NORTHERN TERRITORY OF AUSTRALIA

Regulations 1989, No. 5%

Regulations under the Work Health Act

I, ERIC EUGENE JOENSTON, the Administrator of the Northern
Territory of Australia, acting with the advice of the
Executive Council, hereby make the following Regulations
under the Work Health Act.

Dated 1 March 1989.

E.E. JOHNSTON
Administrator

AMENDMENTS OF WORK HEALTH REGULATIONS
1. DEFINITION OF "WORKER"

Regulation 3A of the Work Health Regulations is
amended -

(a) by omitting from paragraph (a) "the vessel; and"
and subsituting "the vessel:;": and

(b) by omitting from paragraph (b) "this regulation,”
and substituting the following:

"this regulation;

(c) a person registered as a foster parent under the
Community Welfare Act caring for a child placed 1in
the person's custody under an agreement under that
Act; and

(d) a person, other than a person referred to 1in
paragraph (c¢), caring for reward or gain, whether
monetary or otherwise, in the person's place of
residence of another person's child,".

* Notified in the Northern Territory Government Gazette
on 1 March 19869.

Government Printer of the Northern Territory




Work Health Regulations

2. MINIMUM RATE OF COMPENSATION
Regulation 7 of the Work Health Regulations is amended -

(a) by omitting ", and the prescribed period is 2 years
from and including 1 January 1987" and substituting
"increased by the percentage difference between the
average weekly earnings as at 1 January 1987 and
the average weekly earnings at the time that the
relevant payment becomes due"; and

(b) by adding at the end the following:

"(2) For +the purposes of section 65(7) of the Act, the
prescribed period is 4 years from and including 1 January
1987.".

3. SCHEDULE
The Schedule to the Work Health Regulations is amended -

(2) by omitting Form 3 and substituting the Form in
Schedule 1 to these Regulations; and

(b) by omitting Form 6 and substituting the Form in
Schedule 2 to these Regulations.




Work Health Regqulations

SCHEDULE 1
Regulation 3(a)
"FORM 3

Regulation 10

WORKERS COMPENSATION CLAIM FORM
and
EMPLOYER’S REPORT

WORK HEALTH ACT 1986
To The Worker
e Fillin this farm if you have had time off or incurred any costs because of a work refated
injury or disease 4

e Make sure you attach your copies of the workers compensation medical cerfificate to
thisferm

e When you have filled in this form give it to your emplayer immediately

e Ifyou can'tfill in this form yourself you may get someone else to da it for yau

e Do not fillin this form if you are an Independent Contractor and you hold a Certificate of
Exemption from the Work Hezith Authority

@ You can alsg get help and more information from the Work Health Authority, Minerals
House, The Esplanade Darwin (089) 89 5010

e For people outside Darwin ring (008) 01 9115 for the cast of 2 local calt (NT only)

To the Employer

e Make sure a separate formi is filad in for each injured or ill worker

e Send the Red and White copies of this form to your insurance company immediately
{there may be a penalty if there is 3 delay of more than 3 days)

Make sure the copies of the werker's medical ceriificates are included

Give the Blue copy back to the injured warker

Keep the Yellow copy for your records

You can also get help and morz information from the Work Health Autharity, Minerals
House, The Esplanade Darwin (089) 89 5010

For people outside Darwin ring (008) 01 9115 for the cost of a lacal call

It a worker has died, do not {ill in this form, please contzct the Work Health Authority

e 0 0 0




Work Health Regulations
(FORM 3 - continued)

To the Inscrer

e Date claim form rzceived .. Foooa .
o Date claimant nolified ... Doeinid . n
Claim number
. o Accept/Rejeci D2far  Reason .....ocoeoeeviciiceeniis
InsurerStamp | e
Workers' Compensation Claim Page 1
About You About the incident :

1 Surname or family name

L 1

First or given names

2 Sex  Male [:] Female D

3 Your Postal Address

4 Your contact telephone number ::
S Your date of birth

11 Please tellus:
e ahout all the events which led to the injury or disease

o what you were doing at the time

e how the accident happened or what caused the diseas2

include the object or substance that causzd the accident eg.
grinder, drill etc.

About your job

§ Your occupation at the time of injury ar
disease.
INCLUDE HERE THE MAIN JOB YOU DO AND YOUR JO3 TITLE

About your injury/disease
12 Include here:
- part of body affected

- type of injury or disease eg. fracture, bum eic.

