on this claim form and any other form issued to 
me in connection with this claim and to any other information that I give in relation to this claim being held and assessed by Coyle Hamilton Willis 
and the GAA. 

I give my authorisation that any information pertaining to this claim may be provided to any persons deemed relevant by Coyle Hamilton Willis
and/or GAA in assessment of this claim. 

Signature Date / /

`äìÄ=pÉÅêÉí~êóÛë=aÉÅä~ê~íáçå

I declare that the above named claimant was injured as a result of participating in an officially sanctioned Game Yes No
I declare that the above named claimant was injured as a result of participating in an officially 
sanctioned Training Session Yes No

Name (block capitals)

Signature Date / /

m~ëëÉÇ=Äó=`çìåíó=pÉÅêÉí~êó
I declare that this was an officially sanctioned Game Yes No
I declare that this was an officially sanctioned Training Session Yes No

Name (block capitals)

Signature Date / /

mäÉ~ëÉ=Ñçêï~êÇ=íÜáë=ÅçãéäÉíÉÇ=Ñçêã=íç=`çóäÉ=e~ãáäíçå=táääáë=iíÇKI=dê~åÇ=jáää=nì~óI=_~êêçï=píIaìÄäáå=QI=ïáíÜáå=SM=Ç~óë=çÑ=íÜÉ=Ç~íÉ=çÑ=áåàìêóK


