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WORK INJURY COMPENSATION CLAIM FORM

Please complete this form fully and return promptly to the address at the end of the document.

Answering these questions does not imply that the injured person is making, or will make a claim and this form is sent
without prejudice to the terms and conditions of the Policy. Each question must be answered.

A. THE EMPLOYER

1. Name of Insured Nature of Business

2. Address

Tel No.

3. Total Number of Employees

4. GSTRegistration:YES / NO IfYES, Please provide GST No.:

B. THE INJURED PERSON

1.  Name
Sex Age Nationality
2. Address

Tel No.

3. Occupation

4. Wastheinjured person engaged in this occupation when the accident occurred ?

5. When did the injured person enter your service ?

6. Istheinjured personinyourdirect employment? If not, give name and address of employer




C. THE ACCIDENT

1. Date Time Place

2.  When did you receive notice of accident and from whom

3. PLEASE EXPLAIN BELOW, IN DETAIL, EXACTLY HOW THE ACCIDENT HAPPENED.

4. Please draw diagram below (in the case of accident involving vehicles or machinery)

4a. If the accident was caused by machinery or gears:
Was it fenced or guarded ? Was it in motion ?




5. Was injured under the influence of intoxicating liquor / drugs ? If so, give full particulars

6. Was the injured person of any misconduct or disobedience to orders or rules ? If so, please give full particulars

7. State the names of any person who witnessed the accident

8. Wasanyone supervising the injured at the time of accident ?

9. Inyouropinion, was the injured responsible for the accident ?

10. Hasthe accident been reported to the MOM office and Police ?

D. THE INJURY

1. Nature and region of injury (if reported to Ministry of Manpower (MOM), please also attach copy of notice of Accident Form)

2. Onwhat date did the injured person actually cease work ?

3. (@) Name of hospital taken to ?

(b) In or out-patient ?

(c) State whether still in hospital, or date of discharge
4. Has the injured person been medically examined ? If so, please send report. If not, was free medical examination

offered ?

(a) Has he returned to work ?

(b) If so, on which date ?

(©) Is the injured person able to do partial work ?

(d) If not, when is he likely to be able to return to work ?

5. What is the probable period of incapacity ?

6. Infatal cases, additionally please furnish.
(a) List of dependants, stating names, addresses, ages, relationships and occupations.
(b) Date of coroner’s inquest, if any.

(c) Post mortem report, death certificate, permit to bury and police report.



E. THE EARNINGS : (Please complete the following for the 12 months prior to the accident)

“EARNINGS” means - All payments in cash, for wages or salary, overtime, bonus and all other remuneration for work done
(except travelling allowance or expenses, EPF or CPF contributions and special expenses incurred by reason only of the
nature of employment) plus the value of all privileges or benefits in kind, for food, fuel, quarters and any other which is
capable of being estimated in money (except any travelling concession).

TOTAL EARNINGS
MONTH Wages Bonus, Overtime, value of free quarters
and any other allowance etc.
$ cts. $ cts.
TOTAL :

No. of days worked per week by injured employee :
* Please enclose payroll slip

F. DECLARATION

I / We certify that the foregoing is true and correct to the best of my / our belief.

Date Stamp & signature of Employer

G. IMPORTANT NOTICE

1. Theinjured employee is required to inform his employer of the accident as soon as practicable. The employer should send
the employee for medical treatment as soon as possible. All medical fees and expenses should be paid by the employer.
The employer is required to report the accident to the Commissioner of Workplace Safety and Health through the iReport
system within the following reporting timeline, as well as notify his insurer(s), if any.
What to report Reporting timeline
Where the accident results in death of an employee Within 10 days of the occurrence
Where the accident results in any incapacity that renders the employee Within 10 days of the occurrence
unfit for work for more than 3 consecutive days, or is admitted in a
hospital for at least 24 hours for observation or treatment
Where an employee suffers an occupational disease at a workplace,and ~ Within 10 days of the receipt of the
the employer receives a written diagnosis from the medical practitioner ~ written diagnosis
Failure to report a work-related accident may prejudice your claim for indemnity under the Policy and is also an offence which
carries a fine and/or jail term.
2. When the injured person returns to work, you are to send to the Company the following documents:
(a) Letter informing us of the date he returned to work,
(b) Original Medical Certificates & Bills & Assessment of Compensation issued by the MOM, when available,
(c) All correspondence between you and the MOM, if any.
3. No Claim for compensation will be considered unless the aforesaid documents mentioned in 2(b) are produced.

4. Ifthe accident is a subject of claim under Common Law, you are to forward to the Company all letters that you have received,
or may receive, from the lawyers for the workman and you must not, in any circumstances, admit liability in any manner.
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