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Employment and Support Allowance

Our phone number is:

If you have a textphone,
you can call on:

If you get in touch with us, tell us this
reference number:

Date:
About your patient Address
Full Name
NINo
Date of birth

Dear Doctor,

Your patient is being assessed for Employment and Support Allowance and we need to find out whether they are able to do
any work. By completing this form and providing factual information you will help our Healthcare Professional staff decide
whether your patient needs a face-to-face work capability assessment and if so support that assessment.

Please note:

e NHS doctors have a contractual obligation to provide the information requested without charge.

e The form should be completed from your medical records. A separate examination is not necessary.

e |tis acceptable for you to delegate completion of the form to your practice nurse but you must confirm your authorisation
by signing at the end.
Your patient has given consent to allow us to approach you for this information in accordance with GMC guidelines.
An online version of this report which can be completed electronically and printed is available at
www.gov.uk/government/publications/esall3-interactive-for-use-by-healthcare-practitioners

o A fully completed form may help inform the face to face work capability assessment or may mean that your patient will not
need a further assessment. It will also help us to make a more informed decision on benefit entitlement

COMPUTER PRINTOUTS

You can send us a computer printout of the appropriate part of the patient record if you wish, but you will still have to complete
any sections of the form where the answer is not clear from the printout. We are only able to accept information directly
relevant to our enquiries. If a printout is available please make sure it includes the following:

e Active problems;

e Current medication with last prescribed date;

e Details of the last three consultations. Please remove any third party data.

If you have any queries about this form please phone the number above. If you would like to discuss anything with our
medical staff, please phone the number above and ask for a member of the medical staff on the customer service desk. If
there is any medical evidence that you think would be harmful to your patient's health, please provide that information on a
separate sheet of paper so that it can be withheld.

Please reply within 5 working days. A business reply envelope is enclosed for your use.
Thank you for your help.
Yours sincerely,

Centre for Health and Disability Assessments on behalf of the DWP Version 08/17

RESTRICTED - MEDICAL
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Client Name:

Client NINo:
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Client Date of Birth:

Your reply

Please answer the following questions from the
information which is currently available to you.

If you need more space for any of your answers,
please continue at Part 7.

1 When did your patient last see a GP?

/ /

2 Current conditions affecting ability to work:
Please give us details of those conditions which
may have a significant effect on the person’s
capacity to work. Include:

e Relevant symptoms and signs, including side
effects of medication, with dates. For mental
health conditions, please provide brief mental
state examination findings, if available.

e Past, present and planned investigations and
management, including medication, where
relevant.

If you are sending a computerised printout of current
medication you do not need to list this here.

Please complete both sides of this form,
and return the completed form in the supplied envelope - with the above address showing in the window

Condition and date of diagnosis

Symptoms and signs

Investigations, management & medication

Centre for Health and Disability Assessments on behalf of the DWP Version 08/17

RESTRICTED - MEDICAL






About your patient — continued Nino:

3 Current conditions not affecting ability to work
Please list any other relevant conditions that do not affect the ability to work.
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4 If known from your knowledge of the patient, please tick the boxes that apply and provide a brief explanation if your
patient has difficulties with any of the following activities

Walking or moving

Transferring between seats

Reaching

Picking up objects

Manual dexterity

Communicating with others

Continence

Learning simple tasks

Awareness of hazards

Initiating and completing personal actions

Coping with changes or social engagement

Appropriateness of behaviour

Eating or drinking

5 Does the patient have a No \:l
B'Sﬁofy of t?hreatenmg or violent v Tell us about their behaviour within the last 5 years, and whether they have
Skl LI been identified by the Zero Tolerance (Violent Behaviour) Initiative.

Use the space below at Part 7

6 Could your patient travel to  No \:l Please tell us why at Part 7
an examination centre by
public transport or taxi? Yes I:l

7 Additional information
Please continue on a separate sheet if necessary.

The information you have given us may be copied to the patient, their legal representative or the Tribunal Service.

Your sighature Practice stamp

Signhature

Name IN CAPITALS Dr

Date / /

Centre for Health and Disability Assessments on behalf of the DWP Version 08/17

RESTRICTED - MEDICAL
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Title, Initial, Surname
Address Line 1
Address line 2
Address line 3
Address line 4
Postcode

Your application for an Access to Work grant

Support for travel to work or travel in work

Dear

We have received your application for an Access to Work grant.

| Select Option L‘
You told us you need support with travel to work.
Confirm all dropdown options

We need your medical practitioner or GP to confirm your medical
condition. We can’t continue with your application without this
information.

What you need to do

Please complete PART A to give your medical condition and
clearly say how this affects your ability to:

e travel by public transport
e drive, and
e walk

Then ask your medical practitioner or GP to complete PART B to
confirm this information. They must sign and date it.

jobcentreplus

Access to Work
Operational Support Unit
Harrow Jobcentre

Mail Handling Site A
Wolverhampton

WV98 1JE

www.gov.uk

Telephone: 0800 121 7479
Textphone: 0800 121 7579

Your reference:

Complete PART A and
ask your medical
practitioner or GP to
complete PART B to
confirm this information.

Please return the
completed letter to us by

We have many different
ways we can
communicate with you.

If you would like Braille,
British Sign Language, a
hearing loop, translations,
large print, audio or
something else please
tell us using the phone
number at the top of this
letter.

Please turn over

ATWO6MEDL
Page 1 of 3






Once completed, you must return this letter to the address at the
top of this page by

Yours sincerely,

Office manager

Equality and Diversity

We treat people fairly, regardless of their disability, ethnicity,
gender, sexual orientation, transgender status, marital or civil
partnership status, age, religion or beliefs.

Call charges

Calls to 0800 numbers are free from personal mobiles and
landlines.

Why DWP needs personal information and how we treat it

We treat personal information carefully. We may use it for any of

our purposes. To learn more about information rights and how
we use information, please see our DWP Personal Information
Charter at www.gov.uk/dwp/personal-information-charter

ATWO6MEDL
Page 2 of 3





Name

Address

National Insurance number

Title, Initial, Surname

Address Line 1
Address line 2
Address line 3
Address line 4
Postcode

PART A — About your medical condition (Claimant to complete)

Name and address of medical practitioner or GP:

| have the following medical condition:

This affects my ability to travel by public transport, drive and walk in the following way:

PART B — To be completed by a medical practitioner or GP

| confirm that the above medical condition is corroborated in the patient’s records.

Additional comments:

Signature

Official stamp (if available)

Name in capital letters

Date

ATWO6MEDL
Page 3 of 3
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The Medical Records Officer Date

Benefit claim — we need your help

The person whose details are shown overleaf has made a claim under
the industrial injuries scheme and has given permission for information
contained in their hospital care notes to be used in deciding their claim.

What we would like you to do

Will you please send us photocopies of the relevant case notes,
including any X-ray reports, in accordance with the Health Service
Circular HSC 1999/001 issued 8/1/99.

Details of the condition and period we need to know about

are shown overleaf.

I enclose an envelope for your reply. If you do not have any records
for this person, please return the form to me with an appropriate note.

If we require X-ray films, we will have written to the X-ray Department under
separate cover. Please do not therefore delay sending us the copies of case

notes, including any X-ray reports.

Thank you.

Healthcare Professional

Form Bl 127 MYV please turn over

DELIVERED BY CENTRE FOR HEALTH AND DISABILITY ASSESSMENTS ON BEHALF OF THE DEPARTMENT FOR WORK AND PENSIONS

Page 1 of 2
10299 02/15





Request for photocopies of hospital case notes

Details of the customer

Surname

Other names

Address

Date of birth

National Insurance number

Hospital reference No.

Details of the condition

The periods of hospital attendance we need to know about

From To Department (if out-patient) or Ward (if in-patient)

Consultant

Form Bl 127 MYV please turn over

DELIVERED BY CENTRE FOR HEALTH AND DISABILITY ASSESSMENTS ON BEHALF OF THE DEPARTMENT FOR WORK AND PENSIONS

Page 2 of 2

10299 02/15
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Industrial Injuries Disablement Benefit

Factual report from General Practitioner

Part 1 — Details of the customer

Surname

Other names

Address

Date of birth

National Insurance number

Part 2 — Details of the condition

Part 3 — Your report

1. Date your patient first attended in connection with the condition show above.

N

. History of the condition at first attendance.
Please include any reference to industrial causation.

w

. Clinical Findings at first attendance.

Form BI 205





DMA please turn over

DELIVERED BY CENTRE FOR HEALTH AND DISABILITY ASSESSMENTS ON BEHALF OF THE DEPARTMENT FOR WORK AND PENSIONS
02/15
10302





Part 3 — Your report, continued

4. Your initial diagnosis.

5. Subsequent progress, including significant dates.
Please include any changes in diagnosis, results of X-rays, operation findings and other investigations.

6. Part history or similar complaints, including dates of consultations.

7. Any other relevant information in your records.

8. Details of any consultants who have treated the patient for this or related conditions.

Declaration: | understand that, in certain circumstances, this report will be released to my patient,
their legal representative and any authority deciding a question in relation to their entitlement to benefit.

