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  NATIONS UNIES

PROCEDURE FOR SUBMISSION OF COMPENSATION CLAIMS

1. When a staff member sustains an injury or suffers an illness which he or she considers to be attributable to the performance of official duties and wishes to claim compensation (reimbursement of medical expenses, etc.), the staff member should observe the following procedure:

(a) Report the accident as soon as possible to his/her supervisor and to the Security and Safety Service, Safety Unit, Room C-107A, Secretariat Building, if applicable;

 (b) Refer to Appendix D to the United Nations Staff Rules (ST/SGB/Staff Rules/Appendix D/Revision 1, dated 1 January 1966 and Appendix D/Revision 1/Amend.1, dated 1 January 1976) for information on the conditions under which compensation may be granted;

(c) Submit the attached “Claim for Compensation” form and all supporting documentation to the Secretary, Advisory Board on Compensation Claims, Room DC1-595, United Nations, New York, N.Y. 10017.  The claim and related documentation must be submitted within four months from the date of the injury, or the onset of illness (see article 12 of Appendix D), unless it can be proven that exceptional circumstances prevented the staff member from taking such action within the four-month time limit.  The claim must be submitted even if all medical bills are not readily available within the prescribed four-month time limit;

(d) All bills for medical, hospital and related services must be provided and listed.  Payment of reimbursement will be authorized only when original detailed bills are submitted.  All such bills are to be submitted to the Secretary, Advisory Board on Compensation Claims.  Do not send bills to the Medical Service.

2. Staff members are advised that they are personally responsible for the payment of all expenses incurred.  Under no circumstances should the physician or hospital be told to send bills to the United Nations.  Staff members are expected to pay all bills and claim reimbursement under the procedure outlined above.

3. Blue Cross, Aetna, Van Breda and HIP/HMO are not required to provide coverage for service-related injuries or illness as the insurance contracts exclude coverage of this nature.  However, they will usually do so, on request, pending the outcome of the claim for compensation.

* * * *

CLAIM FOR COMPENSATION UNDER APPENDIX D TO THE STAFF RULES

Submit to the Secretary, Advisory Board on Compensation Claims, Room DC1-595, as soon as possible, but not later than four months from date of injury or the onset of illness.  If you have failed to do so, please explain the reason(s) under item 8 below.

	1. Full name

     
	Index no.

     
	Dept./Division

     

	Functional title

     
	Category/Level

     
	Type of appointment

     

	Entry on duty date (dd,mm,yyyy)

     
	Separation date (dd,mm,yyyy)

     
	Date of birth (dd,mm,yyyy)

     
	Marital status

     

	2.   Nature of injury/illness:

     


	Date of injury/illness: (dd,mm,yyyy)

     
	Where did injury/illness occur?

     

	How did injury/illness occur?

     

	Describe the extent of the injury/illness

     

	3. Has the injury/illness been reported to the Medical Service?    FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

        (Please note that Form MS.15 (Report of Accident or Illness) is completed by the Medical Service.)

	4. Nature of claim: 

	Reimbursement of medical expenses
	 FORMCHECKBOX 
;
	Other (please explain):
	     

	         List actual bills attached on page 3 of this form and indicate the total amount being claimed.

         If an outside physician has been consulted, please ensure that this person completes Form MS.16 (Medical statement to be 

         answered by staff member’s physician) in duplicate and return both copies to the Medical Service.

	5. Has any hospital or medical bill been paid?    FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

        If yes, by whom?       

	6. Have you submitted a claim for this injury/illness through your health or (in the case of vehicular accident) automobile insurance company (Blue Cross/Aetna, JHIP/HMO, or other medical insurance)?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

        If yes, give full details:

     

	        Does treatment continue?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

        Will bills be forwarded later?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No



	7. Have you reported the accident to the Security and Safety Service/OCSS?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No

	8. Additional comments and/or explanations:

     

	9. I declare that the above is true and correct to the best of my knowledge.  I hereby submit a claim for compensation as provided for under Appendix D to the Staff Rules of the United Nations.

	
	
	     

	Signature of claimant
	
	Date of claim (dd,mm,yyyy)


LIST OF BILLS

	Date of service

(dd,mm,yyyy)
	
	Name of physician/hosp./pharmacy etc.
	
	Amount

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	     
	
	     
	
	     

	Total:
	
	0 FORMTEXT 

0




I certify that the information given above is correct and authorize the release of any information necessary to process the claim.  I further certify that no reimbursements have been received from any insurance carrier in respect of the above medical bills nor are benefits available under other group plans.

	     
	
	
	
	     

	Name of Claimant
	
	Signature
	
	Date
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