
Claim should be sent to:  
SRFAB
Box 16250
103 24 Stockho lm
Phone +46 (0)  8  412 97 40

skador@sr fab.net

Claims number:  
( F i l l e d  i n  b y  SRF )

 CLAIM Collective Accident Insurance - Municipality 
T HE INJURED

Last name First name

Social se curit y number

Residential address (if more than one, fill in the other at Other information) Postal code and addres s

Phone/Mobile Email Address I agree to be contacted via email

Possible compensation is paid to: 
Name of the bank Bank account + clearing Bankgiro Plusgiro 

Name i f othe r payee than the inj ure d

Is other insurance affected?
Yes No

If yes, which company What kind of insurance

Is the claim reported to 
other insurance 
company?

Yes
No

If yes, which company Clai ms numbe r

WHE N DI D T HE ACCI DE NT  OCC UR

When did the accident occur? 
On the way to/from school/
activity

Inside school/
activity

Other time

Date Time of occurance for the injury

In the event of a traffic accident, enter the vehicle reg. number and insurance company Has a police report been 
made ? If yes, please attach 
the report 

Yes

No

W HE R E DI D T HE AC C I D E NT O C C UR ? F i l l i n a l l t h e f i e l d s e v e n i f t h e a c c i d e n t occurred  o u t s i d e o f t h e b u s i n e s s

Municipality of residence

Name of the school/activity (E.g. school, pre-school) Phone

Address of the school/activity

Other place, description and/or address



WHAT HAPPENED? ALWAYS ANSWER ALL QUESTIONS

What kind of bodily injury has the injured suffered as a result of the accident (In case of dental injury, fill in the appendix below)

What caused the injury?

Has a doctor been consulted?

No Yes

Date Name of the hospital/treatment place Phone

At which healthcare institution did you consult a doctor? Enter name and department

Has the injury been plastered? Yes
No

How many weeks 
should the plaster 
treatment last?

Has the doctor prescribed any 
school shuttle?
If yes, attach the certificate

Yes
No

Have you been hospitalized? Yes

No

If yes, which hospital?

During which period did you 
stay in the hospital? 

From To Is the injured stil l 
going on treatment?

Yes No

Has the injured person been on 
sick leave?
If yes, please attach the certificate

Yes
No

Were the injured affected by alcohol, drugs 
or other intoxicants at the time of the 
accident? 

Yes
No

Are there any fears of future defects? Yes
No

If yes, what kind? 

Has the injured body part 
previously been exposed to injury 
or illness?

Yes
No

If yes, when? Was a doctor 
consulted?

Yes
No

Describe the previous injury 
or illness

CLAIM FOR C OM PE NS AT I ON ( AT T AC H T HE OR IG I NA L R ECE I PT S ) AMOUNT

TOTAL 

SCHOOL SHUTTLE
Need fo r  tax i  to  and  f rom schoo l  because  o f  acc iden ts  mus t  be  subs ta ined  by  a  ce r t i f i ca te  f rom the  t rea t ing  
phys ic ian .  The  cer t i f i ca te  sha l l  i nd ica te  the  per iod  wh ich  the  tax i  was  g ran ted .  Be fo re  o rder ing  tax i  j ou rneys  
to  and  f rom the  schoo l ,  SRF AB or  the i r  appo in ted  c la ims  management  company  shou ld  be  con tac ted  fo r  
con f i rmat ion .  A f te r  con f i rmat ion  f rom Stockho lmreg ionens  Försäkr ing  AB o r  by  them appo in ted  c la ims  
management ,  tax i  t rave l  o rders  can  be  made.  



MANAGING OF PERSONAL DATA AND SIGNATURE REGARDING CLAIMS HANDLING -  OBLIGATORY

Managing of personal data

To be able to handle your claim we need to collect and handle personal data. We process your personal data in accordance with the new Data Protection Regulation 
(GDPR), which applies from May 25th, 2018. 

On our website www.srfab.net you can read more about the Data Protection Regulation, your rights and how we handle personal data. 

I gurarantee that the information provided is complete and true. 

County and date

Guardian i f underage Printed name

OTHER INFORMATION

In j u re d wi th more t h an o ne re s id e nti a l ad d re ss
Postal code and addressHome address

Signature

http://srfab.net


 Appendix to the claim in case of dental injury

Claim Collective Accident Insurance for Municipality

Social security number Date of injury

Last name and First name

CHOOSE BELOW WHICH TEETH THAT HAS BEEN DAMAGED BY MARKING THEM, DON’T FORGET TO MARK IF CALF’S TEETH/PERMANENT TEETH.

Calf’s teeth 
Permanent teeth

NOTE! Certi ficate from dentist is NOT needed 
Mark yourself in the picture which teeth that 
has been damaged

Right side of 
the injured Left side of 

the injured

Right side Left side Right side Left side

Lower jaw

Molars

Molars
Upperjaw Molars Molars

County and date

Guardian i f underage Printed name

Signature
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