NORTHERN TERRITORY OF AUSTRALIA

Regulations 1986, No_6:7*

Regulations under the Work Health Act

I, ERIC EUGENE JOHNSTON, 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 this /7/% day of ()Mvvé(/ , 1986.

E. E JOHNSTON
Administrator

By His Honour's Command

S.P. HATTON

Chief Minister

WORK HEALTH REGULATIONS
1. CITATION

These Regulations may be cited as the Work Health
Regulations.

2. COMMENCEMENT

These Regulations shall come into operation on
1 January 1987.

3. FORMS
A reference 1in these Regulations to a form by

number is a reference to the form so numbered in the
Schedule.
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Notified .in the WNorthern Territory Government Gazette

on 38" mtiid 155

G. t. DUFFIELD, Govemment Printer of the Northem Territory




Work Health Regulations

4, MAXIMUM RATES OF EARNING FOR PURPOSE OF DEFINITION
OF "WORKER"

(1) For the purposes of paragraph (f) of the
definition of "worker" in section 3(1) of the Act, the
prescribed amount is 13% of the annual equivalent of
average weekly earnings.

(2) For the purposes of section 3(10){(d) and (e) of
the Act, the prescribed amount is 65% of the annual
equivalent of average weekly earnings.

5. EXEMPTION CERTIFICATE

“Form 1 is the prescribed form for the purposes of
section 58(2) of the Act.

6. FUNERAL BENEFIT AND APPLICATION FOR DETERMINATION OF
ENTITLEMENT TO AN AMOUNT OF DEATH BENEFIT

(1) For the purposes of section 62(1)(a)(ii) of the
Act, the prescribed amount is 10% of the annual equivalent
of average weekly earnings.

(2) The relevant Form 2 is the prescribed form for
the purposes of section 62(2) of the Act. '

7. MINIMUM RATE OF COMPENSATION - LONG-TERM INCAPACITY

For the purposes of section 65(7) of the Act, the
minimum rate of compensation under section 65 is the
relevant rate of compensation that would have been payable
in accordance with Schedule 2 of the Workers’ Compensation
Act as in force immediately before the commencement of
Part V of the Work Health Act had the Workers’
Compensation Act not been repealed, and the prescribed
period is 12 months from and including 1 January 1987.

8. COMPENSATION FOR CERTAIN VOLUNTEERS

For the purposes of section 66 of the Act, compen-
sation shall be calculated as the remuneration for the
person's normal weekly number of hours of work for all
employment of the person at the time of the injury
calculated at his ordinary time rate of pay or 50% of
average weekly earnings, whichever is the greater amount.

9. GUIDES TO EVALUATION OF PERMANENT IMPAIRMENT

(1) For the purposes of the definition of "permanent
impairment” in section 70 of the Act, the American Medical
Association Guides to the Evaluation of Permanent
Impairment (2nd edition) are the prescribed guides.

(2) The Authority shall keep at its office in Darwin
a copy of the prescribed guides and allow any person,
during the normal business hours of the office, to examine
the copy at its office.
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Work Health Regulations

10. CLAIMS

Form 3 is the prescribed form for the purposes of
section 82(1)(a).

11. DECLARATIONS

Declarations required or permitted by or under the
Act to be made may be made before -

(a) a person before whom a statutory declaration
under the Oaths Act may be made;

(b) a postmaster or person 1in charge of a post
office;

(¢) a school headteacher;
(d) a medical practitioner; or
(e) a minister of religion.
12. MEDICAL CERTIFICATE TO ACCOMPANY CLAIM

(1) Form 4 is the prescribed certificate for the
purposes of section 82(1)(b) of the Act.

(2) Subject to subregulation (3), a certificate
referred to in subregulation (1) shall be signed by a
medical practitioner.

(3) Where because of isolation a medical practi-
tioner is not reasonably available to sign a certificate
referred to in subsection (1), a practitioner registered
under the Health Practitioners and Allied Professionals
Registration Act in the category of Aboriginal health work
or a nurse, within the meaning of the Nursing Act, may
sign the certificate.

(4) A certificate signed in pursuance of
subregulation (3) has effect only in respect of -

(a) where the certificate is signed after consul-
tation by radio, telephone or other means with a
medical practitioner - 14 days; and

(b) 1in any other case - 3 days.

13. STATEMENT OF RIGHT TO COMMENCE PROCEEDINGS BEFORE
COURT

Form 5 is the prescribed form for the purposes of
sections 69(d) and 85(10) of the Act.

14. LATE PAYMENT OF WEEKLY PAYMENTS

For the purposes of the formula in section 89 of the
Act, 20% is the prescribed rate of interest.




Work Health Regulations

15. PRESCRIBED INDEMNITY

For the purposes of section 126(1) of the Act,
$2,000,000 is the prescribed amount.

16. EMPLOYER'S WAGES DECLARATIONS AND VERIFICATION

(1) Form 6 is the form in which statements referred
to in section 130(1) shall be supplied.

