Application for Compensation 132.WC

Workers’ Compensation and Rehabilitation Act 2003
The Application for Compensation form is an approved form under the Workers’ Compensation and Rehabilitation Act 2003. Please complete this form

using blue or black pen. If you need more space to complete any question, please include a separate page with this form.
Applicant’s details

[image: image1.bmp]
Surname or family name

	     


[image: image2.bmp]
Given names



Title

	     
	
	     


[image: image3.bmp]
Previous name/s (if applicable) 

	     


[image: image4.bmp]
Gender  FORMCHECKBOX 
 male  FORMCHECKBOX 
 female

[image: image5.bmp] Date of birth      /     /     
[image: image6.bmp]
Current residential address

	Number/street      

	Suburb/town                                     Postcode      


[image: image7.bmp]
Postal address

If this is the same as your residential address please write ‘as above’

	Number/street      

	Suburb/town                                     Postcode      


[image: image8.bmp]
Contact details

	Home telephone                       Work telephone      

	Fax number                              Mobile number      

	Email address      


[image: image9.bmp]
Do you need a translator?  FORMCHECKBOX 
yes  FORMCHECKBOX 
no If yes, what language?
	     

 FORMTEXT 



[image: image10.bmp]
What are you claiming for:

 FORMCHECKBOX 
 time off work (other than the day of your injury)

 FORMCHECKBOX 
 medical expenses

 FORMCHECKBOX 
 record purposes only (to let WorkCover know of my injury)

If you are claiming for time off work or medical expenses, please refer to the payment details section on the next page.

Employment details

[image: image11.bmp] What is your occupation?

	     


[image: image12.bmp] Employer’s full company name and business address

	Full name Queensland University of Technology

	Number/street Level 1, 88 Musk Avenue

	Suburb/town Kelvin Grove                                   Postcode 4059


[image: image13.bmp] Employer’s trading name (if applicable)

	Queensland University of Technology


[image: image14.bmp] When did you commence employment with your current employer?

Date      /     /     
[image: image15.bmp] Please indicate if you were employed as one or more of the following at the time of your injury:

 FORMCHECKBOX 
 a worker


 FORMCHECKBOX 
 a volunteer

 FORMCHECKBOX 
 a community service worker

 FORMCHECKBOX 
 a director of a corporation

 FORMCHECKBOX 
 a jockey 


 FORMCHECKBOX 
 a member of a partnership

 FORMCHECKBOX 
 a self-employed individual

 FORMCHECKBOX 
 a trustee

 FORMCHECKBOX 
 a student


 FORMCHECKBOX 
 a contractor

[image: image16.bmp] What was your employment type at the time of the injury?

 FORMCHECKBOX 
 part time  FORMCHECKBOX 
 full time

Were you permanent or casual?

 FORMCHECKBOX 
 permanent  FORMCHECKBOX 
 casual


Injury details

[image: image17.bmp] When did your injury happen?

If your injury happened over time, please go to question 18.

Date      /     /      Time      :     am/pm

[image: image18.bmp] Did your injury happen over a period of time?  FORMCHECKBOX 
yes  FORMCHECKBOX 
no

If yes, when did you first experience symptoms?

Date      /     /     
[image: image19.bmp] What is the nature of your injury and what part of your body is injured?

(Please list all specific injuries e.g. cut right index finger, sprained left ankle, lower

back injury.)

	     

 FORMTEXT 


	     


[image: image20.bmp]
How did the injury happen?

Please explain what you were doing at the time of your injury and how your injury

happened (e.g. lifting steel rods from the floor to a bench).

	     

 FORMTEXT 


	     

	     


[image: image21.bmp] Where did the injury happen? (e.g. workshop floor, 6 Smith St, Smithtown)

	Place       FORMTEXT 


	Number/street      

	Suburb/town                                      Postcode      


[image: image22.bmp]
Did the injury happen:

 FORMCHECKBOX 
 working at your normal workplace?

 FORMCHECKBOX 
 in a road traffic accident while you were working?

 FORMCHECKBOX 
 at work on a break?

 FORMCHECKBOX 
 on a journey to or from work?

 FORMCHECKBOX 
 away from work during a recess period?

 FORMCHECKBOX 
 working away from your normal workplace?

[image: image23.bmp]
Did you advise your employer about your injury?  FORMCHECKBOX 
yes  FORMCHECKBOX 
no

(e.g. verbally or by written report) If yes:
a) when did you advise your employer? Date      /     /     
b) who did you report the injury to?

	     


[image: image24.bmp]
Have you previously suffered any similar injuries or conditions?

 FORMCHECKBOX 
yes  FORMCHECKBOX 
no If yes, please provide details

	     

	     


Important information—read before signing this form

Applicant’s statement

I have read the information provided with this form. I acknowledge that it

is an offence against the Workers’ Compensation and Rehabilitation Act

2003 to make a statement that is false or misleading. The information I have

provided is true and not misleading.

I agree to advise WorkCover if my circumstances change or if I become

aware of any matter that would make the above information false or

misleading. In particular, I will advise WorkCover if my employment status

changes during the currency of my claim.

I authorise any doctor, health authority, allied health provider, rehabilitation

provider or other insurer to disclose to WorkCover Queensland and its

agents any information about my medical history relevant to this claim.

I understand WorkCover may be required or authorised by law to release

information or documents to other parties.

	Applicant’s/Agent’s signature      

	Full name      

	Date      


If you are unable to complete this form because of a physical or mental incapacity, someone may complete the form on your behalf.

This form was approved by the Chief Executive Officer of Q-COMP, the Workers’ Compensation Regulatory Authority, on 23 June 2006 pursuant to section 586 of the Workers’ Compensation and Rehabilitation Act 2003.

This page is not part of the approved form. This information will help WorkCover to process ant claims payments you may receive.
Payment details

WorkCover makes compensation and benefit payments by electronic funds transfer (EFT). You must complete this section to receive payments if your application is accepted.

This payment section of the form will only be used to process compensation and benefit payments once an application is accepted.

The information you provide in this section is confidential. Your banking details will only be used during your claim.

If you do not complete your banking details now, WorkCover will need to collect these details from you before we can make a payment by EFT.

This will delay you receiving compensation and benefit payments.

Personal details

Surname or family name

	     


Given names



  Title

	     
	
	     


Current residential address

	Number/street      

	Suburb/town      


Bank details

Name of bank, building society or credit union

	     


Branch where your account was opened

	     


Type of account (e.g. cheque or savings)

	     


BSB number

Please see the information pages for assistance if needed

	     
	-
	     


Account number

	     


Account held in the name/s of

	     


Special note: If you are providing a copy of this completed form to your employer, you may want to remove this page so that your banking details remain confidential.

	Applicant’s signature      

	Full name      


Date      /     /     



  Important information

Before you send this form, please tick to confirm you have:

 FORMCHECKBOX 
 read the information provided with this form

 FORMCHECKBOX 
 answered all of the questions

 FORMCHECKBOX 
 read the applicant’s statement section

 FORMCHECKBOX 
 included your Workers’ Compensation Medical Certifi cate/s

 FORMCHECKBOX 
included your Tax File Number Declaration (Not required at QUT)

 FORMCHECKBOX 
 signed this form.

If you have ticked all these boxes, you can lodge your Application for

Compensation form with WorkCover Queensland.

How do I lodge my application?

Once you have completed and signed your application, you need to send

the form, your Workers’ Compensation Medical Certificate/s and your

Tax File Number Declaration to WorkCover.

( By fax

You do not need to use a cover page when you fax your application for

compensation to WorkCover.

Please put your documents in this order:

[image: image25.bmp] Application for Compensation form

[image: image26.bmp] Payment details form (you need to detach this from your application form)

[image: image27.bmp] Your Workers’ Compensation Medical Certificate/s

[image: image28.bmp] Your Tax File Number Declaration (if required).

You can then fax your application to WorkCover on fax 1300 651 387.

You do not need to send WorkCover the originals of your fax. You can

keep the originals for your own records.

( By post

Post your completed application documents to

GPO Box 2459, Brisbane Qld 4001.
[image: image29.bmp][image: image30.bmp]Through your treating doctor

Your treating doctor can lodge your completed application documents for you.
More information

If you have any questions about completing or lodging this form, or about the claims process, you can call WorkCover Queensland on 1300 362 128.

V1 Approved 23 June 2006
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