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IMPORTANT INFORMATION

please read this first







early notification

form - australian capital territory











Within forty eight hours of becoming aware of the accident/injury you must fax or E-mail this information to Vero Workers Compensation

Please return the completed form directly to Vero Workers Compensation via:

Fax: 02 8273 4508, or E-mail: injuryalert@vero.com.au   

Alternatively, visit www.veroworkerscomp.com.au
Section 93 of the Workers Compensation Act 1951 No 2 requires an employer to provide the information requested by this form to an insurer within forty eight hours after becoming aware that the worker has received a workplace injury.

Notes

Employers must add the details of the injury/disease to the Injury Register as required by Section 92 of the Workers Compensation Act 1951 (ACT).

An employer shall maintain, in accordance with the regulations, a record of each accident or dangerous occurrence in respect of which the employer is required, by Section 86(1) of the Occupational Health and Safety Act 1989.

Privacy Statement

The Privacy Act 1988 (as amended) now applies and requires us to inform you that:


Purpose of collection

We collect personal information (this is information or an opinion about an individual whose identity is apparent or can reasonably be ascertained and which relates to a natural living person) for the purposes of: providing insurance services to you, including to evaluate your application, to evaluate any request for a change to any insurance provided; to provide, administer and manage the insurance services following acceptance of an application; to investigate and, if covered, manage claims made in relation to any insurance you have with us or other members of the group of companies to which we belong.

The personal information collected can be used or disclosed by us for a secondary purpose related to those purposes listed above, but only if you would reasonably expect us to use or disclose the information for this secondary purpose.  However for sensitive information, the secondary purpose must be directly related to the purposes listed above.


Disclosure

We may disclose your personal information (and receive some personal information from), when necessary and in connection with the purposes listed above, to other members of the group of companies to which we belong, your insurance broker or our agent, Government bodies, loss assessors, claim investigators, reinsurers, other insurance companies, mailing houses, claims reference providers, other service providers, hospitals, medical and health professionals, legal and other professional advisers.


Consequences if information is not provided

If you do not provide us with the information we need we will be unable to consider your application for insurance cover, administer your policy or manage any claim under your policy.


Access

You can request access to the personal information by contacting us at the address shown below.

In some circumstances we may not agree to allow you access to some or all of the personal information we hold about you such as when it is unlawful to give it to you.  In such cases we will give you reasons for our decision.


Collection required by law
Your personal information is, in part, collected in order to comply with Workers' Compensation laws.












Vero Workers Compensation is a division of

Vero Insurance Limited ABN 48 005 297 807

V4959   GFH   03/06
Vero Workers Compensation - ACT

Level 7, 60 Margaret Street, Sydney NSW 2000

Phone (02) 8273 4636 Fax (02) 8273 4508

Postal Address PO Box Q993, QVB Post Office NSW 1230
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 Section 1 employer's details 






Please complete ALL applicable fields







Employer's Policy Number







     







Name of Organisation / Employer







     



     







Address of Organisation







     







     
Postcode
     







Employer ABN







     







Name of Authorised Person







     







Telephone Number







(
     
)
     








Fax Number







(
     
)
     







 Section 2 accident/injury details






Injury/Disease Suffered







     







     







Body Part Affected by Injury/Disease







     







     







Cause of Injury







     







     







Date of Injury                                Time of Injury







     
/
     
/
     
 
     







 am/pm











Where exactly did the accident occur?







Street/Road
     







Town/Suburb
     







Was the injured party travelling to or from work?







     







Has the injured party returned to work?
Yes

No







 Section 3 injured worker details 






Surname







     







Given Name







     







Home Address of Injured Worker







     







     
Postcode
     







Contact Telephone Number







(
     
)
     








Mobile Number







     







Date of Birth







     
/
     
/
     








Sex







Male
 FORMCHECKBOX 

Female
 FORMCHECKBOX 










Occupation







     










Section 4 notifier information (if applicable)






Name of person making the initial notification







     







Relationship to worker or employer







     







Address of person making the initial notification







     







     
Postcode
     







Telephone Number of person making the initial notification







(
     
)













Telephone Number of person making the initial notification






Section 5 details of treatment






Person Providing First Aid Treatment







     











Referrals for Further Treatment 







     






Section 6 details of nominated doctor treating injured worker 






Name of Medical Practice







     







Address of Medical Centre







     







     
Postcode
     







Name of Doctor







     







Telephone Number







(
     
)













Fax Number







(
     
)









E-mail Address







     






Section 7 witness details






Full Name 







     







Position held with the organisation







     







Telephone Number







(
     
)













Fax Number







(
     
)









Mobile Number







     







E-mail Address







     






Section 8 notification details






Date Employer became aware







     
/
     
/
     








Time Employer became aware







     
  am/pm 








Date Employer notified Vero Workers Compensation







     
/
     
/
     








Time Employer notified Vero Workers Compensation







     
  am/pm 








Signature



















     
/
     
/
     
Date                                Page 2 of 2