(2) For the purposes of section 130(4)(b) of the
Act, a statement shall be verified, where an employer is -

(a) an individual natural person - by the person;
(b) a partnership - by one of the partners;

(c) a body corporate (other than an incorporated
association referred to in paragraph (c)) - by
a director or secretary of the body corporate
or its principal officer in the Territory; or

(d) an incorporated association, within the meaning
of the Associations Incorporation Act - by the
public officer,

making a statutory declaration to the effect that the
estimate of wages and other prescribed information is
true and correct. :

17. ELECTION TO PAY PREMIUM BY INSTALMENT

For the purposes of section 131 of the Act, where an
employer and insurer do not agree on the manner of
election to pay premiums by instalments, the employer may
elect by serving a notice in writing in accordance with
Form 7 on the insurer not later than 21 days before the
first instalment is payable under that section.

18. SERVICE ON NOMINAL INSURER

. Anything required or permitted by the Act to be
served or the Nominal Insurer may be served -

(a) by clearly marking it for the attention of the
Nominal Insurer and leaving it, during normal
business hours, at the Darwin office of the
Authority with a person who has apparently
attained the age of 16 years and is employed at
that office; or

(b) by properly addressing and posting it by
prepaid post to the Nominal Insurer, G.P.0. Box
2056, Darwin, N.T. 5794.

L=
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Work Health Regulations

SCHEDULE
FORM 1
Regulation 5

(obverse side)

Work Health
CERTIFICATE OF EXEMPTION FOR INDEPENDENT CONTRACTORS
FROM WORKERS COMPENSATION
SECTION 58 OF THE WORK HEALTH ACT 1986

CERTIFICATE NUMBER: ..ttt ittt iin e iinnnnon s ennsonns
NAME OF CERTIFICATE HOLDER: ... .ttt
ADDRES St o e e e
DATE OF COMMENCEMENT : ...ttt et ettt ittt i nnaenennnn
DATE OF EXPIRY: ittt it ittt it it i e et eneeienennenns
NATURE OF BUSINESS: ..ttt ittt e
This is to certify that the abovenamed is in business on
his/her own account and is therefore an independent
contractor for the purposes of the Work Health Act in

respect of activities carried out for the purposes of
that business.

....................................................

.....................................................

Signature of Certificate Holder: ............... .. .c.....

FOR AND ON BEHALF OF THE WORK HEALTH AUTHORITY: .........

.....................................................




FORM 1

(Reverse side)

NOTES

Your certificate 18 granted by the Aathority on the basis of lnformatlon
piled 1a yoar 1 4 It means that the Aathority Is aatfsf{led

1

¥

that you are in basiness om your owm accomst.

2. The certificate is valld whilst you are ia dusinecs ou your owm accoaat.
1f for any rezsom yoa ceaie {0 d¢ {m Dusiness om your owm acoamt this
exemptica may mot apply. This wosid be particularly so U yom rscelve
wages {from which PAYE taxation Is dedaucted.

3. Condition 2 of the certificate provides that any significant changes 1o yoar
contract or smployment arrangements mast be sotifled to the Authosity withia

48 hours of those changes occarring.

4 This certficate may do revoked by the Aathority at asy time. You may baad
in yoar certifcate for revocation at any time.

DECLARATION

1, (aame} agres and undersiand that :

4

) I or my dep ars not ftled to any benellts or compensation as provided for workers ander
the Work Health Act.

4B 1 muast comply with any conditions appearing om the certificate and that I coald be lable for a fine of up
to $ 1,000 for dreach of those canditions.

G§) The certificate does not exempt me from my responsibilities 28 an employer under the Act, which inclades
the responsiblilty to Insure workers ia my employment.

Uv I have read and I anderstand the notes abave.

lcertficate hokser) date) docaton)




FORM 2

Regulation &(2)

WORKERS COMPENSATION CLAIM FORM

IN THE CASE OF DEATH

To the person filling in this form

e Fill in this form if you were dependent on someone who died following a work

related injuryor disease.

® When you have filled in this form give it lo the deceased’s amployer immediately

e Keep the Biue copy of the form for your records

@ You can also get help and mare information from the Work Heaith Authority

Enterprise House, Cnr Knuckey and Woods Street Darwin (089) 81 1588
e For people outside Darwin ring 008 019115 for the cost of a local call




insurer Sﬁmn Ciaim number
Workers' Compensation Claim Page 1
About the deceased About the injury

1 Name Sumame or family name
First or given names )

| ]
. 2 Sex  Male [:] FemaleD

3 Home Aadress

Postcode

4 Date of birth

5 Date ol death

6 Occupation at the lime of injury or disease
which ied 10 death. Include here the main job that was done

7 Employers business name, address
and telephone number

Pastcode

10 Where did the injury happen?
A D While working at
usual workplace
[:] While waorking
8 eisewhere
D Othet SEE NOTE 2 O THE BACK . '

11 Tell us the exact location or address where (he injury huppeneg?

c l i White having a break

4] D Travelling t0 and from waik

12 When did the injury happen?

pae|{ / / J

13 Please tell us:
o about all the events which led to the injury
o what the deceased was doing at the time
o how the injury happened

