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WORK INJURY COMPENSATION CLAIM FORM

Theissueof thisformisnot an admission of liability. It should be completed asfully and accurately aspossible and
returned immediately together with a copy of the Ministry of Manpower Form A.

Employer's Particulars

Name of Insured

Address

Tel. and Fax numbers

Policy No: Total Number of Employees: Agency:

Are you covered under any other
Work Injury Compensation Policy? No/ Yes (Please delete accordingly)

If "Yes', please state name of Insurance Company and Policy Number

Injured Person's Particular's

Name: IC No./Work Permit No: Sex: Age:
Marital Status: Address:
Nationality: Occupation: No. of daysworked per week:

Isthe injured personin your direct employ?
If not, give name and address of employer:

When was the injured person employed by you?

Istheinjured personin receipt of Work Injury
Compensation for a previous incapacity?

Was injured person treated as in or outpatient? In/Out Peatient (Pl ease delete accordingly)

If in-patient, state name of hospital and date of discharge

Has injured person been medicaly examined?
If so, please send Medical Report.

State when injured person returned to work.

Istheinjured person ableto do partial work?

What is the estimated period of incapacity?
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Details of Accident

Date: Time: Place:

Full details of
Accident

Names of persons who withessed
the accident

Has accident been reported to Ministry of Manpower?

Is accident being investigated by the Police of the
Inspectorate of Factories? If "Yes', give details:

Additional particularsfor FATAL casesonly

Has the deceased any dependants? State names, addresses,
sex, relationship, ages and occupations of

dependant:

For Fatal cases, please provide a copy of the Police Report and inform the date of Coroner
Inquiry.

Earningsof Injured Person

The object of this section is to ascertain the exact Monthly earnings of the injured person. Please sate the
Monthly earnings for the last 12 months preceding the accident and state the period and cause of injured
person being absent from work at any time during this period.

Month Gross Monthly Earnings Annual Wage Supplement/Bonus
(Excluding Bonus) paid during last 12 months

Total of Basic wagesfor 12 months:
Average basic wage per day

Employer's Declaration

I/We declare that the particulars provided by us are true to the best of my/our knowledge and belief.

Date: Employer's signature/Company's Stamp
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