The Oversens Assarunce Corporntion Limbted
(i whotfe-onned subsidiary of Grear Eaxtern Hofdingy Limited)
1 Pickering Street #13.0] Greal Eastern Centre
Singapore 0486359

Tel; (65) 248 2000

Fax; (65) 327 3014

Website; www. Lifeisgrent.com.sg

WORKMEN'S COMPENSATION INSURANCE - NOTICE OF ACCIDENT

Agency CL. No.
M.B. 1. Full particulars of the accidenl are lo be furnished by the Employer,
2. Tha giving of the undarmentionad information doss not imply that the injured person is making, or will make, a claim.
3. This form is sen!t withowt prejudice to the terms of the policy.
4. This form is to be completed and forwarded without delay, Any details of informaltion not readily available may be supplied as soon as oblainable.
5. All written communications receivad by the Empioyer concerning tha accident (o the employee should be forwarded at once 1o the Corporation.

THE EMPLOYER

Name of Policyholder Palicy No.

Businass

Address

THE INJURED PERSON

Nama MNationality Aga Sex

Local Address

When did the injured person enter your servica?

Work in which tha injured person is vsually employed.

Was the injured person engaged in the above work when the accident cccurred?

Is the injured person, your direct employee, contractor's employee or a sub-contractor?

Mame of hospital 1aken to in or out-patient

State whather slil! in hospital, or when discharged

Has the injured person heen medically examined? i so, please send report. If not, was free medical examination offered?

State whether relurnad to work, and if so, when?

The injured warker works a five or five and a hall day week or allernzale Saturday

Are you satisfied the injured person has mel with a bonafide accident arising out of histher employmant?

Is the injured person atle lo do partial work?

What is the probable period of disablement (approximate)?

THE ACCIDENT

Dale Time Pilace

Cn what date did you receive nolice of accident and from whom? If in writing, please attach to this form

On what date did the injured person aclually cease work?

Brielly describe what was the cause of the aceident and how il happened.,

I from machinery or gearing
(a}) Was it fenced or guarded.
{b} Was it being cleansd whilst in motion?

Briefly describe the nature of injury sustained.




What was the general nature of the contract or work going on?

Whera amputation of finger{s) or toe(s) is involved, please state precisely at which phalanx of the finger or toe it was amputatad

State right or lelt side

Was the injured person under the influence of drink or drugs at the time of the accident?

Was he/sha guilty of any misconduct or disobedience to orders or rules? If so, please give full parliculars

State through whose neglect the accidem occurred, if any

State the name of any persons who witnessed the accident

Has the accident bean reported to the Commissioner for Labour and Palice? Stats when and wheare

Additional particulars for FATAL CASES oniy

Has lhe deceased any dependants? State names, addresses and relationshig

Wiil an enquiry into the death be held? If so, please supply a copy of the notes as soon as possible
If no enguiry will be held, a Medical or the FPast Martem Certificale is required

Statement of wages of the injured Person earned IN THE PRESENT EMPLOYMENT for twelve menths immediately prior to the date of this Accident,
or wages earned during such shorter period as he/she may have been in the Employer's service, stating the date cn which hefshe was engaged,

Note:- The object of this form is to ascertain the exact Monthly earnings of the injured person. It is essential that it shouid be carefully and
correctly filled in. If the injured person has been absent from work at any time during the period of his/her employment, please state the period

and the cause.

WAGE
YEAR MONTH

Bonus, Value of Free
Quartars & any olhar

Allowancss & c.

% cls.

$

cls,

TOTAL

Total including all
allowances

The replies herein given are corract to the best of my/our knowledge or balief.

Date Signature of Employer
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