Signature Address

Date
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FINAL PDF VERSION.pdf
Department
for Work &
Pensions

Doctor’s report for

- Universal Credit

- Employment and Support Allowance
- Personal Independence Payment

- Disability Living Allowance, or

- Attendance Allowance

under special rules criteria.

Read the instructions on the pages overleaf.
They tell you:

« about the DS1500 Report

* how to complete the form

* how to claim your fee if you are eligible

Store this pad securely. Report any
losses urgently to your Primary Care
Organisation, Clinical Commissioning
Group, Strategic Health Authority or
Health Board.

DS1500 Report Forms 03/19






Guidance notes for medical practitioners

About this form

This form is called the DS1500 Report Form and its purpose is to tell the Department for Work and Pensions
(DWP) about a patient who meets the special rules criteria. It is not used to make a claim for benefit.

You should complete this form promptly if you believe that your patient meets the special rules criteria, namely:

« they have a progressive disease and, as a consequence of that disease
« you would not be surprised if your patient were to die within 6 months

The special rules criteria do not just apply to patients with cancer. As an example, they may also apply to severe,
life limiting cardiorespiratory and neurological conditions (this is not an exhaustive list).

Benefits that can be claimed under special rules

Special rules claims can be made in the following benefits:
« Universal Credit

« Employment and Support Allowance

* Personal Independence Payment

« Disability Living Allowance

« Attendance Allowance

If your patient meets the special rules criteria for Universal Credit they will be paid a higher rate of benefit and will
not be expected or required to carry out any activity in order to receive their benefit.

For all other benefits, claims will be processed as a priority and in the majority of cases they will receive the highest
rate of benefit.

When you should complete the DS1500 Report Form

You should complete this form if you would like to encourage your patient to see which benefits they may be
entitled to as part of a discussion about future care planning or if requested by your patient or their representative.

Third party claims

For Disability Living Allowance, Attendance Allowance and Personal Independence Payment only, any person
representing the patient can make a 3rd party claim on their behalf, even if the patient is unaware that a claim
is being made. In this circumstance the form should be issued on request to the representative.

Your patient’s prognosis

Determining life expectancy in these circumstances is not an exact science. This form asks for factual information
and does not require you to give a prognosis. Use language that you would normally use when communicating with
other clinicians.

You will not face any negative consequences from the factual information you supply, for example if your patient lives
longer than 6 months.

Patients who may not know the true nature of their illness

When a patient asks you for a DS1500 form, please do not assume that they understand the special rules criteria
or that these apply in certain circumstances to people with progressive, life-limiting disease.

DS1500 03/19





How this form will be used by DWP

This form allows you to provide further evidence to enable us to make a decision on your patient’s claim. It is not a
claim form, as you cannot claim on behalf of your patients. It will not normally be necessary for you to examine the
patient. You may use your own knowledge and the patient’s records to get the information you need.

This form can be completed by a registered clinician such as:

* a General Practitioner
* a hospital doctor
* a registered nurse

The registered nurse needs to have acquired the expert knowledge and clinical competencies to undertake the
assessment. They may be working in a role such as an advanced nurse practitioner, a Macmillan nurse, a clinical
specialist nurse or a practice nurse with expertise in long term conditions management.

Telephone contact

You may be contacted by a healthcare professional working for one of our clinical assessment providers:

« if we need clarification of some of the information on the DS1500 to help with our decision about
the claim, or

« if the patient has made a claim under the Special Rules procedures but has not submitted a DS1500
and we need clinical information to support the claim

Because we need to deal with these claims urgently, the healthcare professional will usually contact
you by telephone.

What to do with the completed form

Electronic return

The digital DS1500 service allows you to access and complete this form online. This means the form arrives instantly,
which reduces waiting time for your patient. This service is available from the NHS Portal on your desktop. You will
need an NHS smartcard to access the service. Once you have accessed the NHS Portal, click on ‘Launch Digital DS1500
Service’ and complete the DS1500 submission online.

Alternatively, for Personal Independence Payment (England and Scotland) only, you can complete form DS1500 and
the fee form electronically and submit it to us by using the NHSmail system. No signature is required. We can provide
you with an electronic PDF version of the DS1500 and DS1500 fee form.

