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Claimant full 
name (required):

Claimant date of birth  
(required) (DD/MM/YYYY):  /  / 

Appendix B  |  Additional Details About Your Experience at a  
Federal Indian Hospital

Any additional abuse/harm you experienced at a Federal Indian Hospital documented in this Claim Form can be recorded 
below. Please ensure you answer all six questions related to the abuse/harm. If the space below is not sufficient, please 
include extra pages labelled “Abuse/Harm #5” and “Abuse/Harm #6” and include your answers to questions 1-6.

Additional Abuse/Harm

1. What was the abuse/harm that you experienced while admitted to a Federal Indian Hospital? Provide a brief
description.

2. What was the name of the Federal Indian Hospital where you experienced abuse/harm? If you do not know the
name, please provide the best description you can of the location.

3. Who was responsible for the abuse/harm? If you’re not sure, provide the best description you can (example: a
doctor, a nurse, another patient, or a visitor).

4. As best as you can remember, when did the abuse/harm occur? If you’re not sure, you can provide your age
when the abuse/harm occurred (example: I was 16 years old). You can also provide your best estimate as a range
(example: sometime between 1971 and 1973 or when I was between 23 and 27 years old).

5. How many times did the abuse/harm happen to you? If you’re not sure, you can provide a range (example: 4-5
times). You can also provide an answer that is not specific (example: many times or more than twice).

6. Please describe the impact that this abuse/harm has had on you. The impact of physical or sexual abuse
could include black eyes, bruises, cuts, being knocked unconscious, broken bones or teeth, scars, pregnancy,
complications from pregnancy and/or childbirth, long-term or permanent physical disability/injury/impairment,
long-term or permanent mental disability/injury/impairment (for example, depression, anxiety, or post-traumatic
stress disorder (PTSD)), permanent loss of mobility or brain injury.
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