Worker’s Claim for Compensation
Workers Rehabilitation and Compensation Act 1988

On completion, which form to keep and which form to send to whom:

-~

Empleyer — keep : . ] N
black copy and send Insurer — keep purple WorkCover Tasmania —
purple and red copies to copy and send red copy to red copy 1o be received
your Insurer WorkCover Tasmania only from Insurer

Worker — keep brown copy
and send all other copies to
your Employer

1_.m>mm READ _Zm.—._acn._._ozm o>xm_...c_._.<

v Usea Um__mo__,_ pen s..:m: comgpleting this form and print all answers n_mm_.z

7 Ensure the original copy and duplicates dre complete and legible,

v The information provided on this form is E t for the Bm:mmmBmE Qq the _:E:wn_ saﬂxmw s claim. All bexes on the inside pages must be
completed by all parties concerned.

[ v Personal information cellected from you for Eo«xma ooawm:mmﬁ_o: processes s_m_ ke cmmn_ by the WerkCover ._.mmam:_m Board for that purpose and -

. may be uséd for other purposes permitted by the Workers Rehabilitation and Compensation Act 1988 (the Act) and associated laws.

“v Failureto Eosam..ﬁ:_m information May result in your ¢laim not being procassed or records not: being propetly maintained.  Your personal

information may be distiosed to-contractors and mmmz.ﬁm of-the s._o%oo,\mq Tasmania moma law m:,ﬂo«omgm:ﬂ mmngmm nocnm m:a other _,.Em..u__o
-~ sector aoa,mm or oﬁmm:_mmggm mcM_._o_‘_mma o collegt.it,

.\ This’ _io::m ion. wil um Bm:mmmg in .mnooam:om 5 .Sm wmﬁmczmh Sﬁossmﬂos huaﬁmnrg 32 mooh and 3m< _um moommmma _u< <oc o: ﬂmncmmﬁ 8
ﬁ:m Eoﬁxooe.miﬂmwamz_m moma... ~.<oc 3m< cm owm_.mmg & dnmm ﬁoﬁ ~H:_m mmz.__no

N

chooLo Dt i e of FTE forparttime or casual workers is based on the proportion of .
.,._.O .—.._._m ssom—hm—ﬂ : R - : .- nours worked divided by the number of full :_,:m :oca qmm:m_mm ina
"« Complete questions 1 to 35 if you :ma a work- B_mﬂma _s._cé or

dition that ﬂ R lted in ti £f work. - number in the range of 0 to 1.
/. .condition that may or. 3m< not have resulted in time off.work.or m_é
. _:oc:ma costs.. Caiculate. the normal weekly eamnings (NWE aver the 12+ 30:.%

pefiod m:n_;m at the start of the period of incapacity. zEm is
. It is important for the mimnﬁ_sw Bm:mmmamsﬁ of your o_m_B that you ‘calculated as the average earnings over the 12 months prior to the’
fully and clearly describe :os. your injury or condition OOoc_.qmn_ and

; . . ~date of incapacity. - Where the Eo_.rmw.:mm been.employed by the
.~ what caused it.- Provide ail information S_m<m:ﬁ 8 the occurrence Qn
- your injury {questions 12 te 22). employer for 14 days or less _u:Q to his/her incapacity, _‘m*mﬁ to -

“The detailed description of /15 analysed and coded for Section 69(2) of the Act.
. ited description of your injury is anaysed a )
data processing into the computer systeém of your‘employer, your’ Calcutate the normal weekly hours (NWH). NWH are the average

*

~."employer §insurer and WorkCaver. Tasmania: You'will gréatly help in = =~ number of hours per week that the worker ias beer employed by the
this process if you clearly-describe-how your Injury ocourred. Fotlow - - employer. Where the worker has been employed by the employer for
these rules when describing how your injury happened: . . 14 days. or less prior to 3_m\zmq incapacity, ﬁoﬂmg To Section 69B(2C)
o . Do not write ‘Refer to Report’or ‘See workers, nnBumzmmﬁ_o: an__nm_ . of the Act.
k Om_‘.n_.q_om.nm Fully n_mmo_.m_uﬁ your :.:CJ\ in .ﬁ:m space, DEUEQWQ Your h O<mw,ﬁ_3m\mxommm hours are 30& to. _um included _D Z<<m or NWH unless
o Injury mmuon and workers compensation Bma_omvnmn:q cate are . - all of the following n:ﬂm:m aremetl’ . L oo
S ‘.xmﬁﬁ only by <o:_. man_ozm instirer. They &

