
…………………………………………………………..  FIRE AND RESCUE AUTHORITY

FIREFIGHTERS' COMPENSATION SCHEME (ENGLAND) 2006

	Opinion of Independent Qualified Medical Practitioner 

in respect of former firefighter 

for consideration of “after-appearing” injury




PERSONAL DETAILS

Name of former firefighter ……………………………………………………………………………………………….

Former rank/role/post ……………………………………………………………………………………………………
Employee number ……………………………………….
NI Number ……………………………………………..

Date of birth ………………………………………………
Age …………………………......................................

Address …………………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………

Date entered Fire and Rescue Service …………………
Date left Fire and Rescue Service …………………..

Nature of award made on leaving Fire and Rescue Service ………………………………………………………..

Date on which claim of disablement first made known to Fire and Rescue Authority ……………………………


DETAILS OF INCAPACITY 

Nature of incapacity considered for the purpose of this opinion:

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………


DETAILS OF INJURY/INJURIES

Nature of injury/injuries considered as possible qualifying injury in relation to the incapacity for the purpose of this opinion:

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………
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OPINION
I  [EXAMINED THE FORMER FIREFIGHTER ON (date) ……………………… AND]  HAVE CONSIDERED:

(tick relevant boxes)

 FORMCHECKBOX 

the duties appropriate to the role/rank of the former firefighter

 FORMCHECKBOX 

the medical history held on fire and rescue authority records

 FORMCHECKBOX 

the medical history held by the former firefighter’s general practitioner

 FORMCHECKBOX 

report(s) from –

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

MY OPINION IS THAT:

(tick relevant boxes)

1.
The person – 

 FORMCHECKBOX 
 is

 FORMCHECKBOX 
 is not


suffering from the incapacity detailed on page 1 of this document.

2.
The person –

 FORMCHECKBOX 
 is

 FORMCHECKBOX 
 is not


disabled from performing the duties of a regular firefighter (including engaging in firefighting)


(“Disablement” means incapacity, occasioned by infirmity of mind or body, for the performance of duty)
3.
The disablement –

 FORMCHECKBOX 
 is

 FORMCHECKBOX 
 is not

likely to be permanent.

(“Permanent” means that at the time when the question arises for decision the disablement seems likely to be permanent)
4.
The disablement

 FORMCHECKBOX 
 has

 FORMCHECKBOX 
 has not

been occasioned by the injury detailed on page 1 of this document and which was received

 FORMCHECKBOX 
 with

 FORMCHECKBOX 
 without

the person’s own default in the exercise of his/her duties as a regular, retained or volunteer firefighter
(To be answered in a medical context only.  “Injury” includes disease”.  An injury is treated as having been received without the default of the firefighter unless wholly or mainly due to his/her own serious and culpable negligence or misconduct.  In the case of a person who has become permanently disabled, any infirmity of mind or body shall be taken to have been occasioned by an injury if the injury caused or substantially contributed to the infirmity.)

5.
The date on which the person became disabled –


 FORMCHECKBOX 

can be identified as …………………………….


 FORMCHECKBOX 

cannot be identified.

6.
 FORMCHECKBOX 

For purposes of calculating the degree to which the person’s earning capacity has been affected as 
a result of the injury, account should be taken of the medical assessment of disablement detailed on 
page 3.
(This point should be ticked, and medical assessment provided, only where the opinion at Point 4 is that the disablement has been occasioned by an injury received without default in the exercise of duties)
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ASSESSMENT OF DISABLEMENT

(Comments may be continued overleaf)

(a)
Mobility 

 FORMCHECKBOX 

problems with walking on normal surfaces and climbing stairs ……………………………………………

 FORMCHECKBOX 

problems with sitting or standing ……………………………………………………………………………...

 FORMCHECKBOX 

problems with co-ordination and/or manual dexterity ………………………………………………………

(b)
Lifting and carrying  …………………………………………………………………………………………………

(c)
Driving  ……………………………………………………………………………………………………………….

(d)
Travelling restrictions ……………………………………………………………………………………………….

(e)
Working at heights including climbing and working from ladders ……………………………………………...

(f)
Working in confined spaces ………………………………………………………………………………………..

(g)
Bending and kneeling ……………………………………………………………………………………………….

(h) 
Manual handling ……………………………………………………………………………………………………..

(i)
Speech (including communication skills) …………………………………………………………………………

(j)
Vision ………………………………………………………………………………………………………………....

(k)
Hearing ……………………………………………………………………………………………………………….

(l)
Dizziness ……………………………………………………………………………………………………………..

(m)
Episodes of loss of consciousness ………………………………………………………………………………..

(n)
Mental health ………………………………………………………………………………………………………...

(o)
Concentration ………………………………………………………………………………………………………..

(p)
Working alone ……………………………………………………………………………………………………….

(q)
Repetitive work ………………………………………………………………………………………………………

(r)
Coping with stressors ……………………………………………………………………………………………….

(s)
Dealing with the public ……………………………………………………………………………………………...

(t)
Stamina ………………………………………………………………………………………………………………

(u)
Hours which can be worked (shift work, full-time, part-time) ………………………………………………………

(v)
Cognitive impairment  ………………………………………………………………………………………………

(w)
Other problems (social or environmental) …………………………………………………………………………...

(x)
Enabling options which should be considered …………………………………………………………………...

(y) 
Health and safety implications ……………………………………………………………………………….........
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COMMENTS ON ASSESSMENT OF DISABLEMENT

(This can be used by the independent qualified medical practitioner to add to any comments on previous pages where there was inadequate space, or to add information not covered on previous pages.  The comments must relate to medical issues only.)

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………


APPORTIONMENT OF CONTRIBUTION OF INJURY TO DISABLEMENT

 FORMCHECKBOX 

100%

 FORMCHECKBOX 

Because of a pre-existing condition or injury not related to firefighting duties the contribution of the injury to the disablement (both as detailed on page 1 of this document) is:


………………………… %

Reasons and comments: ………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………


SUGGESTED DATE FOR REVIEW
………………………………………………………………………………………………………………………………


I have not previously advised, or given my opinion on, or otherwise been involved in this particular case for which this opinion has been requested.

I am not acting, and have not at any time acted, as the representative of the above-named former firefighter, or the fire and rescue authority, or any other party in relation to the same case.

Signed …………………………………………………………………………  Date …………………….

Name and qualifications …………………………………………………………………………………...
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