@}) GallagherBassett VALID WORKER’S CLAIM FORM — EXAMPLE ONLY

This form can be used to lodge a Workers' Compensation Claim in New South Wales, Queensland, or Victoria
w What area of the worksite were you working in when you
were injured? -
A %W(uﬁk(" lover pegident 5§ EPopry)d
M QUEENSLAND
et T L e What is the street address where the incident occurred?
WURRKRER O IINJUL LAIM FURM 1s Clacke <H
Please indicate in which State you want to lodge this claim: UDy.J €A
|:| New South Wales |: Queensiand r_ | Victoria Suburb . -/
- 1 |
L g . 1 3 L ——
1 WORKER'S PERSONAL DETAILS [
Title  Family Name S [ JiC |
I Ikl_f)j I_ Cooftel | Name of employer responsible for this workplace
Given names ol B [ We Carc pNulsing Home ]
[ ANGELA MAa e | Which of the following incident circumstances apply?
Other known or previous legal names eg. Maiden name Mme working at your usual workplace
| ——————— J f_| While working away from your usual workplace
Dt of et Ognder D During a meal-break or autharised recess al work
(2 8/ C)q!u_’”'.u E] Male %male [:I Whil f Ao
Residential street address e away from work during a recess
e I“Q +_“l ~ _Q_ T_L}N S T D Travelling to or from work*
D A motor vehicle accident while you were working*
Suhurh_ =5 * For NSW incid journey claim form must also be completed A WorkCover
[ TIASTELTE (e D If your Injury w. of driving or using a motor ; ki
E - ] vehicle o) ransport, please provide the claim which is
State g Pastcode the result of a
[ I C [L—E—I—:S—L-’—J e accident was reported to motor vehicle
Postal address for correspondence A ident t
= accliaent mus
__AS AQoVE tratizn number/s of involved vehicles State b ted t
[ NI I Sl
What are your daytime contact phone numb T = = police.
- Do you believe that your injury/condition was caused
Mokl 333 go0||w9RT7] Goo0 | 2ol or contributed to by a third party such as a manufacturer
E-mail address or supplier? Please give defails if retevant
[amceccopee b !F—!gg-.f"ld Cor | No
If you need an interpreter, what tanguage do you speak?
1 |
Do yau‘have special communication needs because of What was the date and time the injury/c tion occurred?
disability? ea. Mearing or vision impairment B O /o709 30 ¥ / <+«—— A date of
1 — di When did you first notice the injury/condition? injury must be
* These questions are required far NSW claims - | C} | }OS’ / GC]_] entered on the
* Do you support a partner? D Yes || No If you stopped work, what was the date and time? claim form. No
* If yes, what were their average gross  — (2 7o 7eA [ 430 L,pha_ date of in'l.i
weekly earnings over 3 months? I———_~] When did you report the injury/conditiofi to your employer? . jury
* Do you support any children under O O (O] 7168 709] will render the
the age of 18, or full-time student.?? — oz What is the name and position of the person you reported th claim invalid.
* If yes, please provide the date of birth for each injury/condition to?
[ | ELANE McooNALCD
T = TR o " T
2 INCIDENT & WO LKER' m If you did not repart the injury/condition, or there was a delay,
What is your injury/condition, a lease explain why
are affected? .
Steain to Qijm' Shoulde
[@=Ia'a! ', - S S R
bﬂ(— K 15}‘2“' 2 —————————————— What are the names and daytime contact details of anyone who
What happened and how were you injured? _ witnessed the incident? )
h[-hn:) o row o(“ tud NO WITRessE=S I8 (he
onto JHRollec ~histe o Coov) ey .
around & ent dodn
el < 'HC"QF r_)gr. g f\-) Have you previously had another injul;'y!condition or personal
< - injury claim that relates to this injury/condition?
Al L C
r’Y\:j Shoudel £ back Please give details, including claim numbers
NO
What task/s were you doing when you were injured?
hfhn 9 teay of fDod




@‘ GallagherBassett VALID WORKER'’S CLAIM FORM — EXAMPLE ONLY

This form can be used to lodge a Workers' Compensation Claim in New South Wales, Queensland, or Victoria
@Ti :'j'-'wJ""{i-‘ﬁ - yurﬂiﬁ El J@T'__ H If you have returned to work with your employer,

A KER MPLOYMENT D " oy
Name_ o_i organisation paying your wages when you what \as the date? |—--'!— | NL RTv
iwerwl;'ﬂd HE ARG T ] What duties are you doing? [ Fune || suitatte/Modified

= I o < Aj ':E 1 O ‘ =
Street address of your usual workplace How many hours are you working? L ,____EI
I g‘ (L larli< CF T Have you returned to work with a new employer?
- " =T i _ Please provide the name and coptact details of the new employer

5_uﬁurh B B __ . ND
[st - U {“\.J;—; Lﬂ = I If jtou have not returned to work, do you think that there