~{a) c<m1_3m\m§mmm soEm s_ma m oo:a&os 9« %m 50}9 5 oozqmoﬁ ,.
" of employmenty

i (b) overtime/excess: hours were worked in moooammnm s;x a ﬂmmEm«....“
: R m:a mmﬁmu__ sma pattern andi in moooam:am

- .._”.E ﬁ_._m vmﬁmﬁ: s..mm m:_omﬁmzﬁ_m_f :3_8:5 .m:n_..

- . A description of your iny
L mmm_ﬁ_m and uqoommmﬁm 9n :ﬂogmﬁ_o: u_‘osn_ma

e ._uo not use abbraviations, brand names or Boam_m of Hmo __._mé

or equipment. ' Instead, specify-the actual name of-type’ ofthe .
..”.Bmo:_smé or equipment. . For example,-do not write ___#_:m FMTX -

S caused back strain’, write down-‘liting TV. camera caused back = = - . @ the worker Eo;a have continued to work a._m, o<m83m\mxommm so_.:m :
" i strain’ or instead of “d ving xcwoﬁm.- say ‘driving, Uoonmﬁ\mxom,\mﬁoﬂ\ S he/she had :oﬁ cmm: écaa Ammm mmﬂ_o:m mmmﬁwg m:a .\memz
o U:__aommi_.moﬁo_‘ ?_:_nnme_m.q is muE_omEmu Lo of the >na
o mumomQ déy, month and year when ng in amﬁmm. instead 90 _:a_nm.d:m . Om_o:_mﬁm the o_.n_sm time rate ow ay per iomr ._i:_.m relates io
‘ongoing' for date of accident or writing only your year of birth. . the payment for the worker for the work in which, and the hours
. >ﬁmn_,_ your Initial Workers Compensation Medical Certificate - ; during which, he/she was engaged _Bsma_mﬁmz before the period of
- {obtained from a WorkCover accredited :,_mn__nm_ u_‘moaco:ma and any - - ° incapacity (see mmocom 69 of the Act). ’ .
* -accounts related to your Injury. . = Specify the date your insuret was notified of the injury. Employers -
'+ Give the completed form and any mﬂmnjamzmm 8 FE!IP{F.IoE employet as _mhust niatify their insurer of injuries within three warking days of
S00n as you can. becoming aware that a worker has m:ﬂman_ m Eo_,xc_mom _e::\ (see
* You may ask someone- m_wm 8 sm_uaoc =ﬂ <o: om::oﬁ m__ in .n_.__m ,no:j } Section 143A(1) of Sm Ach). - ) ‘ PR R .
- yourself. U R . » e gpecify the date the claim was lod ed with vour tnsurer. This
* Seénd ogn_sc_:m\_u_:m_ Workers oo:,ﬁm:mmﬁ_o: _sma_om_ Omn_momﬁmm . - ‘relates to the date that the claim form was forwarded to your insurer..
and accounts toe your employer as seon as they are available,” . - Emplovers must forward claim forms to their.insurer within five
. ,ow.ﬁmﬁ your employer if you need help or 58._.‘328:. R working days of _.mnm_uﬂ from the 5_2—6.. Ammm wmoﬂ_o: wmﬂ: of the
* Make sure you keep the brown copy of this form. -~ - S At T : : ‘ :
T e T e Iftheworker is unable to fill in the form, _uummmm arrange for it to be
" ._.O ._._._m m_<=u_|0<m_..~ . Lo - completed on his or her hehalf. - f the worker requires access to an
v zﬂ.@. your insuref of the claim eithér by phone, fax of armai 5_5_: ﬁsam R interpreter, please oosﬁmnﬁ the .:m:m_mu:m m:a _:ﬁmsﬂmnzm Service on
.working amﬁboa receipt of this form (question 57). Failure to provide : . .pwp 450.