We need you to provide the following information by email from your current NHS.net email address:

« your NHS.net email address or addresses

« your surgery/hospital/office postal address and telephone number

« a list of medical professionals using the same NHS.net email address who complete the DS1500
and/or DS1500 fee form

» whether you need the DS1500 and DS1500 fee form, or the DS1500 only
Send this information to: pip.e-ds1500@dwp.gsi.gov.uk

Do not encrypt any part of the email. Any email from a non-NHS.net account will be automatically deleted.
If you do not have an NHS.net email address, contact your local IT helpdesk to request an account.

Clerical return

To use the clerical return service:

« give the DS1500 to the person who asked you to complete it and return the fee form separately
to us (see Claiming a fee section on the next page), or

* send the completed DS1500 form and fee form to us

When returning DS1500 forms, ensure a separate envelope is used for each individual patient. Do not staple
documents together.





Claiming a fee

You can claim a fee if you are a GP or GMC registered consultant, but only if you have authorised this form by signing it
at the end.

To claim your fee, complete the attached fee form.
We will pay your fee into your bank or building society account.
Only original copies of this form will be accepted.

For claims to Employment and Support Allowance or Universal Credit
Send the fee form to the nearest Jobcentre Plus office. You can find this online at
https://find-your-nearest-jobcentre.dwp.gov.uk/

For claims to Personal Independence Payment, Disability Living Allowance or Attendance Allowance
Send the fee form to the relevant address on the back page of this form.

Further information about completing medical reports for DWP

For further information about completing medical reports for DWP, go to GOV.UK and search for ‘completing medical
report forms in DWP’.





Doctor’s Report for Universal Credit, Employment and Support Allowance, Personal Independence Payment, Disability

Living Allowance, or Attendance Allowance to accompany your patient’s claim under Special Rules

This is not a claim form

DS1500 - patient’s copy

Surname Address

Other names

Date of birth / /

Part 1 - Condition

Postcode

Is the patient aware of their condition
What is the diagnosis? Other relevant diagnoses? and/or prognosis?

Yes I:l No I:l
Who asked you to complete this form?
Patient |:| Representative |:|

If you have ticked Representative, tell us the
name and address of the representative below.

Date of diagnosis

/ /

Part 2 - Clinical features which indicate a severe progressive condition. (For example: rate of progression, recurrence, staging,
tumour markers, CD4 count and viral load, bulbar involvement, respiratory and/or heart failure etc.)

Part 3 - Treatment Is any other intervention or treatment planned

Give details of relevant past or current treatment with date which may significantly alter progression of the
including response (if none or palliative please state) condition?
Declaration

The person named above is my patient. This is a full report of their condition and treatment. I have read and
understood the notes on the completion of this form and I am satisfied that the form is appropriate. I am the patient’s:

|:| General Practitioner

] Address
|:| GMC registered consultant
|:| Other, please specify
Signature
Your name
Phone number Date
/ /

DS1500 03/19










Claiming your fee

Your patient

DS1500 - fee form

Surname

Other names

National Insurance number

Date of birth

Address

Postcode

Your practice

Contact name

(This is the person we will contact if
there is a problem)

Phone number

Address

General medical council number

VAT registration number

If you are not registered for VAT just leave
this blank

Title Initial

Surname

Your name

Provide the name of

the payee (e.g. Dr, Mr,
Mrs)

Payee reference number

This was sent to you when you made your first claim.

If you do not know your reference number call 0845 241 5352 and select Option 2.
If you have never made a claim before, leave this payee reference number blank and make sure you fill in

your bank details on the next page.

If you have made a claim before and filled in your payee reference number just leave the BANK ACCOUNT

details blank - we will already have these details.

Date report completed

Do you want to change your existing payment details?

DD MM

Y Y Y Y

Yes

No

DS1500 03/19





Complete this section if this is your first claim or you want to change existing
details.

Notification/changes to your Remittance advice

Provide the full address of where you wish the Remittance Advice slip to be sent.

Address

Postcode

Bank details

If this is your first claim or you have changed bank account details since you last claimed a fee complete
your bank account details in full.

