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Employee Claim Form

This form must be fully completed to properly make a claim for workers compensation in accordance with
the Workplace Injury Management and Workers Compensation Act 1998,

To: | Council

Whilst in your employ | sustained the injury describad balow. | elect to claim undar NSW Workers
Compensation legislation

Titla: Given Mame(s): Surnams:;

Currant Address: State Postcode

Mabile: | Telephona: |'E | Facaimile: | |

Date of birth: | | Gender: Mae || Fermale ||

Country of birth: | | Lamguages spokan: | |

Interproter roquired: ves [ | mo[]

Ciate staried in curment position: | |

Fulltime || Parttime [| Casusl []  Permanent [ 1 snis [

Dccupation/Position: | |

ﬂamcnntanturlulnbilaﬂn.l | Usual Days and Hours of Work | |

Supervisor's Nams | | Supervisor's contact no. | |
1 CURRENT E - e §oeca il ]

[k you hewe amy other employment ‘fa| D [ |:|

If YES, please give detaila:

Full name of Employar:

Address: State Postcode

StateCover Mutual Limited

PO Box R1865, Royal Exchange NSW 1225

Tel: 02 8235 2800 Fax: 02 8004 8253
www.statecover.com.au
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Full name of dependent

Relationship to you

Date of birth

Full tims
student?

Residing at
homa?

Working?

Yas DMD l:i

Yas I:ihlc- D

Yas DJI’.‘-D

Yag DMD |:|

am DH:— l___|

Yes D.Ir_\l:l

a5 I:hh:u |:|

Yas Ejhlu |-—|

Yas Dﬁlc— E

Yas END |_|

Yas Dhlu l:l

Yes [ No [ |

Hoee did the injury occur, 2nd what wers you doing at the time? {e.g. skpped while climbing a laddear}

Workplace name and address whers injury occurmed (e.g. works depot):

Address: State Foetcode

| | | | |
Mame and address of any person who was present when the incidantfinjury happened:

Title: Gavan Mamefs] : Surnama:

| | | |
Address: Siate Postcods

When did the injury happen or when did you first notice the imjury’disease?

Diate of Injuny: Time: Diate notice given:

|| aniem | | |

Towhomwas the injury reported? | |

H you etopped work due to injury/dissase - Date and time stopped work:

Diate: Tirme:

|
| [ amJ/pm

Wheat injury{ies)/diseass did you suffer (e.q. frecturs)

What parts of the body wene affected? (2.g. right upper arm, koawer back)
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OTHER SIMILAR INJURIES

Have you previously suffered any similar injury or condition? ves [ | mol
It YES, pleass give datsils:

Date of previous injury/condition:

| | o | |

Was the injurycondition resobwed? Yes I:l Mo I:[

If MO, give detsils:
mmmhyﬂfﬂ‘amﬁcﬁa}:

Huhia:| |Ta|aphm b | Fmawriﬂl

|
|
Email Address: | ]
Name of hospital (if applicabls): | |
SIRA approved Medical Certificate attached ves [ wa[]
| |

A separate “Joumsy™ claim form must be completad in addition to this claim form.
This iz available from Counci or direct from StateCower.

PRIVACY

In processing your claim, StateCover may collect parscnal and health information about you in relation to your claim. Personal

and health informafion is collected about you on this form and may also be collected during the processing, assessing and

managament of your claim.

It may be collectad from your current, previous and future employers, govemment agenciss, credit reporting agencies, health

sanvice providars and other persona whio can provide information relevant to your claim.

Parsonal heatth informaticn about you may also be collected by solicitons, private investigators, foss adjusters and othar

sarvice providars acting on bahalf of StateCover.

Personal health information is collected for the purposes of enabling SteteCover to process, azsess and manage your claim

and fo verify any information you may submit in support of your claim.

For the purposes of processing, sssessing and managing your claim, StateCover may disclose personal health information

about you to the following types of organisations:

= State Insurance Reguiatory Authonty

= Your employers.

» Sghicitors, medical practiioners and other health service providers, private investigators, loss adjusters and other
Esanvice providars

= Tha Workers Compensation Commission

» Approved Medical Specialists

= A court or tnbumal in the course of proceedimgs under any of the Acts admmistered by SIRA

= Any other person, organisation, or govemment agency authorised by you, or required by law

You may request access to your personal and health information collected by StateCover by contacting our office directly.

You may also reguest the correction of any errors in the personal or health information held by StateCover,

A copy of our Privacy Policy is availabla on the StateCover website at www statecover.com.au or can be mads available

on request.
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hereby declare that the information | have provided in this claim form is comrect. | understand that whils | am in receipt of
bansfits | am obliged to immediately notify StateCover of any change in my condition or employment that afiscts my earnings
ar claim in any way, for example:

i. Retum o work in amy capacity;

ii.  Commance employmant with another parson/organisation;
ii. Commence seif employmentiown business;

. Ceasza treatmant or changs doctors.

| understand that it is an offence to fad to do so. In addition, | understand that | am obliged to participete and co-operate m
the development and implementation of an Injury Managsment Plan to assist with my miurn to productive employmeant, in
accordance with medical recommendations, whers such a plan i= imstigated by StateCower or Council. | understand that amy
failura to do so may affect my entitlernent to workers compensation bansfits.

| hereby authorss the collection and exchange of written and vearbal personal information between my medical’treatment
practitioners, my employar, StateCover Mutusal | imitad and the State Insurance Regulatory Authority as provided by the
MSW workers compensation legislation, with respect 1o the injury/disease described in this claim form.

| agree that a copy of this Declaration shall hava the samea effect and suthonty as the cnginal. | understand that, if amy
information | have given in this claim form is untrue, my claim may be denied and | may be prosecuted.

. Signature of authorised person complating this form:




