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Employer’s Report 133, 133A.WC

Workers’ Compensation and Rehabilitation Act 2003
This Employer’s Report form is an approved form under sections 133 and 133A of 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.
Employer’s details

[image: image37.jpg]WorkCover

QUEENSLAND




WorkCover Queensland policy number

	WAA850684358


[image: image2.bmp]
Australian Business Number (ABN)


	83 791 724


[image: image3.bmp]
Employer’s full company name and business contacts

	Company name Queensland University of Technology

	Number/street Level 1, 88 Musk Avenue

	Suburb/town Kelvin Grove
	Postcode 4059

	Telephone 3138 9271
	Fax 3138 7157

	Email rehab@qut.edu.au


[image: image4.bmp]
Address for correspondence about this claim

If same as above write ‘as above’

	Number/street As above

	Suburb/town                                                              Postcode  


[image: image5.bmp] WorkCover industry classification (WIC)

	843112


[image: image6.bmp]
Details of employer contact

	Name Rehabilitation Advisor

	Telephone 3138 9271    
	Fax 3138 9270

	Email rehab@qut.edu.au


[image: image7.bmp]
Details of Rehabilitation and Return-to-work Coordinator

If same as above write ‘as above’

	Name As above

	Telephone 
	Fax 

	Email 


[image: image8.bmp]
Do you need a translator?  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

If yes, what language


	     


Applicant’s details

[image: image9.bmp]
Applicant’s surname or family name

	     


[image: image10.bmp] Applicant’s given names


Title

	     
	
	     


[image: image11.bmp] Date of birth      /     /     
[image: image12.bmp] Applicant’s residential address

	Number/street      

	Suburb/town  FORMTEXT 
      
	Postcode      


[image: image13.bmp] Applicant’s occupation?

	     


Injury details

[image: image14.bmp] When did the injury happen?

Date      /     /      Time      :     am FORMCHECKBOX 
/pm FORMCHECKBOX 

Other (e.g. if the injury happened over a period of time)

	     





[image: image15.bmp] What is the nature of the injury and what part of the body is injured?

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

back injury.)

	     


[image: image16.bmp]
How did the injury happen?

Please explain what the applicant was doing at the time of the injury and how the      injury happened e.g. lifting steel rods from the floor to a bench.

	     


[image: image17.bmp] Where did the injury happen? 

(e.g. workshop floor, 6 Smith St, Smithtown)

	Place      

	Number/street      

	Suburb/town       
	Postcode      


[image: image18.bmp] Is the claim for:

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

 FORMCHECKBOX 
 medical expenses–do not complete 20 to 32

 FORMCHECKBOX 
 record purposes only (to let WorkCover know about the injury)-do not complete 20 to 32

[image: image19.bmp] Applicant identifying number
(i.e. your identifying reference code and/or payroll number)

	Ref      

	Payroll      


[image: image20.bmp] Did the applicant give their Application for Compensation form to you?

 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

	If yes, when did they give it to you?      
	
	Date      


[image: image21.bmp] Has the applicant stopped work since their injury?  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

If yes, when did the applicant last work?

Date      /     /      Time      :     am FORMCHECKBOX 
/pm FORMCHECKBOX 
 

[image: image22.bmp] Has the applicant returned to work?  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

If yes, when did they return to work? Date      /     /     
[image: image23.bmp] Is the applicant employed under an industrial agreement?

(e.g. an award, industrial agreement)

 FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

If yes, what industrial agreement/instrument?

	     


[image: image24.bmp] Please provide details of the applicant’s wages/salary

How many hours do they work per week?       hrs

Gross weekly rate of salary/wages (under award) $     
Gross normal weekly earnings $     
For more information on how to calculate normal weekly earnings, refer to the information supplied with this form.

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.




Employer’s Report 133, 133A.WC
Workers’ Compensation and Rehabilitation Act 2003

[image: image25.bmp] Please indicate how many hours, on average, the applicant works each day. Also indicate the day of injury with an ‘I’. If an applicant’s shift is 24 hours or less, please write the number of hours worked in the box for the day the shift started (e.g. if an eight hour shift runs over Monday and Tuesday, write eight hours in Monday’s box). If an applicant’s shift runs over 24 hours (such as a weekend), write the number of hours worked for each day (e.g. Friday 16, Saturday 24, Sunday 12).
	Week
	Mon
	Tues
	Wed
	Thurs
	Fri
	Sat
	Sun

	1
	     
	     
	     
	     
	     
	     
	     

	2
	     
	     
	     
	     
	     
	     
	     

	3
	     
	     
	     
	     
	     
	     
	     

	4
	     
	     
	     
	     
	     
	     
	     

	5
	     
	     
	     
	     
	     
	     
	     


[image: image26.bmp]
When did the applicant commence employment with you?

Date      /     /     
[image: image27.bmp]
What was the applicant’s employment type at the time of the injury?

 FORMCHECKBOX 
 part time  FORMCHECKBOX 
 full time

Were they permanent or casual?  FORMCHECKBOX 
 permanent  FORMCHECKBOX 
casual

[image: image28.bmp] Please indicate if the applicant was employed as one or more of the

following at the time of the 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: image29.bmp] Have you paid the employer excess to the applicant?

 FORMCHECKBOX 
 yes, please provide details below

 FORMCHECKBOX 
 no

 FORMCHECKBOX 
 not applicable

Gross amount paid $

[image: image30.bmp]
Have you continued to pay the applicant’s salary or wages during the

period of incapacity (in addition to the excess)?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

If you continue to pay wages in addition to the excess, WorkCover may reimburse

you an amount equal to the applicant’s entitlement to compensation.

[image: image31.bmp] Input tax credit percentage.

Are you entitled to claim back all of the GST from the Australian Taxation

Office?  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

If yes, your Input Tax Credit Percentage will be 100%

If no, what do you believe this percentage to be?      %

(Please note: If you are not registered for GST you should enter 0%)

[image: image32.bmp]
Are you satisfied that the event occurred at work, or on the applicant’s way to or from work, and that the applicant suffered a work related injury as a result of that event?  FORMCHECKBOX 
 yes  FORMCHECKBOX 
 no

If no, please detail any relevant information you have that may assist WorkCover in determining this claim. Please attach any supporting documentation.

	     

	

	

	





Employer’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   that I have provided is true and not misleading.

I understand WorkCover may be required or authorised by law to release information or documents, including this form, to other parties.

	Employer’s signature      

	Full name      

	Date      


Complete this section if an agent completed this form.

	Agent’s signature      

	Date      


[image: image33.bmp]
Agent’s surname or family name

	     


[image: image34.bmp] Agent’s given name/s 


Title

	     
	
	     


[image: image35.bmp] Agent’s address and contact details

	Number/street      

	Suburb/town      
	Postcode      

	Telephone       
	Fax      


[image: image36.bmp] Position held

	     


	This section is not part of the approved form. This checklist will help you ensure you have completed the required documents before lodging your Employer’s Report form.

Contacting WorkCover

If you would like help filling out your Employer’s Report form or have    any questions about a claim you can contact your customer advisor directly or call WorkCover on 1300 362 128. Our customer service        officers will put you through to someone who can help.

Checklist

Before you send this form, please:

 FORMCHECKBOX 
 read the information provided with this form

 FORMCHECKBOX 
 answer all of the questions

 FORMCHECKBOX 
 read and sign the employer’s statement section.




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.

V1 Approved 23 June 2006

© WorkCover Queensland 2006


