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DRIVER PROTECTION COVER 

CLAIM FORM 
 

 

WHEN WE WILL PAY A CLAIM 
We will pay benefits to the a t fault d river of your motor vehic le for injuries suffered (or to the d river’ s esta te or dependa nts if the 

d river is killed ) as a  result of a  motor vehic le ac c ident in Austra lia , if ALL of the fo llowing app ly: 

 

 you have pa id  your vehic le registra tion renewa l notic e sent to you from Queensland  Transport, and renew your CTP 

Insuranc e with Sunc orp  

 the d river was solely a t fault for the ac c ident and a t the time of the ac c ident: 

 was aged 25 yea rs or older, or  

 was aged between 16 yea rs and  under 25 yea rs and your motor vehic le is c omprehensively insured  with us, 

 the injury is on our Sc hedule of Benefits, 

 the motor vehic le is a  Class 1 (ca rs and sta tion wagons) or Class 6 (trucks, utilities and vans of 4.5t or less) vehic le, under 

the Motor Ac c ident Insurance Regula tion 2004,  

 the ac c ident was the sole or substantia l c ontributing fac tor to the injury shown on our Sc hedule of Benefits, 

 an approp ria tely qua lified  medic a l p rac titioner c onfirms that the d river had  susta ined  the injury as a  result of the ac c ident , 

 a t the time of the ac c ident your motor vehic le was reg istered, roadworthy and  not towing a  load over the lega l limit, and 

was not a  polic e vehic le, 

 the d river (or the esta te or dependants if the d river d ied) is not entitled  to c la im under any sta tutory compensation 

sc heme (inc lud ing motor ac c ident or workers’  c ompensa tion).   

If ownership  of the motor vehic le c hanges and  our Compulsory Third  Party polic y rema ins c urrent, this Driver Protec tion Cover polic y 

transfers to the new owner or owners when the c hange is reg istered with Queensland Transport. 

 

WHEN WE WILL NOT PAY A CLAIM 

We will not pay benefits if ANY of the fo llowing app lies: 

 the injury was intentiona lly c aused or was a  result of the ac c ident being intentiona lly c aused, or 

 the c irc umstanc es c ausing the injury result in the d river being convic ted  of a  c rimina l offence , or the d river was under the 

influence of a lc ohol or d rugs, or had  a  b rea th or b lood a lc ohol level o ver the lega l limit, or the d river was involved in any illega l 

ac tivity, or was on a  motor race trac k, rac ing, pac e making, or in reliab ility, speed, motor sport or other tria ls or a  c a r ra lly a t 

the time of the motor vehic le ac c ident; or 

 the injury was d irec tly or ind irec tly c aused  by, or was due to , psyc holog ic a l or psyc hia tric  c auses, sic kness or d isease, or 

 the injury was caused by revolution, war (whether dec la red or not), ac ts of a  foreign enemy, milita ry c oup, rad ioac tivity or the 

use, existence or esc ape of nuc lea r fuel, nuc lea r ma teria l or waste, or the ac tion of nuc lea r fission inc lud ing detonation of any 

nuc lea r devic e or nuc lea r weapon, b iolog ic a l, bac teria l, vira l, germ, c hemic a l or poisonous pollutant or c ontaminant or any 

looting or rioting  fo llowing these oc c urrenc es. 
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1. DRIVER DETAILS 

 

Surname      Given Names 

  

 
Date of Birth     Marita l Sta tus 

            /              /   Sing le                 Married                  Defac to 

 
Address                 Post Code  

  

 
Telephone Number    Polic y Number 

  

 

 
Has the d river lodged , or does the d river intend  to lodge, a  c la im for c ompensa tion from any of 

the following (if so, p lease list c la im type and  c la im number): 

 Compulsory Third  Party Benefits?  No Yes  _______________________ 

 Workers Compensation Benefits?  No  Yes _______________________ 

 Any other Sta tutory Sc heme (eg entitlements from your emp loyer or from any insuranc e polic ies 

tha t you may hold  or be the benefic ia ry of) 

 No  Yes _______________________ 

 
 

 

2. ACCIDENT DETAILS 

 

Date of Ac c ident    Time of Ac c ident 

                 /             /                                                                AM/ PM 

 
Loc a tion of Ac c ident 

 

 

Suburb / Town                                                                                 Post Code 

 
Did  the d river c onsume any a lc ohol and / or d rugs in the 12 hrs p rior to the ac c ident? 

Alc ohol:  No  Yes – type ________________ Drugs:  No  Yes – type ___________________ 
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Provide a  b rief desc rip tion of how the 

ac c ident oc c urred : 
 

 

Please d raw a  d iagram to assist your 

desc rip tion: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Who do you think c aused  the ac c ident, and  why? 

 

 

 

 

 

 

 

 

 
 

Vehic les involved  in ac c ident  (if there a re any further vehic les involved , or deta ils you a re ab le to 

p rovide, p lease a ttac h them to this c la im form). 