Now go to Question 16

Telephone ) _l

8 Where did the deceased normally work?
SEE NOTE 1 ON THE BACK

Postcode

About the claim

9 Dud the gealh fotiow 3 work retated disease?
No D Go to Question 10 "About the injury’

Yes D Go 1o Question 14 ‘About the disease’

About the disease

14 What date was Ihe disease first noticed?
15 Please tefl us:

@ about all the events which led to the gisease
@ the agdress where the disease was contracted
®
@

the main cause  (for exampie — exposure (0 asbesios dust)

the names of other employers the deceased worked for
where the same son of job was done

e




Witnesses

16 Did anyone see what happened?

No D ves[ ]

Give the name and agdress of peapie who saw
what happened

17 Was the injury of disease reported to the employer?

No [:] Reason {

Yes [—.“

Date injurwmseasewasreooned! /] }
Time injury/disease was reponeo‘ am/;mt

Name of the person reported 1o

e |
|

Position in
the company

18 When did the deceased stop work because of the injury or disease?

Date stopped work
Time stopped work

‘19 Was the deceased off work for any period prior to death due to
this injury ar disease?

No D Yes Period ol work

L7/ ] e [ 77 ]

20 Oid tne deceased receive any compensalion payinents fof 1his penod?

SRl —

received
Medical details

21 What was the cause of death include here:
e part of body affected
@ lype ot injury or disease
@ agency or thing that caused
the injury or disease e.g. grinder, dnlt
MAKE SURE YOU ATTACH THE MEDICAL CERTIFICATE
AND, IF POSSIBLE, THE DEATH CERTIFICATE TO THIS FORM.

22 Did the deceased get any medical ireatment following
the injury or disease?

No D Yes

23 Prior to death, was

No D Yes L_-

- - - — ..._‘
Name and address of AoCtor and-or heaiin worker

HI
....................................... P |

. Postcode
Daammwol /7

7 1]

he worker agmitted 1o a hospital:medical cenice ?

Give name ana agaress ol hospual, medical cenlre

Posicoge
P_e-n_qp g_l_u_me in hospitabmedical centre

I//]tol//l
[/ 7] « [ 1 7]

24 Mas the geceased suttered from a simiiar injury or disease before?

No D Yes r—

Name of 1he doctor who treated the deceased

Address of ihe doctor

Type of injury or disease

When did injury or disease uccur?

I

25 Have there been any

wo [ ] ves [ ]

claims for warkers compensativn belore?
SEE NOTE 3 Ow THE BACK

Name of employer

i . ]

Include address

Type ol injury or disease

When aid injury or disease occur?
How long was the deceased [:::

off work?

Amount of compensation received l $

Now go to Ques

tion 26 ‘About the dependants’




NOTES ON CLAIM FORM

NOTE 1.

Yaur answér here must tell us the aciual aadress or locauon of the place where e
decoased aid the majonity of his or her work.

NOTE 2. :

If your answer 15 ‘Olhor’, plcase specily the decedsed’s aclivily in (Ne SpaCe Provided utl liie
torm, such as ‘travelling to/attendance al training schaol’, ‘traveling 10/aflendance at
medical centre’ or "raveiling baiwesn employers premises ' (if the deceased Rad Mure liah
One JOb)

NOTE3

This intormation is required to detarmine if the injury or disease inal led 10 dealh May Do
ralaied to a previous incident.

NOTE 4.

DEFINITION OF DEPENDANT

Deapendants of a deceased worker are basically the lamily and spouse Of thal workes whiu
are partly or wholly dependant on the worker's earnings al the dale of the worker's dealn.
A spouse is the husband or wile of Ihe deceased worker.

‘Spousé’ also includes delacto partners, and if the person 1s an abonyginal Nalive, can
include a partnar according 1o the customs of the deceased workuer's Hibe ur group.
*Family’ can include any chilaren or granachidren of the deceased worhe: . This inCludes
children born oul of wediock, and children wno are noul the decCoasaed worker's Natural
oltspring, €.g. adopied children. )

Simiianty, "tamily’ can also INClude any paient or grandparent Gt ihe JéCeased wulkel cveil
though the deceasad worker was LOM out Of wediock Of was not the parent’s natural
oftspnng.

If the parson is an abonginal native, tainly Can include all persuns whio ale NsiNLe s Ll the
dacaased worker's family according 10 cusioms of the deceased worker' ibg O group.




About the deceased workers’ dependants

26 Piease give the fuillowing detaiis ahout all ihe dependants of the deceased worker.
H there is not enough space, wnie the extra yetais on a separate piece of paper ang pin il 1 this lorm
You must SEE NOTE 4 on the back {0 lind out what dependant means.

1 Name Sumajne or {amily name —_— e e
[ —I Reiationshup to deceased {wife. husband, son, daugnter. e1c.) r j
Fiist or gven names - Date of birth of this dependant / I
L ] Is this dependant a student?