- notice of the claim will preciude yoy from | demnity for weekly payments © - e mm:a »:_m form, Initial Workers ooaum:mmmo: Medical- omn_momﬁm and
i .woﬁ the um:oa that :oﬁ_om was soﬁ m_<m: t0 EE _:mcﬂm« Ammm wmoﬁ_o: wm © . accounts to your insurer. All claims for compensation, Including
©ofihe Act). - . : . those covered only, _u< mxommm m:msmmBmB :Eﬂ be. %cﬂémamn_ to

. C aeeE * ;

ooau_mﬁm the mBU_o<m_. s Details mmoﬁ_o: oﬁ E_m 8«3 E:mmzozm 36 your insurer. )

i
to mmv ~» Send oo:ﬁ_:cm:m\msmd Eo«xoa OOBUm:mmﬁ_o; Medical Certifi cates
. Om_nc_mﬁm the :cacmﬂ of full-time equivalent qurm,.m _.|_.m ,;m _.l_.m B and accounts to your insurer as soon as they become available.

L of a full-time worker Is equal to 1.0. The calculation of the” number’ Make sure you keep the black copy of this'form.

Information and Assistance

December 2010 For information and assistance on all workers compensation and injury management matters,
telephone: 1300 776 572 {cost of local call) OR (03} 6233 5343 (outside Tasmania)




_Z._cmm_u onxm_a.m DETAILS

Ag_.\_,\_qm\zumm\gmv

2 .ﬁmdmmmm.dm.. ST

w m_<m: :m_jmm

h mmmaw:n_mm address

A Posteode:
5 vomﬁm_ address (i different from residential) . .
; Pasteode:
m Umﬁ_am oozﬁmoﬂ u:onw numbers .
o [ i
m...:m; mn_nﬂmmw ; S
& mm:amq T e o Male [ mmam_m D
Ho nccsqwbﬂcis B o >:m¢m:m O o<mqmmmm ]
T .m<m_.mmmm. print no_._&_.u... of birth - - , “ " Office Use
HH _m uac s.m<m Q.Enc_q c:am_,mﬁmnu_:m mzm__ms Exmﬂ is your v_.m__m:ma
_msm:mmmo : : " Dfficé Use

i ¥

»M Date maa H_Bm _:EQ

oﬂnoaaaos oooc:ma R ﬁ\ \_ mamua

_ﬂ Q_jnmaa n_mﬁm _:.EG 2 oozg_ﬁ_oa Emﬁ :cdnmi

Hm _ummo;cm :os S.m SEQ 2 no:a&o: ooo::ma

; " Office Use
(i) Givethe details of what :muvmamn_ how it happened | - Mech:
and what was involved, e.g. knocked off ladder by tractor o
and tractor ran over legs; inhaling asbestos fibres when !
demolishing otd buildings :
| Agericy of injury |
.8/down . |
Agency of [njury
(i) What was/were the most serious type(s) of Injury T dnjury
or disease caused by this occurrence? e.g. bum; cut; RS
fracture; hernia
(lit) What part of the body was most seriously affected by . PoB
this onoc_._.m:omo e.g. upper amm; left ankle; right eye; upper back s

. “E >n_aamm where _ecG or noza_:o: oooc:.m% '

. Su :,E.ﬂ.r m:,mn: a Eo..,xmﬁm noa_nm:mm:o: Smo__om_. nm:uﬁ nmﬂm Ho Sa Em_é

Postcode: ]

H,m _% mﬁouumn Eoﬂx s_:mﬁ
: Emm ﬂ:m amﬁm msa ﬁ_amo

_L

‘ _’ mn._\u_s

condition oooc:_zm ]
17 Where did your. injury or oo:n&o: oceur?
At écqxlso“asm at normal workplace D
© At work—road traffi¢ accident | |
At work—on break [_|
At work—working away from normal workplace D
Away from work during recess period _H_
,...‘m<m_m5m 10 oF from work [ _|
ooaacﬁ_:m\_o:w:@ (excluding Qm<m___:m 1o or from wark) _H_

18 Is your injury or condition sclely due to this occurrence? No D Yes []
_:n no, give-delails below

Hm Date m:a time .m..ﬂmmmm.,..,..oﬂx on - . . - _’ s A
. 'the day or'shift of the injury or - \\ am/pm

18 Name of medical uEQEozmﬂ..szo.u_.os.nmn_ NBquHmﬂm“..ﬂmmgm.:ﬁ

20 Namé of treating practice or hospital

N_. _ﬂ :mmﬁmn_ m_nm :omvnm_ s_m_.m vac mag_ﬂma . zo D <mm D
as an inpatient? - . a , .

wm Did you have any oﬁsm_. mBu_os.:ma mﬁ thetime  No [ Yes []
Cyour _:EG or condition occured? Ifyes, give details below

- im.qu....wm,.gmm_q.w&_ ymﬁro:_ﬁ
NOTE: You do not, :m_..m to complete this Authority. _._os.m<mq. not doing so
:..m« mean nm_mgm to your claim being finalised.

