











Employer details

To be completed by employer after receipt from the worker and forwarded to RiskCover within 3 full working days. Office Use On/y\
Name of policy holder RiskCover
Address
Suburb/town Postcode Cover No.
Full name of employer:
Trading as: WorkCover No.
(e.g. E.J. Imports
Browns Pharmacy) WG
Address of worker’s usual Claim No:
workplace or base RiskCover to complete
Postcode
Major activity of workplace:
(e.g. sheep or grain farming;
aluminium window screen ANZSIC CODE -
kmanufacturing)
(—Injured worker details N\
Surname Dr/Mr/Mrs/Miss/Ms Date of birth | Age Sex
/ / Male/Female
Other names
If you have difficulty understanding
English, what is your preferred
Address language?
Postcode At the time of the occurrence
Phone No. were you working as a:
— direct employee? a1
- i i 2
Occupation (e.g. first class welder; accounts clerk) working director? 02
— contractor? a3
— employee of contractor? 14
Main tasks or duties performed? (e.g. welding of high pressure steam ASCO - sub-contractor? us
pipes; recording and paying accounts) - other? a6
full time O F parttime QP
k ..................................................................................................................... permanent P temporary AT casual I:Ic)
— Occurrence details ~\
Day of occurrence Date / Time : am/pm
At what address did the occurrence occur?
When did you have to stop working? Date / Time : am/pm
Were you: ¢ Working - at Normal Workplace JA e On Work Break - at Normal Workplace dE
e Working - Away from Normal Workplace [_] B e On Work Break - Away from Normal Workplace 4F
e Working - Road Traffic Accident ac e Other Duty Status 4dJo
* Commuting/Journey 0
What actually happened and what caused the occurrence? Include: Mechanism
(i) what action was involved (e.g. — fall, caught between, struck by moving object)
Agency
(ii) what object/machine/substance was involved (e.g. petrol fumes, wooden door frame)
Nature
Describe: i) the most serious injury or disease which was caused -
. Bodily
by the occurrence (e.g. fracture, burn, cut, abrasion) Location
ii) bodily location of the injury or disease (e.g. upper arm, ankle, eye)
( RiskCover to complete RiskCover Date Stamp \
Estimated time off work — e 10-20 work days (inclusive) H]
e |less than 1 day a e more than 20 work days a
e 1-4 work days (inclusive a e fatality H]
® 5-9 work days (inclusive a e Has employer faxed medical practitioner? 0 )




Occurrence report
(— B N

Where did the occurrence occur? (e.g. store room, machinery shop)

What were you doing at the time of the occurrence?

Finishing

What were the normal working hours for Starting
time

that day? time am/pm

am/pm

When did you first report the occurrence? Date / / Time : am/pm

To whom did you report the occurrence? Name/Title

If the occurrence was not reported
immediately, state the reason:

Name and address of witness(es) to the occurrence:

\

Medical attention/history - this event N

1. When did you first seek medical attention? Date / / ‘Time ‘ am/pm

2. If not immediately, state reason:

3. Was the part of the body affected or injured by this
occurrence healthy before the occurrence? If not,
k give details:

\_

(—Medical attention/history — similar or related previous events
4. Is the present injury totally attributable to this
occurrence? If not, give details:

5. Give details of any similar injury prior to this
occurrence:

6. Name & address of usual medical practitioner, and
k any person who has treated you for a similar injury: )

_J

(—Other or previous claims ~\
1. Is compensation being claimed from any other source? Yes/No If so, fromwhom? .. ... ...

2. Give details of similar or related previous workers’ compensation claims:

Name & address of employer Name of insurer (if known) Nature of injury, disease or other claim

\_ ~/

Injured worker’s declaration
oo )

solemnly and sincerely declare that each and every answer above and the particulars contained herein or annexed hereto relating to myself and th
occurrence are true both in substance and in fact to the best of my knowledge and belief. | take notice that, under the provisions of section 59(2) of the
Workers' Compensation and Injury Management Act 1981, | am required to notify my employer in writing within 7 days if | commence work with another
employer after making a claim, or while receiving weekly payments of workers' compensation.

Datedthis ........ .. ... ... . .. day of ... Year................
Signature of worker . . . ... Signature of witness. . ........ ..

Consent Authority (to be signed at the option of the worker) | authorise any doctor who treats me (whether named in this certificate or not) to discuss
my medical condition, in relation to my claim for workers’ compensation and return to work options, with my employer and with RiskCover.

Datedthis ....... ... .. i day of ... Year. ...............

Signature of worker . . ... ... Signature of witness. ... ... .

IMPORTANT: FAILURE TO PROVIDE YOUR SIGNATURE ON EITHER THE DECLARATION OR THE AUTHORITY ABOVE
kMAY DELAY A DECISION BY RISKCOVER ON YOUR CLAIM. )

Privacy Amendment (Private Sector) Act 2000

RiskCover is a state government authority and is therefore not bound by the Privacy Act 1988. However, in order to assess my claim for workers’ compensation,
| understand RiskCover may need to collect personal information about me from other individuals and organisations. These may include:

1) Insurance Companies 2) Health service providers 3) Rehabilitation providers 4) Risk assessors
5) Loss adjusters 6) Legal practitioners 7) Other experts or consultants

| consent to these individuals and organisations disclosing personal information, as it is defined in the Privacy Act, to RiskCover for the purpose of processing
and managing my claim.

Datedthis.......covviiiiii Lo F= T o RPN (=Y | AR

Signature of WOrker: s SIgNATUIE OF WItNESS:. . v v et e e et e e e e e eeeeeanees

IMPORTANT: YOU ARE NOT OBLIGED TO PROVIDE THE CONSENT, HOWEVER FAILURE TO CONSENT TO THE DISCLOSURE OF INFORMATION AS SET
kOUT ABOVE MAY DELAY A DECISION BY RISKCOVER ON YOUR CLAIM. )