Home agdress of his deg “°D yes[ e
...... T e e e Full ime D Part ime D

""""""""""""""""""" Gross weekly incore of this dependant
It none, write ‘NONE' 3

2 Name _ Surname or family name —— .
r l Relationship to deceased (wile, husband, sun, daughier. etc) [ . i
First or gven names - - Dute of birth of this dependant / / |
[— J is this dependant a student?

Home address of inis degendant MoD Yes

Fult tune D Part time D I
Gross weekly income of this dependant
i none, write ‘NONE' S
3. Name__Sutname or lamily name '
[ ] Relationship to deceased (wife, husband, san, daughter, ¢tc.) I l

Fust of given names Date of birth of this dependant /
l is this dependant a student?

vo[ ves| ]
Full ume D Part nme D J

Gross weekly income of this dependant
In none, write ‘NONE’ [S: :: I

4 Name__Surname or family name R —
1 f Relationstip to deceased {wile. husband. son, daughter, elc.) l

Home address of this dependant

First or given names Date ot birtn of this dependant /]
} Is this dependant 3 student?
Home address of this dependant Na Yes

Fuil ime D Part ttme [:]
Gross weekly income of this dependant
it none, write 'NONE'

Declaration \

27 | deciare that ail the satormation | have shown in this report is true and correct and | have told you everything | know abaut the
circumstances relaing to the work refated injury or disease wivich ied to the death ol the worker.

Name, address and relationstip 10 the deceased
Signature Date of the person compieting this form

I |




FORM 2

Regulation 6(2)

EMPLOYERS' REPORT FOLLOWING A
WORKERS COMPENSATION CLAIM
IN THE CASE OF DEATH

To the employer

e Fill in this claim form if you have received a workers compensation claim following the
death ot a worker

e Send the Red and Green copies of this report together with the Red and Green copies of
the claim form to the insurance company immediately

e Keep the Yellow copies of this report and the claim torm for your records

® Ygu can also get help and more information from the Work Heallh Authonty
Enterprise House, Cnr Knuckey and Woods Street Darwin (089) 81 1588

e For people outside Darwin ring 008 019115 for the cost of a local call




insurer Stamp

Claim Nuriibes

[Employer details

1 Busmess name. address for correspondence and phone number?:

. |

Pusicode

Telephone

2 Name of the person who can be contacted in relation
to this repont?

Name:
posiion in e comeany T

16 When did the worker slop work loliowing l o _’N X __/ .. _J

the injury or disease which led to death? l {
. dihpm

17 Occupation at the ume of njury 0f dealn?
Inciude aiso the main ub that was done

18 In whal type of noustry was the worker eiiployed?
SEE MOTE 3 ON THE BACK

Insurance details

3 What is your insurer's name?

4 What is the policy number?

What 15 the expiry date of tus pohcy?

About the deceased worker

6 Workers name
Surmame or fanmly name

L ]

First or given names

7 Sex maie ]

8 Home agdress

9 Date of binn / /

10 Where aid the worker normially work SEE MOTE 1 OM THE BACK

Postcoge

11 How many people are empioyed at

this locasion? I:._-.. __]
12 When was the worxer first employed l ! / J

by you? e e e
13 How many Ruurs g (he woiker nornally [—""' T l

wOrh €3Ch week Du not inciude overtune . Nouts

SEE NOTE 2 OM THE BACK
14 What was the worker's gross wechly wage?
. Do not clude overume |3 e
L]

15 Whal wes tne workers award rate?

About this claim

About the incident

19 Was thete a majur event where more thatl ofe petson
was jured or killed e.g. fire, explosiun?

NO Dvss[_—

|Please describe what happened including (he
date and address where this happeneg

20 (id the ncident happen

— On & fmne site

— on a constsycuion sie  NO r] Yf.S! l
21 Dig- the mcident involve. . ' _
NU[":' s |

— licensed machinery

SEE NOTE 4 OM THE BACK -
o[ T
wo[ Twes| ]

— dangerous googds
SEE WOTE 5 O THE BACK

— electne shack

22 1s this claim aboul 2 deatn retdied 10 discase?
Go 10 question 23 Aboul the Jecedscd wulkess iy
[YES|Go 10 question 26 "About Ine deCeased wuthels Giscase

-




23 Where did the injury happen?
While working at

c D While having a break

Postcode

25 When did the injury happen?
Date I ] Tlme[

amrpm

26 Please tell us:
o 3bout all the events which led to the injury

@ what the worker was doing at the time
@ how the injury happened

Now go to Question 28

About the deceased workers injury

A usual workpiace NOE]“SI . ’
Give the name and address of people who Saw:
N . what happened
While workin .

8 elsewhere 9 D D Travelling to and from work !