 
Vehic le 1 (the “ a t fault” ) vehic le  

Registra tion: Sta te:  Make/ Model: 

Driver’ s Name  

Driver’ s Address  

 
Vehic le 2  

Registra tion: Sta te:  Make/ Model: 

Driver’ s Name  

Driver’ s Address  

 
Vehic le 3  

Registra tion: Sta te:  Make/ Model: 

Driver’ s Name  

Driver’ s Address  
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3. POLICE REPORT 

 

Did  polic e c ome to the          If no, when was it reported   

ac c ident sc ene?                          to  polic e?            Polic e report number: 

 Yes  No                /          /   

 
Polic e offic er’s name      Polic e Sta tion 

 
 

 

 

4. WITNESSES 

 

Did  any person witness the ac c ident?   Yes   No 

 

If yes, p lease advise the name, add ress and  telephone number of eac h witness: 

 

 

 

 

 

 

 

 

 

5. MEDICAL INFORMATION 

 

What injuries a re you c la iming for from the ac c ident? 

 

 Quadrip leg ia  

 Parap leg ia  

 Tota l loss of power of speec h 

 Tota l loss of hearing  

 Permanent and  tota l sight loss in both eyes 

 Loss/ amputa tion of both hands or both feet  

 Loss/ amputa tion of one hand  and  one foot  

 Loss/ amputa tion of one hand  or one foot 

 Permanent and  tota l sight loss in one eye 

 Death (if the d river had  dependants)  

 Death (if the d river d id  not have dependants)  
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Who has trea ted  you for your injuries?  (Please list a ll doc tors, surgeons, physiotherap ists etc ) 

Doc tor’ s name Spec ia lity Doc tor’ s add ress Last c onsult 

da te 

       /     /  

       /     /  

       /     /  

       /     /  

       /     /  

 

 
Have you suffered  any persona l injuries, illnesses or d isab ilities either before or sinc e the 

ac c ident tha t may a ffec t the extent of the d isab ilities resulting  from the persona l injury to whic h 

the c la im rela tes or may a ffec t the amount of damages in another way? 

 

 No  Yes 

 
If yes, p lease p rovide deta ils of the Injuries, illnesses or d isab ilities: 

 

 

 

 

 

 

 

 

 

 

 

6. ENCLOSURES 

 

Please ensure tha t you return the following to Sunc orp  in the enc losed  postage pa id  envelope 

within 6 months of the da te of the ac c ident : 

1. Signed  Cla im Form (and  Dec la ra tion & Agreement) 

2. Signed  Med ic a l Authorisa tion Form 

3. Dea th Certific a te & Will of dec eased  (if c la iming Dea th benefits) 
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7. DECLARATION and AGREEMENT 

 

I agree  to p rovide Sunc orp  Metway (within 30 days of a  written request) any further 

information tha t Sunc orp  Metway may reasonab ly require rela ting to : 

 

 the na ture of the injuries resulting from the ac c ident and  of any c onsequent 

d isab ilities; 

 the med ic a l trea tment and  rehab ilita tion servic es I have sought or ob ta ined ; 

 my past med ic a l history. 

 

I certify tha t the answers to the above questions and  sta tements made herein a re true 

to the best of my knowledge a nd  tha t I have not withheld  any fac t tha t may be 

relevant to this c la im. 

 

I authorise  and  agree tha t any Med ic a l a ttendant who has been c onsulted  by me, or 

any Hosp ita l a ttended  by me, is d irec ted  to d ivulge to Sunc orp -Metway or any lega l 

tribuna l any information ac quired  with regard  to myself.  It is understood  in doing so tha t 

I wa ive a ll p rofessiona l c onfidenc e and  provisions of law as to p rivilege or otherwise 

forb idd ing d isc losure of suc h information. 

 

I further agree  tha t Sunc orp -Metway may submit suc h information to any other person if 

nec essary for Cla ims Administra tion purposes. 

 

 

 

Signa ture of Driver/ Driver’ s Lega l Representa tive: ……………………….…………………..   

 

Da te: ……/ …………/ ………… 

 

 

 

Signa ture of Witness: ………………………………………………………   

 

Da te: ……/ …………/ ………… 
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MEDICAL AUTHORISATION FORM 

 

 

 

 

Dear Doctor 

 

 

 

SUBJECT:  DRIVER PROTECTION COVER CLAIM 

 

 

 

I,  

am lodg ing a  c la im with Sunc orp  Metway for injuries suffered  in a  motor vehic le 

ac c ident. 

 

I hereby authorise and  request you to d ivulge to Sunc orp  Metway informatio n 

regard ing my hea lth and  med ic a l history. 

 

It is understood  in so doing, tha t I wa ive a ll p rofessiona l c onfidenc e and  p rovisions of 

law as to p rivilege or otherwise forb idd ing d isc losure of suc h information. 

 

 

 

 

Signature: Date: /  /  

 

 

Address: Postcode: 

 


