Social Welfare Services

Application form for C1

Cost of Medical Care in respect of an
Occupational Accident or Disease

How to complete application form for Cost of Medical Care in respect of an
Occupational Accident or Disease.

Please tear off this page and use as a guide to filling in this form.
Please use BLACK ball point pen.
Please use BLOCK LETTERS and place an X in the relevant boxes.

Please answer all questions that apply to you. If a question does not apply to you,
please leave the answer area blank.

You need a Personal Public Service Number (PPS No.) before you apply.

Log on to www.welfare.ie for more information.

Fill in all Parts as they apply to you. When form is completed, sign declaration in
Part 1.

If you need any help to complete this form, please contact your local Social Welfare
Office or Citizens Information Centre.

Important:

The cost of Medical Care should be claimed within 6 weeks of the start of the care.
If the claim is received later, a good reason must be shown for the delay in
claiming.



To help us in processing your claim:
= Print letters and numbers clearly.
* Use one box for each character (letter or number).

Please see example below.

1. Your PPS No.: 1(2(3|4|5|6|7|T i
2. Title: (insertan ‘X’ or
specify) Mr.[ ] Mrs. Ms. [ ] Other i
3. Surname: MIU|R|P|H|Y i
4. First name(s): MIA|U|R|E |E |N
5. Your first name as it MIAIRIY
appears on your birth !
certificate:
6. Birth surname: MIC|D|E|RIM|O|T|T
7. Your mother’s birth KIE|ILILIY
surname: |
8. Your date of birth: 218 02 1(9(7/0 |
D M Y i

9. Your address: 1 N|E|W S|T|IR|E|E|T

O|L TIO|W

10.Your telephone number: |[0]|1]7](0(4|3/0|0|0

11.Your email address: MIM|U/RIPH|Y @W|E|L|F|AIRIE|. |I|E

SAMPLE




Ap p I i Cati on fO 'm fo r Social Welfare Services

Cl
Cost of Medical Care in respect of an
Occupational Accident or Disease

Part 1 Your own details

1. Your PPS No.:

2. Title: (insert an ‘X’ or M. MIrs. Ms. Oth
pecify) r.[ ] rs. [ ] s. [ ] er

3. Surname:

4. First name(s):

5. Your first name as it
appears on your birth

certificate:

6. Birth surname:

7. Your mother’s birth

surname:
8. Your date of birth:

Contact Details

9. Your address:

10.Your telephone number:

11.Your email address:

Declaration

| declare that all the information | have given on this form is accurate.

Date: 210

Signature (not block letters)

Warning: If you make a false statement or withhold information, you may be
prosecuted leading to a fine, a prison term or both.




Part 1 continued Your own details

12.Are you? D Male D Female

13.What nationality are you:

14.What country were you
born in:

Note: An accident while on an unbroken journey to or from work is regarded as an
occupational accident.

15.Was the Medical Care required as a result of:

An Occupational Injury? [ ] ves [ ] No
or

A Prescribed Disease? D Yes D No
If ‘Yes’, have you claimed D Yes D No

Injury Benefit or
Disablement Benefit?

16.From what date did you receive the Medical Care?

From:

To:

17.Do you have a Medical Card?

[ ] Yes [ ] No

If you do not have a
Medical Card but have
previously applied for one,
please state result of that
application.

18.If your claim is late, please state in the space provided why you did not claim on time.




Part 2

19.Please state your:

Employer’s name:

Employer’s address:

Job title:

Part 3
Please state:

20.Date of accident or
development of disease:

21.Where did the accident
happen?

22.What were you doing at
the time?

23.Give a description of the
accident in the space
across.

24.Give a description of the
injury you received in the
space across.

25.When did you report it to
your employer?

26.1f the accident was
reported, state to whom:

Surname:
First name(s):

Address:

Your work and claim details

Details of Occupational Accident or Disease

Time

am/pm

(If the accident was not reported to your employer, do so now).




Part 3 continued Details of Occupational Accident or Disease

27.Give the name and address of anyone who saw the accident:
Witness 1

Surname:

First name(s):

Address:

Witnhess 2

Surname:

First name(s):

Address:

28.1f a disease was involved,
please state type of
disease and why you
believe it was caused by
the nature of your work.




RS Is claimed

Please state:
29.Your doctor’s:

Details of Medical Care for which payment

Surname:

First name(s):

Address:

30.Dates you visited your
doctor:

31.Dates your doctor visited

you at home:

32.Cost of doctor’s visits:

Amount claimed

€

(attach original receipts not photocopies)

33.Give details below of pharmaceutical or other medical or

surgical supplies obtained on doctor’s prescription:

34.Give cost of pharmaceutical or other medical or surgical

supplies: (attach original receipts not photocopies) =

35.Give details below of any miscellaneous expenses:
(travel, hospital charges etc.)

36.Give cost of these expenses:

(attach original receipts not photocopies)

| wish to claim the cost of medical care that was as a
result of an occupational injury or a prescribed

disease. It amounts to:

Total

€




Medical Care Section

Social Welfare Services

Department of Social and Family Affairs
Aras Mhic Dhiarmada

Store Street

Dublin 1

Telephone: (01) 704 3022
(01) 704 3627

Explanations and terms used in this form are intended as a guide only and are not a legal interpretation.
15K 02-09 Edition: February 2009




