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To be completed by the employee when a claim is being submitted by the employer

You are under a duty to provide true, accurate, and complete information in this claim form and when providing information to 
MetLife in order for us to assess the claim. If you provide misleading information it may result in the claim being rejected. Please 
return the completed form to your employer. Please note that we may need to obtain further information from your employer 
regarding the claim. 

Please also ensure that you print, fill in and sign the declaration and consent at section 6 of this claim form by hand.

Section 1 - Your details

Please complete in block capitals

Employer’s name

Your name including title e.g. Mr, Ms

Section 2 - Your work

1.	 What was your job role immediately prior to your absence from work due to illness or injury?

	

2.	 Please describe your normal duties in detail.
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3.	 How long have you been in your current role?

	

4.	 Please detail the requirements of your job?

	 % of daily work			     <10%						            10% - 30%					          30% - 50%					          50%

	 Sitting					                 

	 Standing				                

	 Walking				                

	 Lifting					                 

	 Climbing				                

	 Other (please specify)	             

	 If your job involves lifting please confirm the amounts in kilograms (kg)

	 % of daily work		  	   <10kgs				       10 - 20kgs			      20 - 30kgs			     30 - 40 kgs			     40+ kgs		

	 Rarely					                    

	 Moderately				                  

	 Frequently				                   

	 Constantly				                   

	 a. 	 Please advise whether any specific licences are required to enable you to carry out your job (excluding a standard driving licence).  

		

	 b. 	 Are any special skills or tools needed?

		

	 c. 	 If you need to travel as part of your role, please tell us what transport you would normally use, and your average mileage per year 
(please don’t include your commute to work).

		

5. 	 In what environmental conditions would you normally expect to work? (e.g. office, factory, any extremes of heat or cold, outdoors).

	

6. 	 How many hours are you contracted to work during the week?

	

	 a. 	 Are you involved in any shift work, weekend work or required to work additional hours on a regular basis?  If ‘Yes’, please give details.

	  	   Yes 	        No

		

		

7. 	 Do you supervise any other staff? If yes, how many?																	                    Yes 	        No
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8.	 When were you last in contact with your employer?

	 DD M M Y Y Y Y 	

	 a. 	 Have you discussed options for returning to work with your employer?								           Yes 	        No

	 b. 	 Is your position still available for you to return to?   													                Yes 	        No 	        Don’t know

	 c. 	 Is there any alternative work available for you, and / or would you be able to return  
to a less demanding role?   If ‘Yes’, give details.															                 Yes 	        No 	        Don’t know

		

		

		

9.	 Are you planning or considering returning to any form of work either on a part or full time basis?  
	 If ‘Yes’ please provide details.  																							                          Yes 	        No

	

	

Section 3 - Your income

1.	 Are you receiving income from any other sources?																		                     Yes 	        No 
	 If yes, please state the sources of income being received as a result of your illness or injury  
	 e.g. ill-health pension, insurance payments.

	 Insurance payments - name of insurer(s)    Cover									           Income amount £ and frequency		   Start Date

	         DD M M

	         DD M M

	 Pension - name of pension provider(s)									          							     

	         DD M M

	         DD M M

	 Other - name of source(s)									         							     

	         DD M M

	         DD M M
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Section 4 - Your health

1.	 What is the illness or injury you are currently suffering from? 

	       

	 a. 	 When did symptoms first occur? 													           

		  DD M M Y Y Y Y   

		  What were these symptoms? 	

 

	 b. 	 How do they impact your ability to work?

		

	 c.  	 From what date did this prevent you from following your normal occupation?

		  DD M M Y Y Y Y   

	 d. 	 Have you ever suffered from this condition in the past?  If ‘Yes’, give details and dates.		                            Yes 	        No

 		

2.	 How often are you affected by your illness or injury and how long does this last?

	

	

3.	 Does the severity of your illness or injury vary?  If ‘Yes’, give details.	  												                 Yes 	        No

	

4.	 What medication are you currently taking? Please include dosage.

	 	

5.	 What other treatment are you receiving?  e.g. physiotherapy, counselling or alternative medicine. 
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6.	 a.	 Are you using any physical aids e.g. walking sticks or collars? 	  													                  Yes 	        No 
	 b. 	 Are they beneficial?																									                              Yes 	        No

7.	 a.	 Is your current treatment providing any relief of symptoms?  														                   Yes 	        No 
	 b. 	 Are there any side effects from this treatment?	      																	                      Yes 	        No 
	 If yes, please state what:

	 	

8.	 Please provide the name and address of your usual GP 
	 Name 
	  
 

	 Address

	

	 City      County     Postcode        
 
9.	 Have you been referred to any specialists or consultants?																                     Yes 	        No 
	 If yes, please state name, address, type of specialist /consultant and give the date of your last and of any future appointment.

