
7HAT฀IS฀THIS฀FORM�

4HIS฀FORM฀CAN฀BE฀USED฀TO฀NOTIFY฀A฀WORKPLACE฀INJURY฀OR฀SEEK฀

COMPENSATION฀PAYMENTS฀IF฀YOU฀HAVE฀BEEN฀INJURED฀AT฀WORK฀WITH฀

AN฀EMPLOYER฀REGISTERED฀IN฀3OUTH฀!USTRALIA�฀!LTERNATIVELY�฀THIS฀

INFORMATION฀CAN฀BE฀PROVIDED฀BY฀TELEPHONE฀�FOLLOWED฀BY฀THIS฀

FORM	฀TO฀%MPLOYERS฀-UTUAL฀OR฀THE฀SELF
INSURED฀EMPLOYER฀�SEE฀

INFORMATION฀TO฀THE฀RIGHT	�

2ECEIPT฀OF฀THIS฀INFORMATION฀WILL฀ENABLE฀A฀REQUEST฀FOR฀

COMPENSATION฀TO฀BE฀CONSIDERED฀AND฀WILL฀PROVIDE฀SUFlCIENT฀

INFORMATION฀FOR฀THE฀CASE฀MANAGER฀TO฀ASSIST฀IN฀THE฀RETURN฀TO฀WORK฀

PROCESS�

)F฀THERE฀IS฀INSUFlCIENT฀SPACE฀PROVIDED฀FOR฀ANY฀OF฀THE฀QUESTIONS�฀

PLEASE฀ATTACH฀ADDITIONAL฀INFORMATION�฀!฀COPY฀OF฀THIS฀FORM฀SHOULD฀

BE฀KEPT฀FOR฀YOUR฀RECORDS�฀

7HO฀CAN฀lLL฀OUT฀THIS฀FORM�

s฀ !N฀INJURED฀WORKER

s฀ !N฀EMPLOYER


s฀ !฀REPRESENTATIVE�฀SUCH฀AS฀A฀TREATING฀DOCTOR�฀lRST฀AID฀OFlCER฀OR฀

A฀WORKER�S฀RELATIVE฀OR฀FRIEND฀OR฀UNION฀REPRESENTATIVE



It is important to ensure that the employer (if you are not 

the employer) has also been provided with these details 

if you are notifying Employers Mutual directly (unless the 

worker is not in employment at the time of injury).


฀฀!N฀EMPLOYER฀MAY฀COMPLETE฀THIS฀FORM฀TO฀NOTIFY฀OF฀AN฀INJURY฀OR฀BEGIN฀THE฀
CLAIM฀PROCESS�฀HOWEVER฀THEY฀MUST฀ALSO฀COMPLETE฀AN Employer Report Form 
AND฀PROVIDE฀THIS฀TO฀%MPLOYERS฀-UTUAL�



฀/NLY฀WITH฀THE฀EXPRESSED฀CONSENT฀OF฀THE฀WORKER� 

Compensation payments

/NCE฀THE฀MANDATORY฀INFORMATION฀HAS฀BEEN฀PROVIDED฀�REFER฀

SHADED฀BOXES฀ON฀THIS฀FORM	฀AND฀IF฀WE฀CANNOT฀DETERMINE฀THE฀

CLAIM฀WITHIN฀SEVEN฀DAYS฀OF฀RECEIPT฀OF฀THIS฀INFORMATION�฀THEN฀

PROVISIONAL฀PAYMENTS฀WILL฀COMMENCE฀IN฀MOST฀CASES�

!฀CLAIM฀FOR฀MEDICAL฀AND฀OTHER฀EXPENSES฀MAY฀ALSO฀BE฀PAID฀ 

ON฀A฀PROVISIONAL฀BASIS�฀IF฀A฀CLAIM฀CANNOT฀BE฀DETERMINED฀WITHIN฀ 

SEVEN฀DAYS�

A WorkCover Medical Certificate฀FROM฀THE฀DOCTOR฀MUST฀ALSO฀ 

BE฀PROVIDED฀TO฀%MPLOYERS฀-UTUAL฀OR฀THE฀SELF
INSURED฀EMPLOYER฀

BEFORE฀PAYMENTS฀CAN฀COMMENCE�฀

4HE฀EMPLOYER฀AND฀INJURED฀WORKER฀WILL฀RECEIVE฀A฀LETTER฀WITHIN฀

SEVEN฀DAYS฀ADVISING฀WHETHER฀COMPENSATION฀PAYMENTS฀WILL฀

COMMENCE฀AND฀WHAT฀TO฀DO฀IF฀THEY฀DON�T฀AGREE฀WITH฀THE฀DECISION�

4HE฀INFORMATION฀IN฀THIS฀FORM฀CAN฀BE฀ 
PROVIDED฀TO�

%MPLOYERS฀-UTUAL
"Y฀PHONE�฀฀ ����฀���฀���

"Y฀FAX�฀฀ ���	฀����฀����

"Y฀POST�฀฀ '0/฀"OX฀�����฀!DELAIDE฀3!฀����

/NLINE฀AT�฀฀ WWW�EMPLOYERSMUTUAL�COM�AU

/2

3ELF
INSURED฀EMPLOYER
4O฀THE฀SELF
INSURED฀EMPLOYER

)F฀YOU฀NEED฀HELP฀lLLING฀IN฀THIS฀FORM฀OR฀HAVE฀ 
ANY฀QUESTIONS�฀SPEAK฀TO�

s฀ %MPLOYERS฀-UTUAL฀ON฀����฀���฀���

s฀ !฀SUPERVISOR฀AT฀YOUR฀PLACE฀OF฀EMPLOYMENT

s฀ 4HE฀EMPLOYER�S฀REHABILITATION฀AND฀RETURN฀TO฀WORK฀COORDINATOR฀

s฀ !฀UNION฀REPRESENTATIVE

s฀ !N฀OCCUPATIONAL฀HEALTH฀AND฀SAFETY฀OFlCER�REPRESENTATIVE

)F฀YOU฀NEED฀THIS฀INFORMATION฀IN฀A฀LANGUAGE฀OTHER฀THAN฀%NGLISH�฀ 

CALL฀THE฀3ERVICE฀$ELIVERY฀4EAM฀AT฀%MPLOYERS฀-UTUAL฀ON฀ 

����฀���฀����

17.1.24C 9/10 2275_SPCM 

#LAIM฀FORM



Date employer  notified of injury*           �฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀�

Person notified: Mr         Mrs          Ms         Miss

Family name  

Given name 

Please tick the relevant box

 I want to give notice of an injury only (no request for weekly payments or medical and other expenses at this time)1

 I want to give notice of an injury and claim weekly payments and/or medical expenses2

    NB: If this claim cannot be determined within seven (7) calendar days, the payment of provisional weekly payments will (in most cases) commence.
           

4HE฀SHADED฀BOXES฀MUST฀BE฀COMPLETED฀IN฀ALL฀ 
CASES�฀(OWEVER฀BY฀lLLING฀IN฀THE฀OTHER฀BOXES฀ 

AND฀SUPPLYING฀AS฀MUCH฀INFORMATION฀AS฀POSSIBLE฀WE฀CAN฀ 
MORE฀EFFECTIVELY฀MANAGE฀THE฀CLAIM�#LAIM฀FORM

Worker’s details  Employer’s details  

Employer notification 

Worker’s family name 

 

Other names 

 

Title  Mr          Mrs          Ms          Miss 

Does the worker wish to identify as: Aboriginal 

   Torres Strait Islander

Gender         Male         Female

Date of birth                       /                 / 

Former name/s (if any)

Country of birth 

Residential address 

          Postcode

Postal address (if the same as residential write ‘as above’)

   Postcode

Telephone number 

 Daytime: 

 Mobile: 

Email address

Does the worker need an interpreter?        Yes        No

Language spoken or read

Dialect

Has the worker ever had a past workers compensation claim?   

Yes         No

 

Employer’s name 

 

Employer’s address

     Postcode

Employer’s registration number, if known

Location number, if known

 

Contact name �IF฀EMPLOYER฀HAS฀MORE฀THAN฀��฀EMPLOYEES�฀THIS฀WILL฀USUALLY฀
BE฀THE฀REHABILITATION฀AND฀RETURN฀TO฀WORK฀COORDINATOR	 

Telephone

Facsimile

Email

Was there any time lost due to injury/disease? Yes      No

Current gross  weekly wage   $ 
(inc overtime, shift allowance etc) 
�IF฀TIME฀OFF฀WORK	   

Hours per week

Occupation and main tasks

Full time Part time Permanent Casual

Apprentice Trainee         State/Federal Award          

Te
ar

 a
lo

n
g

 p
e

rf
o

ra
ti

o
n

 f
o

r 
fa

xi
n

g

*  The date when the employer received the minimum information (in the 
shaded boxes) on this form.



Injury details

Description of injury �INJURY�DISEASE฀SUFFERED	

 

How the injury occurred?  �WHAT฀LED฀TO฀THE฀INJURY฀OCCURRING	

�2EFER฀OVERLEAF฀FOR฀EXAMPLES฀OF฀HOW฀TO฀ANSWER฀THIS฀QUESTION	

Part of the body affected �EG�฀LEFT฀UPPER฀ARM�฀฀INTERNAL฀ORGANS�฀ETC	

Treating doctor’s name and/or surgery name

 

Or, if the worker is hospitalised, name of hospital

$OCTOR�HOSPITAL฀ADDRESS฀฀�INCLUDE฀PHONE฀NUMBER฀IF฀KNOWN	

-OST฀RECENT฀WorkCover Medical Certificate฀FROM 

          �฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀�฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀TO             �฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀�฀฀

)NCAPACITY�฀฀฀฀TOTALLY฀UNlT฀FOR฀WORK฀฀฀฀฀฀฀฀฀฀฀PARTIALLY฀UNlT฀TO฀WORK

7HEN฀DID฀THE฀฀INJURY�DISEASE฀OCCUR�   

    while working at usual workplace

    traffic accident while working

    while having a break

    while travelling to or from work

       while attending an approved course of study

       while working elsewhere

other (please specify)

          

When did the injury happen or when was the injury/disease 

first noticed?                                  �฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀�฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀

4IME฀OF฀INJURY฀ ฀ ฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀AM�PM

)F฀THE฀WORKER฀STOPPED฀WORK฀DUE฀TO฀INJURY�DISEASE�฀WHAT฀DATE฀DID฀
THEY฀STOP฀WORK�

           �฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀�฀฀฀฀฀฀฀฀

     

Medical authority

If you (the notifier) are not the injured worker, please do not 

complete this section. 

Signing this authority may help the request for 

compensation to be processed more quickly. 

I give permission for my medical experts to provide 

WorkCoverSA, its claims agent Employers Mutual or my  

self-insured employer with information relating to my injury 

or condition. I also give permission for any medical experts to 

receive x-rays, medical records or reports relating to my claim 

(including copies) for the purpose of writing a report about my 

injury or condition. A photocopy of this medical authority is as 

valid as the original. 

Signature of  

the worker 

Date            �฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀�฀฀฀฀฀฀฀฀

Electronic Funds Transfer (EFT) details

Please provide the worker’s bank details to have any 

workers compensation payments deposited directly into 

their bank account. 

"ANK฀"3"฀NUMBER฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀฀


"ANK฀NAME

"RANCH฀ADDRESS

!CCOUNT฀NUMBER  

!CCOUNT฀NAME

Note: a remittance advice of any payment/s processed via EFT will be 
sent to the worker via post. Please advise the claims agent (within five 
days) if any of the bank account details provided are changed.