4

Domersnmeaonmsncx ______ ]

] : Postcode i

24 Tell us the exact location or address where the injury happened?
- T

Witnesses

28 Oid anyone see what happened to the worker?

29 Was the injury reported to you or a member of your staff?

No D ﬂwsonl
ves[ ]

Date injury/disease was nponed
Time injury/disease was reported

Name of the person who received the report

L1ame |
Position in J
the company

30 Has the deceased been off work for any period prior death due
to this injury or disease?

NoDVesr——

Period off wark
trom [ /

o lwe | 1]

About the workers' disease

27 is this report about 3 work related disease which led to death?

vo[ ]
v ]

31 Did the deceased receive any compensation payments
for this period?

No DYes[—

Please describe the events which led to the disease and
subsequent death including the address where it happened and
the main cause

o moved [ ]

Declaration

27 | declare that alt the information | have shown in this form is
true and correct and | have told you everything | know about the
circumstances reiating to the workers' injury or disease which led

to death.
: SIGNATURE
oare

Name of the person who filled in this form

Name

Position in the company




NOTES ON CLAIM FORM

NOTE 1.

Your answer hare must tell us the actual address of the place where the deceased dia the
majority of his or her work.

NOTE 2.

in the case of a deceased who was required by the terms of employment to work fixed
hours, not being hours of overtime, normal weekly hours are the number of hours so fixed
or .

in the case of a deceased not required (0 work a fixed number of hours each wesek the
normal weekly hours are the average weekly number of haurs, not being hours of overtime,
worked during the 12 months immediately preceeding the date of death.

NOTE 3.

You must state the main type of activity, business or service you provide in which the
deceased worker was involved. You do not put the actual occupation of the deceased
e.g. if you are a gold mining company and the deceased worker was a driver, you
would put down ‘gold mining’.
NOTE 4.

‘Licensed machinery’ means any p»eca of machinery licensed by the industnal Safety
Division of the Department of Mines and Energy under the inspection of Machinery Act.

NOTE §.

‘Dangerous Goods' means any substance which is defined as dangerous by the Dangerous
Goods Act administered by the Industrial Safety Division, Department of Mines and Energy.

NOTE 6.

Iif your answer is ‘other’, please specify the deceased’s activity in the space provided on the
form, such as ‘travelling tosattendance at training school’, ‘traveiling to/attendance at
medical centre’ or 'travelling between employers premises’ (if the deceased had more than
one job). .

Lo}

-




FORM 3

WORKERS COMPENSATION CLAIM FORM
and
EMPLOYERS' REPORT

To The Warker

e Fill in this form if you have had time off or incurred any costs because of a work related
injury or disease -

Make sure you attach your medical certificate to this form

When you have filied in this form give it to your employer immediately

It you can't fill in this form yourself you may get someone eise to do it for you

Do not fill in this form if you are an independent Contractor and you hoid a Centificate of
Exemption from the Work Health Authority

You can also get heip and more information from the Work Health Authority

Enterprise House, Cnr Knuckey and Woods Street Darwin (089) 81 1588

e For people outside Darwin ring 008 019115 for the cost of a local call

To the Employer .
e Make sure a separate form is filled in for each injured or ill worker

o Send the Red and Green copies of this form to your insurance company
immediately (there may be a penality if there is a delay of more than 3 days)

e Make sure the workers' medical certificate is included

o Give the Blue copy back to the injured worker

e Keep the Yellow copy tor your records

@ You can also get help and more information from the Work Health Authority
Enterprise House. Car Knuckey and Woods Street Darwin (089) 81 1588

e For people outside Darwin ring 008 019115 for the cost of a locat phone cail

o It 3 worker has died, do not fill in this form, please contact the Work Heaith Authority

Regulation 10




Insurer Stamp

Claim number

Workers’ Compensation Claim

Page i

About Ydu

1 Name Sumame or family name

L

First or given names

2 Sex Maie D Female_D

3 Your Postal Address :

5 Your date of birth

]

4 Your contact tefephone number ::l

| About your job

6 Your occupation at the time of injury or
disease Include here the main job you do

A D an apprentice?

T D a irainee under the Australian
traineeship system?

8 How many hours do you
Do not include overtime
SEE NOTE 1 OM THE BACK

9 What was your gross weekly wage before your

som A

ly work each week?

hours

o not include overtime

i

About the injury
11 Where did your injury happen?
]
o]
D'Omer SEE NOTE 2 0K THE BACK
=

12 Tett us the exact location or address where your injury happened?

While | was working at

usual workplace c D While | was having a break

While | was working

elsewhere 0 D Travelling to and Irom work

o

13 When did your injury happen?

Date r / /__J Time
14 Piease tell us:

© about all the events which led to the injury
© what you were doing at the time
e how the injury hanoen‘ed

B

.. Postcade

s

o
]
o
_toy_g_o_!? Quesﬁon 17 ) ) L
About your disease
15 What date did you first notice your disease? ‘—/_ —_j
16 Please teil us: ;

About your claim

10 Is your claim about a work related disease?

No Dsom(}uestionn *About your injury’

Yes D Go to Question 15 *About your disease’

o about all the events which led to your disease :

® the address where the disease was contracted

@ themain cause  (for exampte — exposure o asbestos dust)

@ the names of other empioyers you worked for where you did
the same sort of job




Witnesses

17 Did anyone see what happened to you?

o[ ] vel[ ]

