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Personal Accident or Sickness Claim

(If there is not enough room on this form for your answers, please attach a separate sheet, indicating the Section and Question you wish to complete).

YOUR PRIVACY

The Privacy Act 1988 requires us to make the following disclosure before collecting personal information about you:

· We collect personal information in order to provide our broking services including assistance with insurance claims. We will ask you to supply personal information on this form so we can assist you to submit your insurance claim and have it considered by the insurer. We will disclose this information to the insurer for this purpose.  

· If the personal information is not provided, the insurer may not be able to assess and pay the claim and we may not be able to assist with your claim.

· We and the insurer may disclose the personal information to other people involved in reviewing the claim, including reinsurers, other insurance intermediaries, the insurer's advisors such as loss adjusters, lawyers and accountants, and other parties involved in the claims handling process.

· Your information will be disclosed to organisations overseas if your policy is underwritten by an overseas insurer. If your insurer is overseas, information about where the insurer is located is set out in your Policy Schedule and Product Disclosure Statement.

· By signing this form, you consent to us and the parties mentioned above collecting, using and disclosing personal and sensitive information about you for the purposes described above. You understand that any personal and sensitive information disclosed to organisations located overseas may not be protected in the same way as it is in Australia. Even though we have no control over how the information will be used and disclosed, you consent to us disclosing your personal and sensitive information to those overseas organisations for the purposes described above. 

Further information about how to access the personal information we hold about, have it updated or corrected or how to make a complaint about how your personal information is in our Privacy Policy on our website: www.wgib.com.au
Contact Us

You can contact our Privacy Officer using the details below:

Privacy Officer:
Westcourt General Insurance Brokers

Address:
Level 1, 45 Royal Street, East Perth WA 6004

E-mail:

info@wgib.com.au

Telephone:
08 9223 8822

Fax: 

08 9221 8274

The issue of this form does not constitute an admission of liability on the part of the insurer.
	Policy Number
	  
	Due Date
	     


	Full Name
	     


	Date of Birth
	     
	Sex
	 
	
	Height
	     
	Weight
	     


	Street Address
	     


	Suburb/City
	     
	State
	   
	Postcode
	     


	Work Phone
	     
	Work Fax
	     
	Mobile
	     


	Home Phone
	     
	Email
	     


	Occupation Prior to Disablement
	     


Describe your usual work duties

	     



Please give a full description of the injury or sickness for which you are claiming.  Including a full description of the accident giving rise to these injuries including names and addresses of any other parties involved and witnesses (attach statement if there is insufficient space).

	a) Sickness
Date of sickness
	     
	
	
	


	Condition
	     


When did it commence?

	     


	b) Injury
Date of Injury
	     
	
	
	


What were you doing at the time?

	     


Describe injuries you received?

	     



	Which Police Station notified?
	     
	Date
	     


	Have you ever had this, or a similar condition in the past?
Yes
	 
	No
	 


If you answered yes

	Conditions
	     


	Date(s)
	     


	Treated by
	     


	When did you first consult a doctor for the condition?
	Date
	     
	Time
	     

	When did you become totally disabled (unable to work)?
	Date
	     
	Time
	     

	If still totally disabled when do you expect to return to work?
	Date
	     
	Time
	     


If you have returned to work, when were you able to again perform:

	a) part of your occupational duties?
	Date
	     
	Time
	     

	b) all of your occupational duties
	Date
	     
	Time
	     


If you were admitted to hospital, or treated as an outpatient, please give details.

	a) inpatient
	Hospital Name
	     


	
	Address
	     


	
	Date From
	     
	Date To
	     
	


	b) outpatient
	Hospital Name
	     


	
	Address
	     


	
	Date From
	     
	Date To
	     
	


Give details of all attending physicians

	Doctor’s Name
	Address
	Telephone

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Who is your usual physician?

	Your Doctor’s Name
	Address
	Telephone

	     
	     
	     


What other medical or surgical treatment has been received during the past five years? (Give dates, nature of sickness or injury and names and addresses of all treating doctors, hospitals, and clinics).