Name of bank or building society

Account name

Bank Sort Code - -

Account number

Roll number (building society only)

For official DWP use only

Authorisation of fees

The claim can be examined. Payment of | £ ) (net) is approved.
Charge to: BU c/C

A/C code
Signature

DD MM YYYY

Date / /

Authorisation stamp Office address stamp “examined” stamp

DS1500 03/19















Contact addresses

Claim Contact address Phone number

Personal Independence Payment

16 - 64 Personal Independence Payment (10) New claims: 0800 917 2222

Mail Handling Site A Enquiries: 0800 121 4433
Wolverhampton WV98 1AE

Disability Living Allowance Adult

Born on or before 8/4/1948 Disability Living Allowance 65+ 0800 731 0122
Mail Handling Site A
Wolverhampton
WV98 2AH

Disability Living Allowance Adult

Born on or after 9/4/1948 Disability Living Allowance 0800 121 4600
Warbreck House
Warbreck Hill
Blackpool
FY2 OYE

Disability Living Allowance Child

Disability Benefit Centre 4 0800 121 4600
Post Handling Site B

Wolverhampton

WV99 1BY

Attendance Allowance

Attendance Allowance Unit 0800 731 0122
Mail Handling Site A

Wolverhampton

WV98 2AD

Universal Credit

Freepost 0800 328 5644
Department for Work and Pensions

Universal Credit

Full Service

We will treat your personal information carefully. We may use it for any of our purposes. As you have included another
adult’s personal information on this form you should let them know. To learn about your information rights and how we
use information, see our Personal Information Charter at Gov.uk.

To get a replacement pad, fax your order form to APS on 0161 495 4840

DS1500_032019
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HEALTH ASSESSMENT ADVISORY SERVICE

Client Name:
Client Date of Birth:
Client Address:

Client NINo:

Date:

Your patient has made a claim for benefit and you may have already given us information about his/her history.
However, so that we can consider the claim, we need some additional details. Your patient has given consent to
allow us to approach you for this information.

What we need you to do

Please supply a factual report answering the questions listed on the enclosed form. You should base your replies
on your knowledge of the patient and on his/her records. A special examination is not required.

Please include in your report any relevant information contained in letters or reports from hospitals or consultants.
Please let us know immediately if this patient is no longer under your care.

Please be aware that if you are treating this patient under the NHS, you are obliged by your terms of service to
supply clinical information to a medical officer if you have issued or refused to issue a medical certificate to a
patient. You are not obliged to do this if you are not treating the patient under the NHS, but any information you
are willing to provide would be most appreciated. Unfortunately, we would be unable to pay you for it. Please
note that a full and prompt reply may help inform the face to face work capability assessment or may mean that
your patient will not need a further assessment. It will also help us to make a more informed decision on benefit
entitlement.

Harmful information

We may need to send a copy of the report to the patient. We can withhold information from the patient that would
be harmful to his/her health. Please put any such information on a separate sheet and mark it accordingly.
Please note we cannot withhold information on any other grounds.

What to do next

We would appreciate a reply to the address shown on the enclosed form within seven days. We have enclosed a
pre-paid envelope for the return of the report.

Yours sincerely,

For the Medical Officer

FRR2 10/17
RESTRICTED - MEDICAL





HEALTH ASSESSMENT ADVISORY SERVICE

Factual Report

Client Name:
Client Date of Birth:
Client NINo:

Please return this form in the envelope supplied with the above address showing through the window.

We would like further information regarding the points raised below please:

Your response:

Please continue and sign overleaf...

FRR2 10/17
RESTRICTED - MEDICAL





HEALTH ASSESSMENT ADVISORY SERVICE

Your response (continued):

Please continue on a separate sheet of paper if necessary.

Name:

Your sighature:

Date:

Please return this form in the envelope supplied with the address overleaf showing through the window.

FRR2 10/17
RESTRICTED - MEDICAL
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AtosM i

Department

Healthcare asrc? | for Work &

services on

behalfof | Pensions

Our address: Atos Healthcare
c/o DWP PIP(1)

Dr John Smith Warbeck House
18 New Road Blackpool

New Town FY2 0UZ

New County

NE1 111 Telephone: 0118 914 9400

Our Ref: |1A123458T

Date: 15/04/2013

PERSONAL INDEPENDENCE PAYMENT
Request for Further Medical Evidence

Dear Doctor,
| am writing to you about a patient who has made a claim for Personal Independence Payment:

Patient's name: Mr John Smith
Date of birth: 04/02/1960
Address: 19 New Road, New Town, New County, NE1 111

Atos Healthcare is contracted to carry out assessments for Personal Independence Payment by the
Department for Work and Pensions. It would be very helpful in assessing your patient’s benefit claim if
you could complete the enclosed factual report form. Your patient has given their consent for us to
request this information from you.

When completing your report, please provide information on the following key areas:
* Does the claiment have breathing difficulties?

You should base your report on your knowledge of the patient and on his/her records. A special
appointment is not required. Please include in your report any relevant information contained in letters
or reports from hospitals or consultants, or send us copies of these if you prefer.

