


THE INJURY

1. State very fully the nature and extent of the injury

N.B. - If to a limb, state whether right or left.

2. (a) Is the Injured Employee able to attend to any portion

of his/her work? 

(b) If so, what is the value of his/her present service?

3. What is the likely duration of incapacity?

4. Where was (s)he taken after the accident?

5. Where is (s)he now?

6. Name and address of Doctor in attendance

GENERAL INFORMATION-

Give all such details respecting the Accident and the Injured 

Employee as would be of assistance to the Company. 

What are the wages of the employee? 

Weekly 

Monthly 

1. 

2. (a)

(b) 

3. 

4. 

5. 

6. 

I/We the undersigned Insured hereby declare that the above statements and facts are true and that I/We have not withheld from 

the Company any information within my/our knowledge connected with the claim. 

Date Signature of Insured 

Please enclose medical certificate, if available 

N.B. - The Company does not admit liability by the issue of this Form. 
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