	Date
	Nature of Sickness or Injury
	Doctor’s Name
	Hospital/Clinic Address

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


Are you now, or have you ever been, subject to or affected by any other injury or disease, deformity, defect of senses, infirmity or weakness? If so, please give details.

	     



	Have you ever lodged a Personal Accident or Sickness claim before?
	Yes
	 
	No
	 


If yes, please give details.

	Insurer
	     


	Address
	     


	Policy Number
	     
	Claim Number
	     


	Details
	     


Are you making any other insurance or compensation claim in respect of this disability?

	
	Worker’s Compensation/Workcare

	Yes
	 
	No
	 

	
	Government Benefits

	Yes
	 
	No
	 

	
	Motor Accident Law

	Yes
	 
	No
	 

	
	Superannuation Life Assurance

	Yes
	 
	No
	 

	
	Other (please specify)

	Yes
	 
	No
	 


Information Authority & Warranty

I,      
hereby authorise any hospital, physician or other person who has attended me, or my employer or my accountant to furnish my insurance company or it’s representative with:-

(i)
All copy hospital and medical reports/notes;

(ii)
All copy employment records and income tax returns; and

(iii)
All information pertaining to my medical history (any sickness or disease or injury, consultation, prescription or treatment), employment history and income tax returns.

I agree that a photostat copy of this authorisation shall be considered as effective and valid as the original and specifically authorise its use as such.

I declare and warrant that the foregoing particulars are true and correct in every detail and acknowledge that my insurance company relies upon the truthfulness of the particulars supplied by me in respect of the claim.

	Date:
	     /     / 20     
	Signature:
	     


IF SELF EMPLOYED
(Please submit documentation to validate earnings)

	(a) What are your average weekly earnings, net of expenses, but before tax?
	$
     


	(b) Do you operate as a Proprietary Limited Company?
	Yes
	 
	No
	 


	(c) Do you or your company pay worker’s Compensation/Workcare levy?
	Yes
	 
	No
	 


(d) What is your Business Trading Name?

	     


	ABN
	     
	Commenced Trading
	     
	to
	     


	Street Address
	     


	Suburb/City
	     
	State
	   
	Postcode
	     


	Telephone
	     
	Email
	     


(e) Who is your Accountant?

	     


	Street Address
	     


	Suburb/City
	     
	State
	   
	Postcode
	     


	Telephone
	     
	Email
	     


IF EMPLOYED AS A WAGE EARNER
(to be completed by your employer)

	Company Name
	     


	Street Address
	     


	Suburb/City
	     
	State
	   
	Postcode
	     


	Name of Paymaster or Supervisor
	     


	Telephone
	     
	Email
	     


	I hereby certify that
	     
	employed since
	     


has been unable to attend to their usual occupation with the company as a result of;

	a) injury
	 
	b) injuries
	 
	c) sickness
	 
	
	
	


	suffered whilst
	     
	on date
	     


	incapacitated since 
	     
	a) expected to
	 
	b) did resume
	 
	on date
	     


Her/His average weekly salary (excluding bonuses, commissions, overtime

	payments and other allowances) for the 12 months prior to the injury or sickness.
	$
     


During the period of incapacity s/he received

	Normal Pay
	$
     
	From
	     
	To
	     

	Sick Pay
	$
     
	From
	     
	To
	     

	Worker’s Compensation
	$
     
	From
	     
	To
	     

	Other (please specify)
	$
     
	From
	     
	To
	     


	Signature of 
Paymaster or Supervisor:
	     
	
	Company Stamp

	Name (Please Print):
	     
	
	

	Date:
	     
	
	


Declaration
I/We, the undersigned claimant(s) hereby declare that the foregoing statements and particulars of the claim are true and correct and that I/We have not withheld any information relevant to this claim.

I/We expressly agree that the information given by me is provided with my full knowledge and consent and further agree to hold harmless and indemnify INSERT WGIB AR/CAR NAME ,authorised representative of Westcourt General Insurance Brokers, in the event of any action or matter that may be taken by any party pursuant to the Privacy Act 1988 (Cth).  
I/We acknowledge that I/we have read and understood the paragraphs accompanying this proposal headed “Your Privacy”.
Date:      /     / 20     
Full Name of Claimant(s):      
Signature(s):      
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