We enclose a form for you to claim a fee of £33.50 which should accompany this report. Guidance on
completing section 6 is enclosed, whilst further information including more detailed guidance on
completing your report can be found at www.dwp.gov.uk/healthcare-professional.

Please reply within 5 working days. A business reply envelope is enclosed for your use. Thank you
for your help.

Yours sincerely,

Dr John Smith (Physiotherapist, PT11111)

Atos Healthcare working on behalf of the Department for Work and Pensions
Registered Office: 4 Triton Square, Regents Place, London, NW1 3HG — VAT NO. GB 232327983 OP101
Atos IT Services UK Limited — Registered Number 1245534 — England and Wales
Atos Healthcare™ is a trading name of Atos IT Services UK Limited
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AtosM i

Department

Healthcare asrc? | for Work &

services on

behalfof | Pensions

Guidance on completion of section 6

The assessment for Personal Independence Payment considers the claimant’s ability to carry out a
series of everyday activities as per section 6.

In this section, please provide information on the claimant’s ability to carry out the relevant activities, if
you are able.

Write what has been observed by yourself or another healthcare professional in relation to these listed
activities. For example: self-care -’rose unaided from a chair in surgery, no bending difficulty noted”;
getting around - "walks slowly with marked right sided limp using a walking stick, not breathless or very
breathless when attends surgery for routine check”.

Please only include observations, not opinions.
To consider when completing the form:

Here are examples of information that is particularly useful to us for the following conditions.

¢ Respiratory conditions including asthma and COPD - exercise tolerance, recorded variability,
peak flow readings (including serial readings), spirometry results, treatment and compliance
prescriptions requested regularly/ when was last prescription, oral steroids and hospital
admissions in last 12 months.

* |Ischaemic Heart Disease - investigations including results of formal exercise testing, exercise
tolerance, clinical findings, response to treatment including nitrates, treatment compliance,
hospital admissions in last 12 months.

¢ Musculoskeletal conditions - recorded symptoms, recorded history of falls, detailed clinical
findings including range of joint movements, treatment including planned surgical treatment
with dates, response to treatment and compliance - prescriptions requested regularly / when was
last prescription.

¢ Mental health conditions - documented history of self-harm, self-neglect, detailed mental state
findings, history of admissions - voluntary or compulsory, regular prescriptions and last one
ordered.

e Sensory impairment - visual and auditory acuity.

Atos Healthcare working on behalf of the Department for Work and Pensions
Registered Office: 4 Triton Square, Regents Place, London, NW1 3HG — VAT NO. GB 232327983 OP101
Atos IT Services UK Limited — Registered Number 1245534 — England and Wales

Atos Healthcare™ is a trading name of Atos IT Services UK Limited
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Your Report 014000012

Patient's name & Ref No [Mr John Smith | | IA123458T

Date when patient last seen by a health professional / / |

Where and by whom

Nofes:
¢ Record relevant information based on your knowledge of the patient and their medical records.

e Write down facts rather than opinion. We require an objective report - please only include information about
symptoms that are recorded in the patient's records and information about disabling effects that you or another
healthcare professional have directly observed.

e [t may be helpful to your patient to enclose any relevant correspondence contained in their file, for example recent
consultant letters, letters from the Community Mental Health Team etc. Please ensure that any third party
information is removed. Third party information is any sensitive information that refers to someone other than the
claimant, for example the claimant's family.

e Complete all sections as fully as possible but write “not known" if appropriate. "Not known" can be helpful.

e Relevant information is anything that relates to health conditions or disabilities which impact on an individual's
functional ability.

1. Disabling conditions

Only relevant diagnoses / conditions are needed and it is useful to number the conditions if there are several.

[A123458T: Mr John Smith Page 1 of 4





3. Symptoms and variability (day to day and in the longer term). Include frequency and

duration of exacerbations if relevant
This is especially helpful in conditions that fluctuate. It should be based on information in the clinical record. Please
also specify if the condition is well controlled.

4. Relevant detailed clinical findings
Detailed relevant examination findings can be useful.
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5. Treatment - Current, planned, response and prognosis

Provide details of drug and non-drug treatment, including aids and appliances (prescribed or non-prescribed). For
non-drug treatment specify frequency of treatment and for medication, a dose and frequency.

6. Effects of the disabling condition(s) on day to day life

If available it would
be helpful to have
information on the
patient's ability to:

¢ Manage their
health conditions
and treatment .............................................................................................................

o COMIMUNICAte |
o Walk or move
around .............................................................................................................
° Get SOmeWhere On .............................................................................................................
TNEIF OWIN

o Make SImple |
AOCISIONS

o Prepare, COOK and | . .
eat food

e Wash, bathe and
use the toilet/
manage
incontinence .............................................................................................................

o DIESS @Nd | fteeereeeeereeeeeeee
undress .............................................................................................................