7 areyou
o 3napprentice? Yes D No D
e atlrainee under the Australian
traineeship system? Yes D No D
About your claim

8 Where did your injury/disease accur?

A D While | was working at usual workplace

Previous employers

13 Could the injury/disease have been coniracted in previous
employment?

B While [ was working elsewhere Yes N r"“‘
D or travelling on duty D ° Name of employer
c D While | was having a freak J
D D Travelling to or from work Address
D other
SEE NOTE 1 ON THE BACK Postcode
I J Period of employment
! A l o 1 A ]
8 Tell us the exact location or address whese your iniury of
disease occurred? Witnesses
......................................................................... 14 Thename & address of any person who saw what happened
.................................... to you
Postcade

10 When did your injury happen or you first natice the diseas2?

|

Date [ [ l Time [

()




Work Health Regqulations

(FORM 3 -

continued)

‘Worker’s Compensation Claim

Page 2

Other information

15 Did you report the injury or disease to your employer?

uoD Reasan r i

Yes
e Date injury/disease was reported [ ]
« Time injury/disaasa was regorted

o Name of the person you reported it fo

' Name I
Pasition in
the_comgany

16 Did you stop wark because af your injury or diseasa?

NoI:]Yesr—

o Date you siopped work i !
» Time you stopped wark g
e Time you started wark on that

shift wnm

17 Have you started back at work?

wa[_ ] ves| SEE NOTE 2 ON THE BACK

£mom

» Date you started dack

s Time you started back

18 0id you get any medical reatment foflowing your injury or diseasz?

No DY&sr——

¢ “Name and address of the doctor andior hez worker

20 Ase you SHU receiving treatment?
No Yes|
D D ® Name of the person treating you

L |

21 Have you suffered from a similar injury or disease before?

Ho D Yes[ ]

@ - Name of the docior who trealed you

e Address of the docior

o Type of injury or disease

« When did the injury or disease occur?

22 Have you chimed worker's compensation befare?

N[ Jves| SEE_NOTE 3 ON THE BACK
e Name of amployer

[ |

include address

e Type of injury or dissase

® Wt\mcﬁdm&@wmﬁsmw 7 7

+ How long were. you off work?
o Amount of compensation paid 0 | g

‘ you
Pastende Declaration
» Dates you { r }[ ) ! 23 | declare that the information | have shown in this form is true
were freated

19 Were you admilted to 2 Mospitsi?

No Dves{_

® Give name and address of hospital

Postcade

= Period of Sme you wer2 in haspital

Co o« L]
e o]

and correct and 1 have told you everything | know about
the circumstances relating to my work related irjury or disease.

SIGNATURE

Date handed to employerL_'__’_._J

It you are completing this fasm for the diszased ar injured person give your
name and address below

Pastcode

A claim for weekly benefits must be accompanied by 2 copies of the prescribed medical cerlificate. If
these certificates are not attached, the claim is not valid.

AUTHORISATION FOR MEDICAL INFORMATION

| the undersigned hereby authorise my medical practitiongr/s or other health servics provider, to refease all information concerming my work injurydisease
for which | am claiming, ta the Work Health Authority and to my empleyer’s ‘Work Haaith insurance company.

Date
SIGNATURE I I !
| am willing that 3 pholostat copy -
o this auhorisation be accepted Date
wiln the same authority as he original SIGNATURE / / i




Work Health Regulations

(FORM 3 - continued)

Employer’s Report on Incident ALL SECTIONS MUST BE COMPLETED  Page 3

24 Business name, address for canespondence and phone number?

Posicods

Tessphone

2% ‘Name of the person who an be conficted in relation o this repont?

SR e

25 Oate daim recawed from worker

% Woweis T type of indusiry t the eshablishment whete the worker
oYy works?

SEE NOTE § ON THE BACK

More than one person Injured

37 Wis Serr 3 major event whers more tan gne p::éon was injured
€4 &= oplosion? -

w[ ][]

- & Pease destribe what happensd inclufing the
date and address where this happensd

Insurance details

27 Wit is your insurer's name?

{ ; |

28 et is the pollcy mumber?

2 VWt i e opiy da of Be pofn?

About the injured or diseased worker
30 Wit was the workers gross wesky wage belore e [ ¢
injury ot mz_ i
wesk? o et include gvertine,
© $EE HOTE 4 ON THE BAGK
32 Where witin your esisbishurent Coes Tie warke! normal work?
$EE BOTE 5 OM THE BACK

exch

FPosicode

33 How many people am empoyed 8t s
partcular lacagon?

s vt

35 - Dayou have any additonal er Clizrent detalls to thase provided by your wordker on
the: caim fora?

mDmr‘

About the incident
38. Dd D incdent happen:
o0 3 mine stg

[ ][]
]
o[ w[]
w[]

<[]

<o 3 construction st

¥ Dd e incdent involve
Feesed machingty
SE% NOTE 7 0K THE BACK
fazrdous materizis
$EZ NGTZ 3 OK THE BACK
- ®aric shock

