Workers Rehabilitation and Compensation Act 1988, Worker's Claim for Compensation

INJURED WORKER’S REPORT

About You

Mr/Mrs/Miss/Ms

3 Address

Postecode:

4. Telephone No -

10 Describe how the injury or condition occurred.

(i Give the details of what happened, how it
happened and what was involved, e.g. knocked
off ladder by tractor and tractor ran over legs; inhaling
asbestos fibres when demclishing old builldings

| (@) What was/were the most serious type(s) of
injury or disease caused by this occurrence?
e.g. burn; cut; fracture; hernia

(iiiy What part of the body was most sericusly
affected by this occurrence?
e.g. upper arm; left ankle; right eye; upper back

24 Namé of any witnesses ‘ .

“Print town, Suburb or locality

- oh the day or Shlft of the'accmient

28 Witness to signature

14 When did your injury or disease ocour?
' Al work———workmg at normal workplace

At work———road traffic accident
_ _ At work—on authonsed break
At workw-workmg away frorn normal workplace

Away from work ciur;ng recess period

DDDSDD

Travelilng to cr frorn work :

15 s your njury or condition solely due - No 1:] B Yes ]
’io this Occurrence’;‘ LT ST .

16 Are there othercauses of EAR -'NOD o Yes_[:i
yourconcﬂtmn'? ’ LT

17‘ Name of treating doctor

18 Name of treating hospital

Worker s Medical Authorlty

NOTE: You do not have to comp[ete this Authonty :
However, not doing so may mean delays to your c]a:m '

being finalised. :
To any medical practitioner or other person wiho has treated me, or rhe
_Hegustrar of any fiospital at which | have received treatment. s

I, employed by

authorise any medical practitioner or any other person who has treated me or
~the Registrar of any hospital at which | have received treatment to give my . *
‘employer, or his insurer, information about myself specific to this claim for * -
‘worker's compensation. A photocopy of this authority is to be cons;dered as
“valid as the original.

19 Your _signature

20 Date Signed | ./ /

Notification and Witnesses

21 _N.am.e of person nbti_ﬁed

ed 4 amipm

22 Date and time notified -~ ',

23 Your isupervisar’s name

L . N

) o A
25 Have you made i . _ - yesGive
“-any claims before?  No U Yes D details below

Worker 'S Certiflcatlon

' -_The Workers Rehabilitatron and Compensat:on Act 1988 o
“.imposes heavy penalties for gmng false or mls!eadmg

.mformahon. ’

‘| declare that fo the best of my knowledge and befief, all rhe mformatron given
in this form is tme and correct in every particular.

2_6_ Yo_ur signature

?_7._Da_te signed ;o




Workers Rehabilitation and Compensation Act 1988, Worker's Claim for Compensation

EMPLOYER’S REPOHT

Postcode:

Office use

44 Date the worker started in your employment - ;

45 isthe workera: . _ R
o Dlrect employee D
Contractor D

On cornmlssmn D

Other D

If ‘other’ give details below, e.g. in trammg jprogram, polics, volunteer, -
fire fighting/fire prevention operations, etc Sl

46 Claim Iodgement date ; _‘ T /I

47 Date of ﬂext payday foilowmg the date
of claim Iodgement : :

Employer Contact Informatlon

Please give the name of someone who can be contected for
additional information about this claim

48 Contact Name J

49 Contact Phone | ( } !

Employer Certification

The Workers Rehabilitation end Compensa‘non Iaw Jmposes
heavy penalties for giving false or mlsleadlﬂg mformatlon :

| am satisfied that the information given on thls form '3_.:_ '
is true and correct . L

I believe that further investigation Into thls claimis requlred ST

5C Employer representative’s 5|gnature

51 Datesigned . - - A

52 Name of representative | i

53 Posion | E

NSURERS REPORT

- 59 Date of claim receipt by insurer

Polley and Claim Delails O T LR
54 Insurer name : St Office use

Insurer
| mber | ]

55 Policy Number

56 ANZSIC classification of policy -

57 Claim number

W {frecpened, ._
1ick ohe below

58 Claimtype - New D - Re- opened L?
Aggravation D Recurrence D : Other D

I ‘other' give details below:

(For self-insurers this date will be the same
| R A
as shown in question 46)