Only include
information that .............................................................................................................
RAs Deen CONTITMEA |-
by a health

professional
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7. Does the patient have a history of threatening or violent behaviour?

No Yes If yes, tell us about their behaviour within the last 5 years.
Use the space below at Part 9

8. Could your patient travel to an assessment centre by public transport or taxi?

Yes No If no, please tell us why. Use the space below at Part 9

9. Additional information

Use this section if there was insufficient space in one of the previous boxes OR to add important
relevant factual information that has not been written in the body of the report. Do not use the
section to provide an opinion.

| understand that, in certain circumstances, this report will be released to my patient, their legal
representative and any authority deciding an appeal in relation to their entitiement to benefit. | also
understand that the only information that can be withheld is medical evidence that would be harmful
to the person’s health.

Your signature Stamp

Name in capitals

Date / /
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GP Factual Report Invoice

To: Atos Healthcare Invoice for GPFR relating to:-
c/o DWP PIP(1) DWP ref: IA123458T
Warbreck House Patient's name: Mr John Smith
Blackpool Date of birth: 04/02/1960

FY2 0UZ

GP/surgery invoice ref:

Payee details:

Name:

Payee name to be the same as the account holder

Address:

Postcode:

VAT status

NET amount: £33.50
VAT registered: VAT 20%: £6.70
Total amount £40.20

Not VAT registered:  Total amount: £33.50

Payment method

Cheque

Bank transfer (please enter sort code and account no.)

Sort code: Account no:

| hereby claim the appropriate fee for completing the above GP factual report

Print name: Tel no:

Signature: Taxpoint date: / /
Authorisation (ATOS USE ONLY) WABS: 10 20304050 60 GL code: 604102
Print name:

Signature: Date: / /

Atos GPFR Inv

Atos Healthcare working on behalf of the Department for Work and Pensions
Registered Office: 4 Triton Square, Regents Place, London, NW1 3HG — VAT NO. GB 232327983
Atos IT Services UK Limited — Registered Number 1245534 — England and Wales
Atos Healthcare™ is a trading name of Atos IT Services UK Limited
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VAD20.pdf
0% Ref NINO

Department Ref Name
for Work &
Pensions
Our address Vaccine Damage Payments Unit
Palatine House
Lancaster Road

Preston

PR1 1HB
Ourphone 1225 899944
number
Our fax 01772 238210
number

Textphone 0800 731 0317
(only for people with speech/hearing problems)

Website www.gov.uk/vaccine-damage-payment
Date 19 April 2021

Dear

Re:

Date of Birth:
Address:

We are considering a claim for payment under the Vaccine Damage Payments Act 1979 in
respect of the above named. It is alleged that *he/she has suffered a severe reaction as a
result of vaccination.

In order that we can consider the claim our medical advisers require details of *his/her full
medical history from birth, including details of vaccinations and any reactions soon after
vaccination.

Please provide a copy of *his/her full medical notes or, alternatively, complete the enclosed
factual report.

The claimant has consented to this information being made available in confidence to the
Department. A copy of the consent form is attached. The Department may have a future
obligation to disclose this information to the customer and/or their representative. In the
event of an appeal it would also be required by Tribunal members. If you feel any of the
information you provide should not be disclosed, please give your reasons when returning
our enquiry.

A fee will be paid depending on the information we receive.

You can email us at CAU-VDPU@dwp.gsi.gov.uk
Telephone lines are open: Mon to Thurs 08.30am - 5.00pm; Friday 08.30am - 4.30pm

" ACTION ON Mo
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If we receive a full copy of the patient’'s medical notes we will pay £50. No fee will be payable
where the patient’s original notes are received and we make a copy the documents. We will
pay a fee of £17 for the completion of the factual report. The maximum fee payable will be
£50.

All payments for the provision of information are made by direct payment to a bank account.
This is the only method of payment we can use. In order to make this payment we will require
your bank or building society details. Please complete and return the attached form VAD20B.
We would be grateful if you would reply by. If this is not possible, please let us know when we
can expect a reply.

Yours sincerely

Mr P Dunne

Vaccine Damage Payments Unit

You can email us at CAU-VDPU@dwp.gsi.gov.uk
Telephone lines are open: Mon to Thurs 08.30am - 5.00pm; Friday 08.30am - 4.30pm
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RE:
ADDRESS:

1.