» Pease = us sacdly what is different and what you
hink it should be

Declaration

40 { ¢t that 2t e information | Rave shown in thisrepert is e and comect and |
1 Pave i you everything | isow about the drcumstances surounding s
weihar's injury or disease

Home of e person who hus Sfed i Gus form

Srgin e IRy




i

Work Health Regulations

(FORM 3 - continued)

NOTES ON GLAIM FORM

FOR THE WORKER

NOTE 1

If your answer is ‘other’, please specify your activity in the space provided on the form, such as *travelling to/
attendence at training schaal’, ‘travelling losatiandance at medical centre” or “travelling between employers
premises’ {if you have more than one job) ’

NOTE 2 )

if you have gone back to work and subsequently stapped work again because of that particular injury, please
include all the dates you started work and then hzd (o stop on 2 szparate sheet of paper and attach it to the
claim form,

NOTEZ . ; :
This. information is required to determine if the present injury or disease may be related {o @ previous
incident. ;

FOR THE EMPLOYER

NOTE 4 : .
in the case of a warker who is required by the terms of employmant to work fixed hours, nat being hours of
avertime, normat weekly hours are the number of hours so fixed

ar }
in the case of a worker not required to work a fixed number of hours each week the normal weekly hours are
the average weekly number of hours, not being hours of overtime, worked during the 12 months immediately
preceeding: the date of this injury. . S

NOTE §

Your answer here must tell us the actual section and addrass of the work place where the worker does the
majority af his ar her work. If the worker is employed outdoor in work, tefl us where the worker is normally
based.

NOTE 6

You must state the main type of activity, business or service you provide in which the injured worker was
involved. You do not put the actual occupation of the workar.
e.g. - If you are a gold mining company and the injured worker
is-a driver, you would put down 'gold mining’.

NOTE 7
‘Licensed machinery’ means any piece of machinery ficanszd by the Work Health Authority under the
Inspection of Machinery Act.

NOTE 8
"Dangerous Goods’ means any substance which is defined by the Dangeraus Goods Act administered by the
Work Health Authority.

BENEFITS ARE:

Weekly benefits for incapacity {limited to 70% of lost eaming czpacily after 6 months}, costs of medical
treatment, reasonable rehabilitation costs, benefils for permanent impairment, and death benefits.

Tt




Work Health Regulations

SCHEDULE 2
Regulation 3(b)
"FORM 6

Regulation 16

PAYMENT DECLARATION

WORK HEALTH ACT
INSURER
EMPLOYER DETAILS
NAME .o .
POSTAL ADDRESS : ...
OFFICE ADDRESS & oot s POSTCODE ..............

TELEPHONE NUMBER : ........... .
POLICY NUMBER © ...ccccccovcmveee.. EXPIRY DATE 1./

INSTRUCTIONS, please read.

The renewal advice to which this Declaration is atiached shows dazails of your palicy which will soon become die for renawal. To enable
calcutation of renawal premium payable for this coming year fogathar with any adpusiments due onlast year’s pramium comglets Ceciaration,
This form is requited by section 130 of the Wark Hezith Act It shauid ks completed and given fo your nsurer within 28 days of the

insurance policy’s expry date.

Staase complete all sections of this form. If 3 section is nat appicable slezsa write "not applicabls”.

it thare i insufficient room in the space provided, plsase attach 3 supplementary sheel.

NOTES
GROSS PAYMENTS INCLUDE :

A For Wage and Salary Earners, Family Members and Company Direclors
@ Wages, salaries, boruses, aflowances, commission and afl othar remunerstion paid, including payments in respect of holidays, sickness and long sarvice leave.
G} Overtime

B  For Other Persans or Conlractars
@ Al payments mads,inch yments for labour, materials, hirs of faols, equipment and the ike

Signature of person making declaration
The lorm is 3 stalutary declaration and must be signed befora a parsca wha has attained 8 years of age, Regulation 16 of the Work Health Act

also provides that the Declaration must be signed by cerlain persans & Sog upon the organi | status of the

al  Where the employer is 2 natural person - tha ferm must be sigred by the persen

&l Where the organisation i 3 parinership ~ the form must te sigred ty 2 partner

¢} Where the organisation is a company, within the meaning of the Corpamies Act - the form must
be signed by 2 director or sesrstary of the company.

dl  Whers the organisalion is a forsign company within the meanicg of the Campanies Act = the form must be signed by a director,
the secretary or agent in the Teeritoey of the fereign company.

e Where the organisation is an incorporated asseciation within the meashg of the Assecistions Incarperation Act - the form must be signed
by the public officer.