	 Name 
	  
 

	 Address

	

	 City      County       Postcode         

	 Type of specialist 
	

	 Date of last appointment	

	 DD M M Y Y Y Y   

	 Future appointments 
	 DD M M Y Y Y Y 				    DD M M Y Y Y Y 			  DD M M Y Y Y Y

 
	 Name 
	  
 
	 Address

	

	 City      County       Postcode        

	 Type of specialist 
	

	 Date of last appointment						       
	 DD M M Y Y Y Y

	 Future appointments 
	 DD M M Y Y Y Y 			   DD M M Y Y Y Y 			  DD M M Y Y Y Y   
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	 Name 
	  
 

	 Address

	

	 City      County       Postcode        
 
	 Type of specialist 
	

	 Date of last appointment						       
	 DD M M Y Y Y Y

	 Future appointments 
	 DD M M Y Y Y Y 			   DD M M Y Y Y Y 			  DD M M Y Y Y Y   

10.	Have you been referred to Occupational Health by your employer? If yes, please provide details.

	 	

Section 5 - Impact on you

1.	 What are your current difficulties in terms of your activities of daily living?  
	 (e.g. shopping, gardening, cleaning, washing, bathing independently, cooking).   

	

2.	 Have you discussed returning to work with your GP?  If ‘Yes’, please give details.	  								             Yes 	        No 
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Section 6 - Declaration and consent - this declaration should be returned to MetLife

Employee’s personal details

Name

Address

City      County       Postcode        

Date of birth

DD M M Y Y Y Y

Telephone number

Email address

Access to medical reports		

It may be necessary for us to ask any doctor who has attended you to provide us with a medical report, but before we can do this, we 
need your consent. Before signing the declaration below, you should know that you have certain rights under the Access to Medical 
Reports Act 1988 and/or the Access to Personal Files and Medical Reports (Northern Ireland) Order 1991. You do not have to give your 
consent, but if you do not, we may be unable to proceed with processing the claim. 

You can say whether you wish to see the report before it is sent to us. We will then tell you if we request a report from your doctor.  
We will also inform your doctor that you wish to see the report before it is sent to us. You will then have 21 days to contact your doctor 
to arrange to see this report. If you choose not to see the report before it is sent, you can ask your doctor for a copy within 6 months of it 
being supplied to us.

If you consider any part of the report to be misleading, you can ask your doctor to amend it. If your doctor refuses, you may add your 
own written comments. Your doctor does not have to let you see any part of the report if, in their opinion, you or others would be 
harmed by it, or if the report contains information about another person, unless that person consents to you seeing the report. You will 
be informed if any part of the report is affected in this way.

Please note that if you do wish to see any report before it is sent to us then this may cause the processing of the claim to take longer than 
would otherwise be the case.

Data Protection 	

MetLife is a data controller in respect of any personal data you provide to us. The ways in which MetLife may collect, share or process 
your personal data are explained in MetLife’s Privacy Notice. MetLife’s Privacy Notice also explains your rights regarding your personal 
data. A copy of MetLife’s Privacy Notice is available on our website, www.metlife.co.uk.

Should you have any questions or concerns, please contact the MetLife Data Protection Officer at DataProtectionUK@MetLife.com.
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Declaration and consent	

By signing below, I confirm that I have read and I understand the explanation above of my rights under the Access to Medical Reports 
Act 1988 or the Access to Personal Files and Medical Reports (Northern Ireland) Order 1991 (as applicable).

I consent to MetLife applying to my treating Doctors or medical practitioners to obtain medical reports and my medical notes and records.

  I do want to see any medical report before it is sent to MetLife    I do not want to see any medical report before it is sent to MetLife.

I consent to MetLife requesting information from any Doctor or medical practitioner who has treated me in respect of any medical 
condition affecting my physical or mental health. I authorise my treating Doctor and my treating medical practitioner to release copies 
of my medical notes and records to MetLife, and I authorise my Doctor or medical practitioner to provide a report on production by 
MetLife of a copy of this consent. I confirm that a copy or electronic copy of this form and the signed consent shall have the same 
validity as the original.

I declare that the information disclosed by me in this claim form is true, accurate and complete. I understand that if I have provided 
misleading information it may result in the claim being rejected.

I confirm that I have read the Data Protection section above and understand how to access MetLife’s Privacy Notice.

Name of employee																                Date of signature

	 DD M M Y Y Y Y

Please sign here

metlife.co.uk

Products and services are offered by MetLife Europe d.a.c. which is an affiliate of MetLife, Inc. and operates under the “MetLife” brand.