23 Were you admitted 0 a hospitavmedical centre? ital:medical centre?

o[ ] w[]

Give nanie and addiess of hospital-megict Centre |

Give the name and aadress of pecple who Saw
what hapi dto you

Posicode

Postcuae

Period of lime you were in hospiabnedical centre!
I 0 /o

[//[

24 Are you still receiving treatment?

o

D.,-{__J

18 Did you report the injury or disease Lo yuur empioyer?
No

Reason l

|

No [_—_] Yes D Name of lhe person treating you

25 Have you suffered from similar injury or disease before?”

Yes
Date injury/disease was reponeo{ / [

Time injury/disease was reporte|

Name of the person you reponed it 1o
e 1

Position in
the campany

Name of the aocmx wno neznen you_

[P

.

N‘n D Yes [:

Type ol wjury or disease ’

18 Dig you stop work because of your injury or disease?

]

22 Dud you get any medical ireatment folowing
your injuty of dlse_ase'?

Name and adaress of the doctor
ng:or_health worker

Postcoue

Dates you were

No Yes When did tmury u disease ocCur? ~
Date you stopped work s - '“—j
Time you stopped work “ 26 Have you claimed workers compensation betore? )

no [ ves SEE NOTE 4 ON THE BACK __

20 Have you started back al work? Nane of employer

No D Yes SEE NOTE 3 ON THE BACK (
Date you started back /7 includeadaress
Time you started back f am/pimj

A e Type nf inury 0 asease" T
About your Condition YOOI OO .

21 Include here: - part of body attected e L ]
- type of injury or disease When did injury or disease uc:ur" [_— ! / l
~ agency or thing that caused How long were you off work? L— - -]

the injury or disease e.g. gnnger, drill Amount of compensalton E——_]
You musi aftach your medical ceriificate an this form padloyos 8
Declaration

27 1 deciare that afl the information | have shown in thig form s
true and correct and | have told you everything | know about the
circumstances retating to my/the work related injury of disease

SIGNATURE L J

DATE /

it you are comptelmg this form lor the diseased of injured
person give your name and amress below

treated i | /

_ _Posicone L ____ _




NOTES ON CLAIM FORM

FOR THE WORKER

NOTE 1.
In the case of a worker who is required by the terms of employment to work fixed hours, not
being hours of overtima, normal wewkly hours are the number of hours so fixed

or
in the case of a worker nol required to work a fixed number of hours aach week the normai
waeekly hours are the average weekly number of hours, not being hours of overtime, worked
during the 12 months immediately preceeding the date of the injury.

NOTE 2.

If your answer is ‘other’, please specify your activity in the space provided on the form, such
as "travelling lo/aitenaance at training school’, ‘travelling to/aniendance at medical centre’ or
‘travelling batween employers premises’ (if yau have more than one job)

NOTE 3.

if you have gone back 10 work and subsequently stopped work again because ot that
particular injury, please include all the dates you staned work and then had to siopon a
separate sheet of paper and attach it ta the claim form.

NOTE 4.

This information is required to determine if the present injury or disease may be related t0.a
previous incident.

FOR THE EMPLOYER
NOTES.
Your answer here must tell us the actual address of the place where the worker does the
majority of his or har work.
NOTE 6. )
You must state the main type of activity, business or sefvice you provide in which tha injured
worker was invoived. You do not put the actual cccupation of the workar.

8.g. It you are a gold mining company and the injured worker is a driver, you would

put down "gold mining'

NOTE 7.
‘Licenced machinsry’ means any piece ot machinery licansed by the industnal Satety
Division of the Deparnment of Mines and Energy under the Inspection of Machinery Act.
NOTE 8.
‘Dangerous Goods’ means any substance which is detined as dangerous by the Dangerous
Goods Act administered by the industrial Safety Division, Department of Mines and Energy.
BENEFITS ARE:
Waeekiy benaelits for incapacity (imited 1o 70% of lost arning capacity afier 6 months), cosis
of medical treatment, reasonable rehabilitaton costs, benefits lor permanent impairment,
and death benetits.

e




~4

Employers’ Report on Incident

28 8usiness name, address for correspondence and phone number?

[Teteuhune

29 Name of the person who can be contacted in relation
to this report?

ame N
Basion e BT

37 in what type of industry is the worker employed?
SEE NOTE 6 ON YHE BACK

Insurance details

30 what is your Insurer's name?

I

31 What is the policy number?

32 What is the expiry date of the policy?

About the injured or diseased worker

33 Where does the worker normally wark? SEE NOTE 5 ON THE BACK

Postcade

34 How many people are empioyad at
this location?

35 When was the worker first employed

by you? .