Incorrect completion of this form could void your insurance peiicy and make you respansible for payment of any workers compensation claims
plus other penaltias.
Pleasa conlact the Work Health Authority er your lnsurer for further Information

[

do solemnly and sincerely declare as foliows 2}

{1} Name & address of persan making daclaratica
&) Complete datads of tuis form

iy



SECTION A

Work Health Regulations

(FORM 6 - continued)

WAGES OR SALARI

ED WORKERS

Please complete this section for all parsons who wese paid wages or salary. IF THE BUSINESS IS A REGISTERED COMPANY do not include company
directors in this section. |F THE BUSINESS IS NOT A REGISTERED COMPANY do not inciide immediate lamily members in this section. Inchude here any

payments made to Examption certilicate holdess where PAYE Tax was ded:

a.F

made to

a7 qther o

certitcate holders refer to Seclion E.

ACTUAL AMOUNTS PAID IN PREVIOUS PERIOD

ESTIMATE OF PAYMENTS FOR FUTURE PERIOD

OCCUPATION

NO. OF
EMZLOYESS

GROSS AMOUNT
PAID

QOCCUPATION

NO. OF
EMPLOYEES

ESTIMATED

FUTURE PAYMENTS

SECTION B

covered in the next period,

IMMEDIATE FAMILY MEMBERS

Complete Coiumn | 1or ail members who are 2lroedy endorsed or covered on the current poicy. Complate Column 2 for thoSe famidy members who are to be

coLumn 1 ACTUAL AMOUNTS PAID IN PREVIOUS PERIOD COLMN 2, ESTIMATE OF PAYMENTS FOR FUTURE PERIOD
NAME OF AELATIONSHIP GROSS NAME OF * RELATIONSHIP GROSS
MEMBER 70 EMPLOYER OCCUPATION | pryuenTs MEMGER toEmpLover | OCOWPATION | o vnenTs

SECTION C

coverad in the next penod.

COMPANY DIRECTORS

Complate Column t for all directors who are aiready endersed os covered on the current soicy. Comp'ete Column 2 for those drecicrs who are to be

COLUMN 1 ACTUAL AMOUNTS PAID IN FREVIOUS PERICD COLUMN 2 ESTIMATE OF PAYMENTS FCR FUTURE PESIOD
NAME OF ° ~ GROSS NAME OF GROSS
DIRECTOR OCCUPATICN PAYMENTS DIRECTOR QCCUPATION PAYMENTS




SECTION D

Work Health Regulations

(FORM 6 -~ continued)

OTHER WORKERS / CONTRACTORS
Complete this seclion lor al natural persens and subczatraciors who are not includad in Section A B or C and are not halders of Exemption certificates.
Do not include registared companies, or persens who in the perfarmance of a contract employed other workers.

ACTUAL AMOUNTS PAID IN PREVIOUS PERICD

ESTIMATE OF PAYMENTS FOR FUTURE PERIOD
‘ ALUE OF
NAME TOTAL VALUE OF VALUE OF NAME N V::J:UE
oF OCCUPATION | e | oF OCCUPATION :3;;;7 MATERIALS \ﬁgg Ef
PEASON AMOUNT | sup pUaNT B 1 person ANG PLANT ou

SECTION E

EXEMPTION CERTIFICATE HOLDERS
Complgte this section only for payments to certilicats hoiders in previous pesiod which were mace outside the certificate’s vaiidity (e.g. payments pricr to the

commencement of the certificate or Subsequent to the exgiry of the certificatel, Do not inciude any payments made to certificate holders whare PAYE fax
was deducted {these payments should be included in Section A).

ACTUAL AMOUNT PAID

vaLGE OF £ oF EXEMPTION
NAME OF PERSCN CCIUPATION TOTAL AMOUNT |, o0 S AND PLANT VALUE OF LABOUR |ooone e ave NUMBER

Declared at

day of

L

NOTE: A person willully making 3 faise statementin a Statutory declaration is lable to substantial penalties.

3. Signature of person making the declaration

4. Signature of persan before whom tha decarationis made

5. Name and contact address o teleghone number of person
before wham the declaration is made legibly written, typed

or stamped.

10
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INSURER :..oeocrrraerrne

correinerneece EXPIRY DATE ¢ o fen e

Work Health Regulations

(FORM 6 - continued)

PREMIUM CALCULATION

(FOR OFFICE USE ONLY)

POSTCODE ‘oo
POLICY NUMBER : wecoverer oo
PAST PERIOD FROM : 10:
57aT. No.GF | ACTUAL GROSS
SECTION OCCUPATION | ningeR | eveovess | paymenTs | PATE % PREMUM
FUTURE PERIOD FROM T0: :
~ §TAT. NO.OF | ACTUAL | oo GROSS
SECTION OCCUPATION | numger | ewriovess | pavmenTs | RATE% PREMIUM
Tt

11




