Individual Income Protection
Insurance Claim Form

Claimant’s Name:

Policy Number(s):

IMPORTANT INFORMATION: Please read before completing this form.

We need the information in this form so that we can get a clear picture of your situation. The information that we require includes medical
and financial details and may include some sensitive personal data. The information you provide will be used by Aviva in connection with this
insurance, and in particular your claim under the policy. We will use it for claims handling, rehabilitation and preventing fraud.

We appreciate that we do ask for a lot of information. We rely upon this information to make a fair and valid assessment of your claim.
We firmly believe it is in everyone's interest to get all the relevant information as soon as possible so we can assess your claim fairly and as
early as we can.

If you fail to disclose relevant information or if you give false information, then the protection provided by this policy could be lost or cancelled
and any claim could be rejected or reduced. It is, therefore, essential that you provide accurate and comprehensive answers and avoid the
use of strokes or dashes.

You must answer all the questions as accurately and fully as possible. If you do not, it might delay the payment of your claim, and it
might even result in the rejection of the claim and the cancellation of your policy.

You might also make the policy, or the claim, invalid if you do not inform us immediately of any change in your work, medical or
financial situation as described in this form. Therefore, you must keep us informed of all such changes throughout the course of
your claim.

The issue of this claim form is not an admittance of liability.
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Postcode:

Incident Number:

Police Officer:

Station details:




Postcode:

Postcode:

Postcode:

Postcode:




Town: Town:

County: County:

Postcode: Postcode:

Aids used: Frequency:

Medication: Is this prescribed?




Duration:

Who you consulted and where:

Length of time:







mins per day
mins per day

mins per day

mins per day
mins per day
mins per day
mins per day
mins per day
mins per day

mins per day

example of activity

example of activity

example of activity

example of activity

example of activity
example of activity

example of activity




Hours per week:

miles per week

Frequency per annum




Postcode:

Reason:




Postcode: Postcode:




Postcode:

Postcode:




Postcode:

Postcode:

Postcode:




County: County:

Postcode: Postcode:




Postcode: Postcode:

Postcode:




Postcode: Postcode:
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Postcode:
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‘

per month/per annum per month/per annum

Postcode:




Name of other person:

Relationship to claimant: Date of birth of other person:

Signature of claimant:

Signature of other person:




FAILURE TO DISCLOSE RELEVANT INFORMATION MAY RESULT IN NON PAYMENT OF A CLAIM

PLEASE CHECK THAT ALL YOUR ANSWERS ARE CORRECT AND THAT NOTHING HAS BEEN OMITTED. ANY FURTHER INFORMATION
THAT YOU FEEL MAY BE HELPFUL SHOULD BE PROVIDED ON A SEPARATE SHEET. PLEASE COMPLETE THE DECLARATION AND
CONSENT BELOW.

DECLARATION and CONSENT by the claimant (not to be signed until the form has been completed)

| hereby declare that | am the claimant referred to in this claim form and that | have read over the replies to all the questions in this form,
that to the best of my knowledge and belief all the information given is true and that | have not withheld any relevant information. I shall
inform Aviva immediately of any change in my work, medical or financial situation described in the replies given. This includes performing
any work, whether paid or unpaid. | understand and accept that if | fail to disclose relevant information known to me or give false
information, Aviva is entitled to decline my claim and cancel the policy.

I have read the explanation of my rights in the Access to Medical Reports leaflet, which accompanied this form. | consent to Aviva seeking
information about me, to include copies of my full medical records, from any medical practitioner, hospital, specialist, counsellor

or similar, and | authorise the giving of such information. | also consent to Aviva seeking information about me from any other

source it deems relevant to the consideration and investigation of this claim, including for example HM Revenue & Customs, Department
for Work and Pensions, any other insurer, reinsurer or accountant, and | authorise the giving of such information. | understand that such
information and the information | provide during the course of this claim, may be passed by Aviva to a third party, e.g. medical examiner,
rehabilitation specialist or reinsurer.

| agree to Aviva passing any independent medical examination report and associated tests to my own doctor.

| also agree that Aviva, or a representative appointed by them to act on their behalf, may share information about me (including medical
and financial information), with my employer, either by telephone or in writing, in connection with this claim for benefit.

I do not require to see any medical report before it is issued (please delete this sentence if you wish to see reports before they are sent to
Aviva).

Signature of Claimant: Date:

Print Name of Claimant:

PLEASE NOW FORWARD THIS CLAIM FORM TO AVIVA IN THE ENVELOPE PROVIDED TOGETHER WITH:
1. A JOB DESCRIPTION, IF AVAILABLE 4. EVIDENCE OF INCOME AS DETAILED IN SECTION E
2. FURTHER DETAILS OF CONSULTATIONS, IF APPLICABLE 5. DETAILS OF FURTHER INSURANCES, IF APPLICABLE

3. FURTHER DETAILS OF OTHER EMPLOYMENT, IF APPLICABLE
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Aviva Life & Pensions UK Limited.
Registered in England No. 3253947 Registered office: Aviva, Wellington Row, York, YO90 1WR.
Authorised by the Prudential Regulation Authority and regulated by the Financial Conduct Authority

and the Prudential Regulation Authority. Firm Reference Number 185896. AV I VA

Calls to Aviva may be recorded.
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