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Malpractice Liability and Legal Benefits
Incident Report Form

(Notification of Circumstances Out of Which a Claim May be Made)


Your Full Name:



Your Membership Number:


Your Contact Address:



Telephone numbers: 
(Home)



(Work)


Email:


Your Occupation: 


Full Name of Your Employer: 


Full Name of Your Workplace: 


Name of claimant or potential claimant: 


Name of Patient/Client/Resident: 


Age of Patient/Client/Resident: 


Sex of Patient/Client/Resident: 


Marital Status of Patient/Client/Resident: 

Inpatient/Outpatient: 


Date and time of incident: 


Exact location of incident: 

Detailed description of incident out of which an allegation of malpractice may arise (Do not include any admission of negligence):

(If there is not sufficient room attach additional pages )


What treatment was given to Patient/Client/Resident: 


Describe any bodily injury or damage to property: 


Identify of any medical personnel or other witnesses in attendance at the time of the incident: 


Has any claim been made or intimated against the member? 

(Attach any relevant medical or Witness Reports and/or any Letters of Complaint or Demand)
I hereby declare that the above statement is true and that I have not suppressed or mis-stated any facts.


Member Signature:


Date:

Note: 
Do not include any statement or comment which could be construed as an admission of fault 

Attach any supplementary information and relevant correspondence, medical or witness reports, and/or letters of complaint or demand.

Return to: 



Health and Community Services Union





PO Box 635





NORTH HOBART  TAS  7002

























































































































