36 Do you have any additional or different details to those
prowvirted by your worker on the cfaim form?

wo [ ves[ |

Please tell us exactly what is different and what
you think it shouid be

More than one person Injured

38 Was there a major event where more than one person
was injured e.q. fire, explosion?

vo [ Jres[ |

Please describe what happened including hey
date and address where this happened

About the incident

39 Did the incident happen:
no[ ] ves[ ]

— 0N a mine site

— on a construction site NOD YES D

SEE NOTE 7 OK THE BACK
wo[_| ves ]
Declaration

40 Oid the incident invotve:

— licensed machinery NOD YES D

— dangerous goods NOD YESD

SEE NOTE 8 O THE BACK

— electric shock
41 | declare that ail the information | have shown in this repon is frue
" and correct ahd | have told you everything | know about the
circumstances surrounding this werkers' injury or disease

SIGNATURE

ou

Position in the company




S’

FORM 4

Regulation 12(1)

Work Heulth

for Workers Compensation

Medical Certificate

Pructice/Hospital/Health Centre

I have examined

In my opinion this person is suffering / has suffered from

Please

give a

precise
diagnosis

and is unfit for work from

/ /

to

The iliness or injury was stated to be caused by

/ /

inclusive

Is the incapacity likely to last more than 6 weeks?

No

Yes

Is it likely that rehabilitation will be required?

Signature

Name and date
please print

Yes

Physiotherapy

Occupational therapy

Other — please specify




FORM 5

Regulation 13
WORK HEALTH

ADVICE .TO WORKER OF REJECTION, CANCELLATION OR REDUCTION
OF WORKERS COMPENSATION AND ADVICE OF THE WORKER'S
RIGHT TO COMMENCE PROCEEDINGS FOR RECOVERY

[0 T=7- T R R
Pursuant to your claim for payment of benefits as prescribed in the Work Health Act, you are hereoy

agvised TRAT YOUr BMDLOYEI, ... ... ...ius ettt iaan e at et at e auor ot acaanarnes hereby
DELETE AS NECESSARY

( Disputes liapility for your claim pursuant to Section 85 of the Work Health Act.

Cancels payment of weekly benefits to you pursuant to Section &7 of the Work
Healtn Act.

varies the amount of weekly benefits payable to you pursuant to Section 67 of the
per week.

The reasons for this decision are :

o s e

You have the rignt to contest this decision in the Work Health Court.

If your claim is disputed pursuant to Section 885, you must make an application to the Work
Health Court within 28 days of receiving this notice. If you fail to do this. you may make an
application to the Work health Court to waive the time limit.

Applications to the Court gisputing the rejection. cancellation. or variationof your claim can te
made at any Local Court in the Northern Territory.

Afrer tne application nas been filed by the Registrar. you will be given a date (usually vithin
28 cays of the date of filing) for nRearing of your application at a preliminary conference.

&

17 you nave any further queries about your rights under Work Healtn, Please contact the Work
realtn Autnority. Enterprise House. Cnr. Knuckey & Woods St.. Darwin N.T 5790 or GPO box 201C.
Darwin NT 579¢, Pnhone (089) 81: 588. Tol! Free outside Darwin {008) 019 115




FORM 6

Regulation 16

PAYMENT DECLARATION
INSURER

EMPLOYER DETAILS
NAME: ...

POSTAL ADDRESS:
OFFICE ADDRESS:
TELEPHONE NUMBER:
POLICY NUMBER: ...

INSTRUCTIONS, please read.
The ronewal advice to which this Dertaration is attached shows details of your policy whirh will soon become due for renewal To
snable calrulation of renawal preminm payahle Inr this coming year tngnther with any adiystments due on tast vear s premiym

compiete Dacinration.
Thes form 15 required by section 130 of the Wark Health Act it should be comnieted and given to your msurer within 28 days of the

nsuranre policy s expiry date.
Pleasa rompiste all sections of this form. If a seclion is not applicable please write “not anplicable”
1t tharo g insufficiant roam in the spare provided, please attach a supplementary sheel.

NOTES
GROSS PAYMENTS INCLUDE:
A For Wsge snd Salery Estners, Femily Members and Company Directors
i) Wages, salaries, bonuses. allowanres. commission and all other remumnaration paid. including pavs in respect of hnlidays.
sirknass and Iong servirg leave.

i} Overtime

8  For Other Persons or Contrsctors
i} AN pavmente made including pavments for labour. materinls, hire of lcols. equipment and the fike

Signsture of person meshing decinmation

Thes Inrm 15 a statutary daclarnbinn and must be siqned hefore a Justice of the Peace. or a Commissinner for Qaths. Requlaton 16

ol 1he Wark Haatth Act alen pravirins that the Dnclarmtion must be signed by certam persons depending upon the organisatinnal

tatrie of the empinyer

{a) Where the emplnyar 18 a natural peeson —- the Inrm must be signed by the persnn

(h} Whera the organisalion is A partnership — the form must be signed by a pariner

(r\ Whore the organisalion is a company. within the meaning of the Companias Art - the farm must
be signed by a director ar secratary of the company

it Whare Ihe organisation is 3 foreign company within the meaning of the Companins Act — the form must be sigred by 3
director, the secratary or agent in the Territory of the foreign company

in)  Whara the organisation is an incorporated association within the meaning of the Assoriations Inenmnratian Act — the Inm
et ke aignad hy the public officer