VACCINE DAMAGE PAYMENTS UNIT

Vaccination Report

Please give details of immunisations since birth against any of the following diseases:-

Diptheria, Tetanus, Whooping Cough, Poliomyelitis, Measles, Rubella, Tuberculosis,
Haemophilus Influenzae Type B, Meningococcal Group C, Pneumococcal Infection,
Human papillomavirus (HPV), pandemic influenza A (H1N1) 2009 (swine flu),
Rotavirus, Influenza, Meningococcal Group W and Meningococcal Group B.

We only need to know about immunisations given prior to the patients 18™ birthday,
except in the case of immunisation against Polio, Rubella, Meningococcal Group C,
Human Papillomavirus or Pandemic Influenza A (HLN1) 2009 (swine flu) for which

there is no age restriction in the Act.

We also need to know about vaccination against Meningococcal Group W prior to the
patients 26™ Birthday.

Vaccinations

Dates

Clinic Address

Batch No's

You can email us at CAU-VDPU@dwp.gsi.gov.uk
Telephone lines are open: Mon to Thurs 08.30am - 5.00pm; Friday 08.30am - 4.30pm
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2.

Please give details of any immediate (within 48 hours) reactions to immunisations.

Has a “Yellow Card” been completed in relation to any of the reactions listed at

3.
guestion 2? If so, please give details.

Please provide details of all of the diagnosed disabling conditions of the Vaccinated
Person, including their dates of onset. This information is required to be as accurate

4.
as possible in order that the temporal link with vaccination can be assessed.

™, INVESTORS

You can email us at CAU-VDPU@dwp.gsi.gov.uk
Telephone lines are open: Mon to Thurs 08.30am - 5.00pm; Friday 08.30am - 4.30pm
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5. Please provide a description of the current disabling effects. This information will be
used in the assessment of the extent of the disablement.

6. Was there any evidence of developmental delay, physical or mental, before the onset
of the disabling condition(s)? If yes, please give details

7. Please give details of any complications during pregnancy, labour or in the neonatal
period (first four weeks of life).

You can email us at CAU-VDPU@dwp.gsi.gov.uk
Telephone lines are open: Mon to Thurs 08.30am - 5.00pm; Friday 08.30am - 4.30pm
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8. Please supply any additional information which you feel is relevant to this claim and
then sign and date the form below and return in the envelope provided.

SIGNATURE: DATE:

PRINT NAME:

You can email us at CAU-VDPU@dwp.gsi.gov.uk
Telephone lines are open: Mon to Thurs 08.30am - 5.00pm; Friday 08.30am - 4.30pm
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VAD21.pdf
0% Ref NINO

Department Ref Name
for Work &
Pensions
Our address Vaccine Damage Payments Unit
Access to Health / Information Palatine House
Governance /Medical Legal Lancaster Road
Department Preston
PR1 1HB
Our phone 41775 899944
number
Our fax 01772 899620
number

Textphone 0800 731 0317
(only for people with speech/hearing problems)

Website www.gov.uk/vaccine-damage-payment

Date 19 April 2021
Dear Sirs
Re:
Date of Birth:
Address:

We are considering a claim made by under the Vaccine Damage Payments Act 1979 for
payment in respect of severe disablement allegedly caused by vaccination to *.

In order that we can consider the claim we need copies of *s medical records. The
claimant has consented to this information being made available in confidence to the
Department, a copy of which is attached. The Department may have a future obligation to
disclose this information to the customer and/or their representative. In the event of an
appeal it would also be required by HM Courts and Tribunals Service.

We require copies of *’'s medical records together with any EEG/CAT scan reports and
pathological reports.

These records are not being requested under the Data Protection Act. The
information will be used for Benefit Assessment purposes. Please refer to Health
Service Circular HSC 1999/001 / NHS HDL (2002)32 / WHC (2003) 26 for general
guidance on compliance with this request.

If you prefer to send the originals, we will return them promptly by recorded delivery,
please mark them PRIVATE AND CONFIDENTIAL.

You can email us at CAU-VDPU@dwp.gsi.gov.uk
Telephone lines are open: Mon to Thurs 08.30am - 5.00pm; Friday 08.30am - 4.30pm
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We would be grateful if you would reply by *. If this is not possible, please let us know
when we can expect a reply.

Thank you for your assistance in this matter.

Yours faithfully

Mr P Dunne

Vaccine Damage Payments Unit

You can email us at CAU-VDPU@dwp.gov.uk
Telephone lines are open: Mon to Thurs 08.30am - 5.00pm; Friday 08.30am - 4.30pm
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