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FÓRSA CRITICAL ILLNESS AND PERSONAL ACCIDENT CLAIM FORM 

 

 

Please complete and sign this form on pages 8 and 9 and return it either by post 

or email to:  

 

Keaney Insurance Brokers Ltd  

30 Lower Leeson Street  

Dublin 2  

 

Or  

 

tk@kib.ie  

 

Upon receipt of your completed claim form, Keaney Insurance Brokers Ltd will 

check with Fórsa that you are eligible to make a claim.  If you are eligible,  Keaney 

Insurance Brokers Ltd will then pass your completed claim form to Sedgwick 

Dublin who will assess and process your claim.  

 

 

If you would like further information on how Kearney Insurance Brokers Limited 

use your personal information, please read our privacy notice 

at: https://keaneyinsurance.ie/index.php/privacy-statement-kib/.  If you are 

unable to view our privacy notice online, please call or write to us and we will 

send a copy in the post. 

 

  

http://www.keaneyinsurance.ie/index.php?page=hom
mailto:tk@kib.ie
https://keaneyinsurance.ie/index.php/privacy-statement-kib/
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Before completing this form please read the ‘Information for Members Document’ 

available on the Fórsa website here: Information for Members Document. This 

sets out what is covered under your policy and what is not covered and the 

definition of the illnesses below. In order to submit a claim for our review, your 

injury or condition needs to fall within the definition of one of the illnesses below.  

 

 

List of illnesses  

 

 

Please tick which illness you are 

claiming for 

Cancer  

Coronary artery bypass grafts  

Heart attack  

Kidney failure  

Major organ transplant  

Stroke  

Loss of limb  

Blindness  

Or 

Permanent Total Disablement 

 

 

 

1. Full name (as you are known to your employer, including any alternative 

names used) 

 

 

 

2. Email address 

 

  

https://www.forsa.ie/wp-content/uploads/2023/09/Forsa-Information-Members-2023-V2.0-Segoe-UI-Version.pdf
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3. Home address 

 

 

 

 

 

4. Telephone number that you would like to be contacted on (should we 

need to speak to you) 

 

 

 

5. Date of birth 

 

 

 

6. Employer name and address 

 

 

 

 

 

 

7. On what date did you first notice your injury or symptoms for your condition 

and when did you first consult your General Practitioner (GP)? 

 

 

 

 

 

8. On what date was your injury or condition diagnosed? 
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9. Describe your injury or condition in full (continue on a separate sheet if 

required) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

10. Provide full details of any tests/investigations which have been carried out. 

Include dates, name of test, department and address of institution where 

test was performed and department references if you have them (continue 

on a separate sheet if required) 
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11. What treatment are you currently receiving? 

 

 

 

 

 

 

 

 

 

 

 

 

12. Have you previously suffered from the same or any similar injury or 

condition? Provide full details including dates 

 

 

 

 

 

 

 

 

 

13. Provide the name, address and email address of your General Practitioner 

(GP) 
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14. Provide the name and address of any doctor, specialist or consultant that 

you have attended for this injury/condition. Include details of any 

hospitalization. Please indicate which would be the most appropriate for us 

to contact (continue on a separate sheet if required) 

 

 

 

 

 

 

 

 

 

 

 

 

15. Have you ever made a claim under this or any other critical illness policy? 

Please confirm the date of that claim and the reason for that claim 

 

 

 

 

 

 

 

 

 

16. What date did your injury/condition stop you from attending your usual 

occupation? 
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17. Did you return to work? If so, when? 

 

 

 

18. Are there any other details that you would like us to consider when 

assessing your claim? 
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Consent to obtain medical report 

 

Sedgwick in Dublin will be the claims handler for your claim.  

 

To assess your claim Sedgwick may need to request a medical report from your 

medical practitioner(s) on your condition/injury. Sedgwick can only obtain a 

medical report with your consent. You do not have to give your consent but your 

claim might be denied if Sedgwick do not receive medical documents evidencing 

your injury/condition. 

 

You can request to see the report before your doctor sends it to Sedgwick. If you 

wish to view the report the doctor will hold it for 21 days please arrange to see 

the report during that time so that the report can be sent to Sedgwick as quickly 

as possible. If you request a copy of the report, your medical practitioner can 

charge you a reasonable fee.  

  

Please tick one box: 

 
 

I consent to Sedgwick making an application for a medical report and I wish to 

see the report before it is sent to Sedgwick.      
 
 

I consent to Sedgwick making an application for a medical report and I do not 
wish to see the report before it is sent to Sedgwick. 
 

 

Copies of this declaration will be legally valid. 

 

 

Name 

 

Signed        Dated 

 

Address 
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Member’s Declaration 

 

I request Sedgwick consider my claim for payment of Euro 5,000 in respect of the 

benefit under the Fórsa critical illness and personal accident insurance policy. 

 

I confirm I am a member of Fórsa and have paid my membership fees in full up 

to the date of diagnosis of my condition/date of injury to which this claim relates. 

I understand that Keaney Insurance Brokers Ltd will verify my membership details 

with Fórsa. 

 

I believe the information I have provided is true and correct. I understand that if 

any of the information I have provided in relation to my claim is found to be false, 

this may result in my claim being denied. 

 

Should this claim be agreed, I confirm that payment of this claim will constitute 

full and final settlement of any liability under the Fórsa critical illness and personal 

accident insurance policy in respect of the injury/condition described above. 

 

 

Full Name 

 

 

Signature 

 

 

Date 

 

 

Address 

 

 

 

 

 