Incorrect comptetton of this form could vold yaur Insurance policy and make you responsible for pavment of any workerg
compenastion claimsg plus .Mhef pensities.
Pleres rontact the Work MHealth Authority or your Insurev for further information




SECTION A WAGES OR SALARIED WORKERS

Please complete tus sacuon for all persons who were paid wages or salary. (F THE BUSINESS IS A REGISTERED COMPANY Ju iwi
incluge company directors in ths secuon. IF THE BUSINESS IS NOT A REGISTERED COMPANY do nol include immedidle fastuty
mempars in this secton. Incluae here any payments mads to Exempuion ceruficate hotders where PAYE Tax was geducted. For atner
payments made 10 exempuon cartificale hoidars refer 10 Secuon E.

ACTUAL AMOUNTS PAID IN PREVIOUS PERIOD . ESTIMATE OF PAYMENTS FOR FUTURE PERILU
NO. OF | GROSS AMOUNT . w0 0F | Esumaten |
OCCUPATION EMPLOYEES PAID OCCUPATION EMPLOYEES | PUIURE PAYMENIS
SECTION B IMMEDIATE FAMILY MEMBERS

Compiete Column 1 for all members who are aiready endorsed or covered on the current poiicy. Complete Coturnn 2 11 (Ndse lamuly
members who a8 10 be covesed in the next period.

COLUMN 1 ACTUAL AMOUNTS PAID IN PREVIOUS PERIOD COLUMN 2 ESTIMATE UF PAYMENTS FUK hUIURE FERIUD
NAME OF RELATIONSHIP GRUSS” e OF  TREATIONSHIE] coemn o | GHOSS |
MEMBER 10 eMPLOYER | CCCUPATION | aaymenTs MEMBER | TO EmPLOYER| UCCUPATION o povments |
SECTION C COMPANY DIRECTORS
Complete Column 1 for all duecturs who are alréady d ot d on the t policy. Compigte Column 2 1uf INuse diteululs

who are 10 be covered in Ihe next penod.

COLUMN 1 ACTUAL AMOUNTS PAID IN PREVIOUS PERIOD COLUMN 2 ESTIMATE OF PAYMENTS FOR FUTURE PERIDD

NAME OF GROSS NAME OF . GROSS
DIRECTOR HCCUPRHION PAYMENTS OIRECTOR OCCUPATION _ PAYMENTS |




SECTION D 6THER WORKERS / CONTRACTORS

Complete this section lor all natural persons and subcontractors who are not included in Section A B or C and are not holders of

Exemption certificates. )
Do not include registered companies, or persons who in the performance of a contract empioyed other workers.

ACTUAL AMOUNTS PAID IN PREVIOUS PERIOD ESTIMATE OF PAYMENTS FOR FUTURE PERIOD
NAME VALUE OF NAME VALUE OF
OF  |occupaTion AL"J{;‘:T MATERIALS V&Fg&g‘ OF  |OCCUPATION AL"JS,’;T MATERIALS | YALUE OF
PERSON AND PLANT PERSON AND PLANT | LABOUR
SECTION E EXEMPTION CERTIFICATE HOLDERS

Compiste this section only for payments (o certificate holders in previous period which were made outside the cenificate’s currency {1 e.
paymments prior 1o the commencement of the certificate or subsaquent 1o the expiry of the certificate.) Do not inciude any payments made
lo cenificate holders where PAYE tax was deducted (thesae pay should be included in Section A).

ACTUAL AMOUNT PAID

VALUE OF VALUE OF EXEMPTION
NAME OF PERSON OCCUPATION TOTAL AMOUNT | MATERIALS LABOUR CERTIFICATE
, AND PLANT NUMBER

[R5 IR T T T OO OO OO PO USRS T PO USSR S T eI
Do solemnly and sincerely declare by virtue of the Oaths Act and conscientiously believing the statements contained in this declarauon o be

true in every panticular.

Declareg at ... e e e .o dayol ... ... R I R

NOTE: A person wiltully making a false statement in the statutory declaration liable 10 a penaity of $1000 or impnsonment for 6 months or both
1. Name and address of person making declaraton 3. Signature of person betore whom the declaration 15 made
2. Signatyre of person making the decfaration 4 Title ot person before whom the declaration 1s made




PREMIUM CALCULATION

(FOR OFFICE USE ONLY)

NAME: oo e eeeeeeeeas e eeee e et oo e e
INSURER: ... EXPIRY DATE: ........... Joveeeernnne Joeeeeeienns POSTCODE: ..o
POLICY NUMBER: ......ccovvvmennen :
PAST PERIOD FROM: TO:
STAT. NO. OF ACTUAL GROSS
SECTION OCCUPATION | \iupin | EMPLOVEES | PAYMENTS | PATE ™% PREMIUM
FUTURE PERIOD FROM: TO:
STAT. NO. OF ACTUAL GROSS
SECTION OCCuPATION NUMBER | EMPLOYEES | PAYMENTS | PATE % PREMIUM