Notifier’s details

Notifier’s name

I am:    The worker         The employer Other

If other, please specify:

Address

Telephone number  

Other current employment

Does the worker have any other current employment? 

Yes         No



Worker’s responsibilities

s฀ 4O฀NOTIFY฀THEIR฀EMPLOYER฀AS฀SOON฀AS฀POSSIBLE฀IF฀THEY฀HAVE฀BEEN฀INJURED฀IN฀
THE฀COURSE฀OF฀THEIR฀EMPLOYMENT�฀4HIS฀MAY฀BE฀MADE฀TO฀A฀PERSON฀IN฀THE฀
WORKPLACE฀SUCH฀AS฀THE฀REHABILITATION฀AND฀RETURN฀TO฀WORK฀COORDINATOR�฀THE฀
HEALTH฀AND฀SAFETY฀REPRESENTATIVE฀OR฀THE฀IMMEDIATE฀MANAGER�SUPERVISOR�฀
!฀COPY฀OF฀THIS฀FORM฀CAN฀BE฀USED฀FOR฀THIS฀PURPOSE�฀

s฀ 4O฀GIVE฀TO฀THEIR฀EMPLOYER฀ANY฀PAID฀ACCOUNTS฀FOR฀REIMBURSEMENT฀OR฀
INVOICES฀FOR฀EXPENSES฀INCURRED�

s฀ 4O฀PROVIDE฀THE฀SELF
INSURED฀EMPLOYER฀OR฀%MPLOYERS฀-UTUAL฀WITH฀ 
UP
TO
DATE฀WorkCover Medical Certificates IF฀REQUESTED฀TO฀DO฀SO�

s฀ 4O฀BE฀ACTIVELY฀INVOLVED฀IN฀THEIR฀TREATMENT฀AND฀REHABILITATION฀AND฀COMPLY฀
WITH฀THE฀REQUIREMENTS฀OF฀REHABILITATION฀PROGRAMS฀AND฀REHABILITATION฀AND฀
RETURN฀TO฀WORK฀PLANS�

s฀ 4O฀UNDERTAKE฀SUITABLE฀EMPLOYMENT฀THAT฀A฀DOCTOR฀SAYS฀THEY฀ARE฀lT฀TO฀
PERFORM�

  Note:฀)T฀IS฀AN฀OFFENCE฀TO฀PROVIDE฀FALSE฀OR฀MISLEADING฀INFORMATION฀ABOUT฀A฀
CLAIM�

7ORKER�S฀RIGHTS
s฀ 4O฀BE฀PAID฀WEEKLY฀PAYMENTS�฀IF฀INCAPACITATED฀FOR฀WORK�฀once a Claim 

form has been received. )F฀A฀CLAIM฀CANNOT฀BE฀DETERMINED฀WITHIN฀SEVEN฀
DAYS฀TO฀RECEIVE฀PROVISIONAL฀WEEKLY฀PAYMENTS�฀UNLESS฀A฀REASONABLE฀
EXCUSE฀IS฀APPLIED฀OR฀NO฀INCOME฀LOSS฀OCCURS�฀

s฀ 4O฀HAVE฀REASONABLE฀MEDICAL฀AND฀OTHER฀EXPENSES฀PAID฀WITHIN฀A฀
REASONABLE฀TIME฀EG�฀TRAVEL฀COSTS�

s฀ 4O฀HAVE฀A฀CURRENT฀COPY฀OF�฀AND฀BE฀MEANINGFULLY฀INVOLVED฀IN฀ALL฀DECISIONS฀
REGARDING฀THEIR฀APPROVED฀REHABILITATION฀PROGRAM�PLAN�

s฀ 4O฀RAISE฀WITH฀THE฀PERSON฀MANAGING฀THEIR฀CLAIM฀ANY฀DISSATISFACTION฀WITH฀
THEIR฀ALLOCATED฀REHABILITATION฀PROVIDER�

s฀ 4O฀HAVE฀A฀TREATING฀DOCTOR�SPECIALIST฀OF฀THEIR฀CHOICE฀AND฀OBTAIN฀A฀SECOND฀
OPINION฀FROM฀A฀SPECIALIST�

s฀ 4O฀BE฀PROVIDED฀WITH฀COPIES฀OF฀ALL฀MEDICAL฀REPORTS฀CONCERNING฀THEIR฀CLAIM฀
WITHIN฀SEVEN฀��	฀BUSINESS฀DAYS฀OF฀%MPLOYERS฀-UTUAL฀OR฀THE฀SELF
INSURED฀
EMPLOYER฀RECEIVING฀THEM�

s฀ 4O฀HAVE฀A฀REPRESENTATIVE฀OR฀SUPPORT฀PERSON฀PRESENT฀AT฀ANY฀MEETING฀
OR฀HEARING฀ABOUT฀THEIR฀CLAIM฀�EG�฀FAMILY฀MEMBER�฀UNION�฀EMPLOYEE฀
ADVOCATE�฀SOLICITOR	�

s฀ 4O฀HAVE฀ANY฀PERSONAL฀INFORMATION฀KEPT฀CONlDENTIAL�

s฀ 4O฀HAVE฀AN฀INTERPRETER฀AT฀MEETINGS฀AND฀APPOINTMENTS฀IF฀REQUIRED�

%MPLOYER�S฀RESPONSIBILITIES
s฀ 4O฀PAY฀THE฀lRST฀TWO฀WEEKS฀OF฀INCOME฀MAINTENANCE฀DURING฀A฀ 
CALENDAR฀YEAR฀IN฀WHICH฀THE฀INJURY฀HAS฀OCCURRED฀UNLESS฀THE฀EMPLOYER฀ 
IS฀A฀SELF
INSURED฀EMPLOYER�

s฀ 4O฀REPORT฀TO฀%MPLOYERS฀-UTUAL฀WITHIN฀lVE฀��	฀BUSINESS฀DAYS฀OF฀RECEIPT฀
OF฀AN฀INJURY฀NOTIlCATION�฀&AILURE฀TO฀NOTIFY฀%MPLOYERS฀-UTUAL฀OF฀AN฀INJURY฀
WITHIN฀lVE฀��	฀BUSINESS฀DAYS฀MAY฀INCUR฀PENALTIES฀OF฀�����฀AND฀IMPOSITION฀
OF฀SUPPLEMENTARY฀LEVIES�฀

s฀ 4O฀FORWARD฀TO฀%MPLOYERS฀-UTUAL฀ANY฀WorkCover Medical Certificates 

AND฀ASSOCIATED฀PAID฀ACCOUNTS฀FOR฀REIMBURSEMENT฀OR฀INVOICES฀FOR฀
EXPENSES฀INCURRED฀THAT฀ARE฀RECEIVED฀FROM฀THE฀WORKER�

s฀ 4O฀COMPLETE฀AN฀Employer Report Form฀AND฀SUBMIT฀IT฀TO฀%MPLOYERS฀
-UTUAL�

s฀ 4O฀FORWARD฀AN฀INJURED฀WORKER�S฀WAGE฀INFORMATION฀REQUIRED฀BY฀%MPLOYERS฀
-UTUAL฀UPON฀REQUEST�

s฀ 4O฀PROVIDE฀SUITABLE฀EMPLOYMENT฀TO฀AN฀INJURED฀WORKER฀AND฀COOPERATE฀
WITH฀THE฀REQUIREMENTS฀OF฀REHABILITATION฀PROGRAMS฀AND฀REHABILITATION฀AND฀
RETURN฀TO฀WORK฀PLANS� 

Important reminder for employers
)F฀THE฀WORKER�S฀INJURY฀IS฀AN฀‘immediately notifiable work-related injury’  