To any medicat nwmnzzozmﬁ of other person who has u.mmﬂmd me, or the Registrar of
me\ _;om_u;mu mu s&.oz i have received treatment.

1, mE_E&\mq _E\

- authorise any medical practitioner or any other person who has treated me or the
' Registrar gf any hospital at which ! have received treatment to give my mHEQQ or

h goﬂcno&\ aﬂ this .miao:u...a is to be nczm_e.mwmn as qm:& as the o:hSm..

E 23 <oE m_mzmﬁ:«m

) wh Date m_mzmn_

.mm. Name' of primarytreating medical practitioriér (providing primary medical care)

T a

26 ao:ﬂmnﬁ details of primary treating medical practitioner (practice name)

._._..o Eq:...m_.m _mmamg#mﬁ.o: and noﬁumamm#% Act u.mm.m .Suommm rmmé

h qmn_mﬁm Hzmn BEmcmmﬁcwakxaoﬁ..ma_mamnqumem_‘m: Sm information given _: this
3«3 is H.Em m:q on:.mﬁ S every nmﬂnEma -

MN <oEm_m3m§m : ﬁ

,mm _umﬁm m_m:mn

29 <_<§mmm.a wﬁ:mea

._Zon_:omﬁ_o: m:a E;:mmmom R
w Zmam Qq umaos ;oﬁ_mma h '

mm.«mc_,.u.m,mvm?m.m.o_\..w name h _

.33 Name of any withesses to the occurrence -~ | -

N 7

L . 1

--his Insurer; information shout myseif specific to this clzim for workers noa.qmzmman:..

.Eo«roqmcmn_mgﬁ_os o S

uo_._m#_mm for giving false or misleading information. e




mn Date o_m_:._ form and Eoﬂxma oo:,_um:mmzo: medical certificate
given to employer -

o_m_B 3:5 _

Bma_nm_ omzaomﬁm _

_uu.m<_o=m o_m_s_m

wm Have you-made any claims cm_noao
.. :wmm_ give details below LT

“36 Employer's legal name, i.€. Registered Company Name, State
mo<m3_.=m3 omum:_jm:” _umznmagu. Sole ,_._‘mn_mq s 2m3¢

<38 Employer's address

Postcode:

i .39 mau_oﬁﬂ s :mn_:m hame or U_<_m_o: in State mo<m33m:ﬁ _umumzz._m:ﬂ

e.g. J Citizen’s Laundromat; h_v_amc\ mn:nmao:

240 Industry of employer ‘e.g. dy-cléaring services, dental sevices

1 Number of full-ime equivalent Workers (see front page for explanation;

" Treatment and _.,_wmﬂ__.::_.»,m Edmr,cmﬁmm.__w._ -

42 Uomw the worker's :._ma_om_ omﬂs,. omﬁm _:n__cmﬁm Co z_u
a nmma for’ _‘m:mu mﬂ_osa S :

43 Im<m <oc been no:ﬁmnﬂma by sm s_oﬁxmﬂ s ,Qmmc:m Bma_om_ Emnc icner -
to a_mncmm .nmmﬁ_._._m;ﬁ .m:.a\.oq.ﬂm.ES 1o work o.E._c:mw X

44 Can mc;mv_m duties.be u_.osn_mmo

No [] Yes

NG Tost time

am E:mﬁ _m M:m s_o%ﬂ m mmﬂ_amﬁmg M_:._m oi s.o_\xo

Less than'6 days

Q&tQEm:mm.miman no..o_.n.imna_..wo ummnno_._,_nma m.ﬁo“_.h.n_mﬁ
) k Return td Work Plan G be n.m.\.m..o_um& 15 S 27 days
a —aca. Zm:mmmam:n

Co-ordinator to be appointed & ﬁ 28 am<m ar more but less than 3 months,

“frjury Marniagemept Pian - More than m Eo:ﬁ:m .
to-be n_m_.‘.m_.oum& - i

5.2_6 s mEEEBm_: Uo.nm__m

a6° zoz.zmw smm_% mmﬂ:_:mm
«mmm na_.; page for mx.o_mumzoé..