MetLife Europe d.a.c. is a private company limited by shares and is registered in Ireland under company number 415123. Registered office at 20 on Hatch, 
Lower Hatch Street, Dublin 2, Ireland. UK branch office at Invicta House, Trafalgar Place, Brighton BN1 4FR. Branch registration number: BR008866. MetLife 
Europe d.a.c. (trading as MetLife) is authorised and regulated by Central Bank of Ireland. Deemed authorised by the Prudential Regulation Authority. Subject to 
regulation by the Financial Conduct Authority and limited regulation by the Prudential Regulation Authority. Details of the Temporary Permissions Regime, which 
allows EEA-based firms to operate in the UK for a limited period while seeking full authorisation, are available on the Financial Conduct Authority’s website.

COMP 2820.04 MAY2022


	Text Field 388: 
	Text Field 389: 
	Text Field 390: 
	Text Field 391: 
	Text Field 392: 
	Text Field 393: 
	Text Field 394: 
	Text Field 395: 
	Text Field 396: 
	Text Field 397: 
	Text Field 398: 
	Text Field 399: 
	Text Field 400: 
	Text Field 401: 
	Text Field 402: 
	Text Field 403: 
	Text Field 404: 
	Text Field 405: 
	Text Field 406: 
	Text Field 407: 
	Text Field 408: 
	Text Field 409: 
	Text Field 410: 
	Text Field 411: 
	Text Field 412: 
	Text Field 413: 
	Text Field 414: 
	Text Field 415: 
	Text Field 416: 
	Text Field 417: 
	Text Field 418: 
	Text Field 419: 
	Text Field 420: 
	Text Field 421: 
	Text Field 422: 
	Text Field 423: 
	Text Field 424: 
	Text Field 425: 
	Text Field 426: 
	Text Field 427: 
	Text Field 428: 
	Text Field 429: 
	Text Field 430: 
	Text Field 431: 
	Text Field 432: 
	Text Field 433: 
	Text Field 434: 
	Text Field 435: 
	Text Field 436: 
	Text Field 437: 
	Text Field 438: 
	Text Field 439: 
	Text Field 440: 
	Text Field 441: 
	Text Field 442: 
	Text Field 443: 
	Text Field 444: 
	Text Field 445: 
	Text Field 446: 
	Check Box 39: Off
	Check Box 40: Off
	Text Field 447: 
	Check Box 41: Off
	Check Box 42: Off
	Text Field 448: 
	Text Field 450: 
	Text Field 449: 
	Text Field 456: 
	Text Field 455: 
	Text Field 454: 
	Text Field 453: 
	Text Field 452: 
	Text Field 451: 
	Check Box 43: Off
	Check Box 44: Off
	Check Box 45: Off
	Check Box 46: Off
	Check Box 75: Off
	Check Box 47: Off
	Check Box 48: Off
	Check Box 76: Off
	Text Field 457: 
	Check Box 49: Off
	Check Box 50: Off
	Text Field 458: 
	Check Box 51: Off
	Check Box 52: Off
	Text Field 459: 
	Text Field 460: 
	Text Field 461: 
	Text Field 463: 
	Text Field 462: 
	Text Field 465: 
	Text Field 464: 
	Text Field 466: 
	Text Field 467: 
	Text Field 468: 
	Text Field 470: 
	Text Field 469: 
	Text Field 472: 
	Text Field 471: 
	Text Field 473: 
	Text Field 474: 
	Text Field 475: 
	Text Field 477: 
	Text Field 476: 
	Text Field 479: 
	Text Field 478: 
	Text Field 480: 
	Text Field 481: 
	Text Field 482: 
	Text Field 484: 
	Text Field 483: 
	Text Field 486: 
	Text Field 485: 
	Text Field 487: 
	Text Field 488: 
	Text Field 489: 
	Text Field 491: 
	Text Field 490: 
	Text Field 493: 
	Text Field 492: 
	Text Field 494: 
	Text Field 495: 
	Text Field 496: 
	Text Field 498: 
	Text Field 497: 
	Text Field 500: 
	Text Field 499: 
	Text Field 501: 
	Text Field 503: 
	Text Field 502: 
	Text Field 509: 
	Text Field 508: 
	Text Field 507: 
	Text Field 506: 
	Text Field 505: 
	Text Field 504: 
	Text Field 510: 
	Text Field 511: 
	Text Field 513: 
	Text Field 512: 
	Text Field 519: 
	Text Field 518: 
	Text Field 517: 
	Text Field 516: 
	Text Field 515: 
	Text Field 514: 
	Check Box 55: Off
	Check Box 56: Off
	Text Field 520: 
	Text Field 521: 
	Check Box 57: Off
	Check Box 58: Off
	Text Field 522: 
	Text Field 523: 
	Text Field 524: 
	Check Box 59: Off
	Check Box 60: Off
	Check Box 61: Off
	Check Box 62: Off
	Check Box 63: Off
	Check Box 64: Off
	Check Box 65: Off
	Check Box 66: Off
	Text Field 525: 
	Text Field 526: 
	Text Field 527: 
	Text Field 528: 
	Text Field 529: 
	Text Field 530: 
	Text Field 531: 
	Text Field 532: 
	Text Field 533: 
	Text Field 534: 
	Text Field 535: 
	Text Field 536: 
	Check Box 67: Off
	Check Box 68: Off
	Text Field 537: 
	Text Field 538: 
	Text Field 539: 
	Text Field 540: 
	Text Field 541: 
	Text Field 542: 
	Text Field 543: 
	Text Field 544: 
	Text Field 545: 
	Text Field 546: 
	Text Field 547: 
	Text Field 548: 
	Text Field 550: 
	Text Field 549: 
	Text Field 556: 
	Text Field 555: 
	Text Field 554: 
	Text Field 553: 
	Text Field 552: 
	Text Field 551: 
	Text Field 558: 
	Text Field 557: 
	Text Field 564: 
	Text Field 563: 
	Text Field 562: 
	Text Field 561: 
	Text Field 560: 
	Text Field 559: 
	Text Field 566: 
	Text Field 565: 
	Text Field 572: 
	Text Field 571: 
	Text Field 570: 
	Text Field 569: 
	Text Field 568: 
	Text Field 567: 
	Text Field 574: 
	Text Field 573: 
	Text Field 580: 
	Text Field 579: 
	Text Field 578: 
	Text Field 577: 
	Text Field 576: 
	Text Field 575: 
	Text Field 581: 
	Text Field 582: 
	Text Field 583: 
	Text Field 584: 
	Text Field 585: 
	Text Field 586: 
	Text Field 587: 
	Text Field 588: 
	Text Field 589: 
	Text Field 590: 
	Text Field 591: 
	Text Field 592: 
	Text Field 594: 
	Text Field 593: 
	Text Field 600: 
	Text Field 599: 
	Text Field 598: 
	Text Field 597: 
	Text Field 596: 
	Text Field 595: 
	Text Field 602: 
	Text Field 601: 
	Text Field 608: 
	Text Field 607: 
	Text Field 606: 
	Text Field 605: 
	Text Field 604: 
	Text Field 603: 
	Text Field 610: 
	Text Field 609: 
	Text Field 616: 
	Text Field 615: 
	Text Field 614: 
	Text Field 613: 
	Text Field 612: 
	Text Field 611: 
	Text Field 618: 
	Text Field 617: 
	Text Field 624: 
	Text Field 623: 
	Text Field 622: 
	Text Field 621: 
	Text Field 620: 
	Text Field 619: 
	Text Field 625: 
	Text Field 626: 
	Text Field 627: 
	Text Field 628: 
	Text Field 629: 
	Text Field 630: 
	Text Field 631: 
	Text Field 632: 
	Text Field 633: 
	Text Field 634: 
	Text Field 635: 
	Text Field 636: 
	Text Field 638: 
	Text Field 637: 
	Text Field 644: 
	Text Field 643: 
	Text Field 642: 
	Text Field 641: 
	Text Field 640: 
	Text Field 639: 
	Text Field 646: 
	Text Field 645: 
	Text Field 652: 
	Text Field 651: 
	Text Field 650: 
	Text Field 649: 
	Text Field 648: 
	Text Field 647: 
	Text Field 654: 
	Text Field 653: 
	Text Field 660: 
	Text Field 659: 
	Text Field 658: 
	Text Field 657: 
	Text Field 656: 
	Text Field 655: 
	Text Field 662: 
	Text Field 661: 
	Text Field 668: 
	Text Field 667: 
	Text Field 666: 
	Text Field 665: 
	Text Field 664: 
	Text Field 663: 
	Text Field 669: 
	Text Field 670: 
	Check Box 69: Off
	Check Box 74: Off
	Text Field 672: 
	Text Field 673: 
	Text Field 674: 
	Text Field 675: 
	Text Field 676: 
	Text Field 677: 
	Text Field 678: 
	Text Field 679: 
	Text Field 680: 
	Text Field 681: 
	Text Field 682: 
	Text Field 683: 
	Text Field 685: 
	Text Field 684: 
	Text Field 691: 
	Text Field 690: 
	Text Field 689: 
	Text Field 688: 
	Text Field 687: 
	Text Field 686: 
	Text Field 692: 
	Text Field 693: 
	Check Box 70: Off
	Check Box 71: Off
	Text Field 694: 
	Text Field 696: 
	Text Field 695: 
	Text Field 702: 
	Text Field 701: 
	Text Field 700: 
	Text Field 699: 
	Text Field 698: 
	Text Field 697: 