THE฀EMPLOYER฀MUST�฀IF฀THEY฀HAVE฀NOT฀ALREADY฀DONE฀SO�฀NOTIFY฀THEIR฀LOCAL฀
REGIONAL฀OFlCE฀OF฀3AFE7ORK฀3!฀BY฀TELEPHONE฀����฀���฀���฀IN฀ACCORDANCE฀
WITH฀2EG฀�������	฀OF฀THE฀/CCUPATIONAL฀(EALTH�฀3AFETY฀AND฀7ELFARE฀
2EGULATIONS�฀�����฀ 
 

!N฀@IMMEDIATELY฀NOTIlABLE฀WORK
RELATED฀INJURY�฀IS฀A฀WORK
RELATED฀INJURY฀THAT�

s฀ CAUSES฀DEATH

s฀ SHOWS฀ACUTE฀SYMPTOMS฀ASSOCIATED฀WITH฀EXPOSURE฀TO฀A฀SUBSTANCE฀AT฀WORK

s฀ REQUIRES฀TREATMENT฀AS฀AN฀INPATIENT฀IN฀A฀HOSPITAL฀IMMEDIATELY฀AFTER฀THE฀
INJURY฀�DISREGARDING฀ANY฀TIME฀TAKEN฀FOR฀EMERGENCY฀TREATMENT฀ 
OR฀TRANSPORTING฀THE฀PERSON฀TO฀HOSPITAL	�

3AFE7ORK฀3!฀CAN฀ALSO฀BE฀CONTACTED฀BY฀EMAIL฀AT฀HELP SAFEWORK�SA�GOV�AU�

(OW฀THE฀INJURY฀OCCURRED฀�7HAT฀LED฀TO฀THE฀INJURY฀OCCURRING	�฀EXAMPLE
7ALKED฀OUTSIDE฀TO฀FRONT฀END฀LOADER

-ACHINING฀WOOD฀ON฀BANDSAW

5SING฀ANGLE฀GRINDER

2EPEATEDLY฀LIFTING฀CARTONS฀OF฀WINE

3LIPPED฀OVER฀IN฀A฀PUDDLE฀OF฀WATER฀ON฀DRIVEWAY

"AND฀SAW฀CAUGHT฀IN฀KNOT฀IN฀WOOD฀THROWING฀WOOD฀OUT

#AST฀IRON฀CHIP฀mEW฀FROM฀ANGLE฀GRINDER

,IFTING฀HEAVY฀CARTONS

(ITTING฀MY฀HEAD฀ON฀FRONT฀END฀LOADER

7OOD฀mYING฀UP฀AND฀HITTING฀HEAD

&OREIGN฀BODY฀ENTERING฀UNPROTECTED฀EYE

(EAVY฀CARTONS฀OF฀WINE฀PUT฀STRAIN฀ON฀BACK

1To give notice of injury only under section 51 of the Workers 

Rehabilitation and Compensation Act 1986 (the Act) means that you wish 

to give written notice that an injury has occurred, but do not request any 

compensation payments at this time. If, at a later date, you wish to claim 

compensation (weekly payments and/or other expenses) you will need to 

lodge a claim for compensation.

2To give notice of an injury and claim weekly payments and/or medical 

expenses means that you seek weekly payments of compensation which, 

if there is any delay in determining the claim, may be paid initially to you 

on a provisional basis under Part 4, Division 7A of the Act. Provisional 

weekly payments will start within seven (7) calendar days (in most cases) 

but will be limited to 13 weeks of weekly payments. The claim for medical 

and other expenses is a claim for payment of expenses resulting from your 

injury and may also be paid to you on a provisional basis under section 

32A but will be limited to $5000. Claims for payments exceeding these 

limits will only be paid if your claim for compensation under section 52 of 

the Act is accepted.

&URTHER฀EXPLANATION฀ON฀THE฀COMPLETION฀OF฀THIS฀FORM

Rights and responsibilities

#LAIM฀FORM