4T o_d_:mé n_Bmamﬂm of: pay per Emmx
ﬁmmm front uwmm mo_. mxn__m:mrea

$

pm Nommal émm_% haurs
ﬂ see front .ummm for mx.c_mamﬁae

52 __u.mﬁm the 20,_.xmvmﬁ.m2“mm..5, your m_.jn.._oz:_w:ﬁ ﬁ

S
- |

No [ ] “es _H_

or oo ¢

L

|
?mv S.;_._mv:::.:..ﬁ,.

#@ ><mﬂmmm am<m :m:m_:. Eo%mn ﬁmﬂ Emmr E _ \#

mo.._.éo}mw.m,o.oo:._u.m.ﬁ_o: at time _.:EQ orcondition ocourred - Office Use © .

Bl Umumzam:ﬁ or mmo.:o: s_:m_.m S._:G ar oo:a;_o: oon::da : B
-g.g.dispatch, ..em_‘m:ocmm ‘sales™ " ¢ ] s oacm c.mm,

. Office’ Use',

-B3-1s the-worker.az - .~
Direct mB_u_o<mm _H_
Working director [ ]
Gontractor [ |
Worker of contractor [ ]

Sub contractor D
Labour hire worker [ ]
Apprentice/trainee ||

other [_|

If ‘other’ give detaiis below .e.g. in training u_rcm_‘mﬂ, pelice volunteer, fire fighting /fire
_prevention operations - '

54 s the worker a:

‘Permanent mBESmm D
. Casual employee D

~ Temporary employee [ |
Temporary overseas visa worker [ |

B5If .muu_mn.m_.u_m_ _m, the ,..,...o_.xm_.” . Fulttime [ Parttime | |
mm omﬂm _:mEm.. :Q_mma of i SEQ A 4
: ammm frorit: page for explanation) . s oo

57 Date Smcqm_‘ netified 6f claim
At mmm front nmmﬁ for mxn_.m_._maoa

58 Date claim lodged with _:mc_.d_‘
{see front page for explanation)

.58 Date of next payday following the

[ .

m-._._ﬁ_oz_m-. Oou.._.nm_ﬂ._” _-.._mo_.—._._m.n_O—._ .Emmmm give the name of someone who
can be no_ﬂmﬁmq for m&_zgmb information about this claim

60 Contact name

B1 ‘Position o _ \_

62 dosﬁmﬂ phone 7 \#

. Employer nm_:minmmo:

The Eo_.xm_.m xm__m_u__#n»_o: and no_:_umnmmﬁ_o_._ law Imposes heavy
_um_._m_:mm mQ. m?._um false or misleading 53_._.:.%6:. )
| am satisfied that the SR_E._.m:o: given bn this form is HEm and correct _H_

5 n.m.cm_..m that’ m._n:m_. _:Smmrmm:o: 33 ﬂ:._m claim is wmas._‘mu - _H_

mm mBu_o<m_. qmuqmmm:ﬁmﬁzm s signature

mh cmﬁm m_mzma / _

mm ‘Namie of ﬂmuammamﬁzm

T —

66 Position _ _

INSURER’S Um._.>=.m
‘Policy and Claim Details
67 Tnsurer name :

68 Policy number _

69 ANZSIC ,.o_mm,mmmn.m:c: of policy _

.B o_uﬁa numbet #

‘71 Claim aﬁm ) .
“New D w¢oum:mn_ D i _.mro_um:ma tick below -

>mm8<m=o:D xmnc:m:omD Other

O

If ‘other’ give details below

72 -Date claim received by insurer

L

o

“(For-selfinsurers ﬂ.:_.w.amﬁm.,é__ be the 'same as, m:oi:.i ,E._mm.ﬂ."o.: 58)

N | |

_ _

' Office Use

L
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i
i
H
i
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H




