SUN WORKERS COMPENSATION e e il
insurance CLAIM FORM Suminsuned__.,........_. Excass __________________

Company Limited Moted on proposal .......ccoimiasicmmannnns
tst Floor Harbour Front Buling, Rodwell Raad Suva, G.P.0. Box 16376, Suva, Fiji Isiands. Tel: 331 3822 Fax: 331 3882 E-mall claims@suninsurance.com.fj www.suninsurance.com.f

Premium Paid ............Receipt No

TO BE COMPLETED BY THE EMPLOYER - NOT BY THE INJURED WORKER

THE REPORT is to be completed as accurately as knowledge of the circumstances permits, and forwarded AS PROMPTLY AS POSSIBLE,

to SUN INSURANCE COMPANY Limited together with any available medical evidence in support of incapacity of the worker.

EESPQI\EE\IIEI\CJ)E%K“%E COMPENSATION OR OTHER EXPENSES ARE TO BE MADE UNTIL THE AUTHORITY OF THE COMPANY
D.

EMPLOYER:

Business
1. Name Of EMPIOYEr ==-ceessennsssasnmmmmsaammnsaenmmsssaaosasasmommmsnamnsasnss OF ProfesSSion «.oeecwcccocrosmnsmssozccnamamnnnemns
O AAIBES - sasccisb eSS R SRR AT RN e s e e R e e T e e ey n R n Telephon@ NO: ..ceccacemencaamncesmanennns
INJURED EMPLOYEE:
4, Name-of InjiFet PerEbiv JL. 0. e st sd e res b e R e e et alicaics e tsenn e Rap prros s SES SRR e maSRa R e
A NGRS <o i s S S S R M e e o e R H SRS A R S R £ A (w1107 101 PR
5. Industry in which employed ... ecuiiemeiaacraainr e How long in your employment? ... oo ooccemmammmmmmeemnnn s
e.g., Farming, Coal Mining, Clothing Manufacturer, Road Construction, Flour Milling.
6. State the operation at which the Worker was engaged at the time of 8CCIdeNt ..o ceeecccceccsaammmamaemcasmr e nem st
7.(a) Was injury sustained in the course of the Worker's employment With YoU? . . .o neeeeiemammmmcmramm i msaam s nnmm oo
(b) Did injury arise out of the Worker's employment With YOU .. ...aaceaccmeacianciamaa s s m s mm s nn e m s m s s s m s m e
(c) Was the Worker in the service of any other employer at the iMe? ......ceocceacmiimmmammaemsacaaananaansna o s nn o n e m e

8. Was the Worker injured while doing something which it was no part of his particular employment to do, or was he injured at a place

or part of the works where he was not required to be by his particular employment?.. . ...ccceeemcimaoccaanmran e ena e
9. SCHEDULE
Age. Married No. of children Number of Total earnings in Average weekly Is board and lodging Date and Time Number of hour | Length of time
or Single. under school days worked your employ for eamings provided in addition |discontinued working| worked per week | worked on day
leaving age. par week. pravious 12 months to weekly wages? when injury
(or part thereof). occurred
Date: Number
am. am.
| Time: pm.|Hours: pm.
10. Is the injured person related to V(o 7, = 1 If so, what is the relationship and does he or she reside with you?
11. State clearly if injured person is casual, permanent, or WOrKiNg UNAEr CONTACE «.c..eeecmeccecceamsransemannssssannmansnosonmannacacs
PARTICULARS OF ACCIDENT:
am.
12.Day Of WEEK .. rmeemcccccemaeammmmmmmanaanneen (07 e e o e ey THIAB o covo e smrmnnmna-niss cas iy pm.
13. State exact place or locality where injury was SUSTANBEL « o o oes s T s Rer IS S B SE TPV R S S SR S A SR R n e s T NSNS S e oGS S s
14. Did the injured person give notice of 13111137y SR To whom was it GIVEN? oo oooiecesmmmcmmemamamsmmmasaanenaens

NOTE:-If the worker failed to give notice of the Injury as soon as practicable after its happening, he is required to supply a written signed stalement containing his explanation, and showing reasonable
cause why notice of unjury was not so given.

am. Verbally or

(@) when it was GiVeN .....ceeeeemmmaaaccmmannnanas PM. Date ..cecemcmcccenaeaan e iNWHAtING -ccccaveenrmnmmmanamenana-

(b) Give the names of persons who were actual eye witnesses of the INJUIY . ..c.ceeummcarmemrmresanannnason oo s s n e

"""""""""""""""""""""""""""""""""""""""""""""""""""""""""""""" It s necessary for THE RESPONSIBLE
15. State fully how injury was SUStAINEd ....c.cccecemmmmmmsaremesnmnmanememasannsn s s s ms o mn oo e PERSON MAKING THIS REPORT to

....................................................................................................... satisty himself that the information given
16: Whiatia e nefire OF MURVE <o cassassosssbsnsssnnsynenanpnasstpbsasadsrasssnnnisns SEntpnsanssians faasi A SERSA UMD

The injured worker's own statement

17. If the injury was cause by any person or persons not in your employ please advise full names and regarding the injury is NOT acceptable
addresses of those CONCerNed . ... ....cceccaesmamcacoszssazsannozooozssaesnnensssorsesenoseon2oon o n o s without proper support.
COMPENSATION DETAILS: OFFICE USE ONLY
18. (a) Has the injured person return t0 WOTK? ......ceemmmmssssssssssnssnsssssnnnsomasssmmssnnnssnasesses Amountpw $_ . ....aee-

L L ———e e veEe B e From. .cccemmmmacnencannnaas

19. Is compensation being claimed or received from any other SOUTCe?. ....cocaceremmmmeanammennmnnnaes



20. Was the injured person free from physical infirmity at the time of the accident?. . . .. . o iieeeeas

21. Are you aware whether the Worker has ever previously suffered from a similar injury? .. . . .o ocem e

24, fthe Worker'has
received any medical
surgical, or hospital
treatment please state > Whether in-patient or out-patient
under which Doctor
or of which Hospital
and forward medical Name and Address of Doctor
certificate If available. J

Supplementary remarks as to anything affecting the cause or probable consequences of the injury.
(If it is considered practicable to give an opinon, please state the approximate priod of incapacity which it is
expected will result from the injury)

NOTE-1 The Company will require an explanatory report in the event of :-
(a) The injury being caused by any defect in works, ways, machinery, or plant.
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