L pstcade’ are any issues that would delay or prevent you from returning
C Vi [Zise | lnwurk"
Name and daytime contact number of employer contact Nﬂ' ITinde O CL 4L And Cr=
E_g_meeafretum to wark coordinator T_‘-U v {J O CTo 2-‘
_______ ELANE McDodALD =

42971 S0 6

What is your usual occupation? Wha do you do? =
| |4 TCHEN H ANO l W_hen_d_i;ﬂyil_t y_o_p_gi\re your employer this claim form?
Which of the follawing apply to you? N - | Ot/ C{ C)':,-}—I
[Please tick all refevant b \ L

TR ol REA EINN asual LI student How did/will you give this claim form to your employer?
D_ Full-Time D Parl-Time ] Apprentice L] votunteer and delivery 1 By post
I._..I Contract [ l Trainee D Agency worker D Contractor When did/will you give your employer the first medical
E1 permsmene: [ Temporary ] Seasonal ] Jockey certificate?
other? | | | O‘j ! o

g Claim form
g’» ¥ must be

When did you start working for this employer?

(Rs5/o6l0TT] signed AND
Please indicate if any of the following apply teyéu: nram:rem e Inftrmation providad i this form. { dectare st ebe ipformation the dated
A Dii + &\ fawe suppliad in this form, and any attachmenis to this form, is true and correct to .
Yes o irector of my empioyer's company best of my hnowledge. | understand that the making of a false or misieading clzimd - Otherwise the
E Yes %’E{o_ A Partner in my employer’s Fompany f:;;’: s M RmAt RO UM Coll [ U Dle ) Low e L claim is
1 1 autherise and conseni lo any person whe provides a medical service or hospital . .
] Yes EL‘I'Z‘S- A sole trader (0 ms n connection withan injury/condition to which tis claim reiates o provie invalid.
. bt request by the ers’ comp ity, my ag|
Yes 2 A relative of iy eluproyer any informalion regarding the service relevant to the claim, | dershm‘ lhtmy
Did you have any other employment at the time you were authority has effeﬂand cannot be revoked for the duration of this claim,
injured? please provide er attach tie names of any other employers and their D r's SIgl'I Date
contact details, and any relevant wage or payment records .f_ ] ij /O }, I <—
CASUA L. HaD  Jrd . msﬁc’mnon is atso requmdrornsw P
g e I authorise and consent to the collection, disclosure and release of any personal
CGF CiN fY'}UN Of 3 :j‘! —-l ———— mhealrﬂmmrmmmnmumﬁm Mlhmirwry.fconﬂlm.‘e which the claim

SATVEOoA “’LS relates by the workers’ comy ty, my employer or insurer/claims

agent to each other; or to any persan who pmvfdns amedical service or hospital

service to me in connection with an injury/condition to which this claim relates.
—— I understand that if this claim resulls in my recelving weeldy compeasation

Flease complete lhis seclwn nryw wish to r{aim for weekly paymenls ts, | am required to notify whomever is paying my benefits iff commence

How many standard hours did you work each 7 employmant with seme ether person or in my ewn business, or of any change in

week before being injured? Exclude avertime hrs my employment that affects my earnings, and that failure to do so jsan offence,
f I consent to the WorkCover Authority of NSW using the information collected in
2
What were your usual working hours? conneition with my claday fr hap ispasss of ressurch abovt s
For example, Monday lc Friday, 8.30 am to 5,30 pm tion, kplace injury ard tonal heaith and
I TUEC, ']’H;ré’) f’}_JO 4'*—} (_ 3o - —J—?}A safety.
What was your usual pre-tax hourly rate?* preo— - Worker's signature Date

Exclude overtime & shilt sllowances
What were your usual pre-tax weekly earnings?*

Exclude overtime & shiit allowances T
* Please provide copies of any recent paysips [if avallablel FEJLS 00 L"]

e e ———

Wﬁen dld the empl.oyer flrsl recejve

Please provide details of any overtime or shift work the worker's completed claim form? o2 Jog [ 09| |+
Weekly shift allowance L_ ; /4 When did the employer first receive = = =

i ‘ ws|[§ A 1A the worker's medical certificate? ([OF 7087 0] |e—
Weeklxavertime ' *This question i uired for Victorian claims

ON IS required for victol
Date claim form forwarded to Agent (o4 ic9 /109]

* This question is required for NSW claime =" Estimated cost of claim to date $ SO0
;;Mﬂr:: is your nominated treating doctor? B many days have been lst? | / & days hrs |

Date
~_[e4 1] Ensure these dates
are accurate. They

I You have 10 days
Please provide the name, clinid to forward the claim

f dical providers [inclu -
aax{rr::teﬁayoﬂ:injuw to yl‘?ul‘: Aglent C;I"lce lp {‘JND@E,;J MeELF&T] must reflect the day
02 _PAuL ﬁ both t e.(.: aim form | 0si IEI TETTET (:)‘:» H ffz: s on which both
<99 < 4| and certificate of f ven t
ity h b Employer’s scheme registration number orms were given to
CapaCIty ave been eg. WorkCover Employer, Policy, or Employer Registration Number an employer
received. L £S2 775 ) representative for

the first time.

t |




