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Witness Statement Form (Form 5) workers compensation

For Claim by :

(To be completed by witness using BLOCK LETTERS)
1

Of (Residential address of
Witness)

Employed By : Occupation :

*Being an actual eye of the disability of
witness
* A workmate having knowledge
*Strike out whichever is not applicable

Hereby certify that the particulars hereunder are an accurate description of the occurrence -

I first learnt of this occurrence from

(Name) a.m. / p.m. on
at :

Date of Occurrence : / / Time : a.m./p.m.

Cause of Occurrence (describe fully)

The resulting disability (do not describe as injured arm, leg, hand, etc, but state fully the type and position of
the disability, for example “cut on left arm, grazed right ankle, burnt back of left hand”).

If not an actual eye witness of the occurrence, state fully the source and circumstances from which knowledge
of the occurrence was obtained -

Knowing that Section 188 of the Workers Compensation and Assistance Act, 1981 provides that any person who by a
false statement or other means, aids or abets a person in a fraudulent attempt to obtain any benefit under the Act is
guilty of an offence, | certify that this is a true statement.

Dated at the 19

Signed

in the presence of

Western Australia Branch
Level 2, 15-17 Williams Street
Perth WA 6000

PO Box B78
Perth WA 6838
DX 125 Perth

Facsimile (08) 9211 4181
www.veroworkerscomp.com.au

Vero Workers Compensation
is a division of

Vero Insurance Limited

ABN 48 005 297 807


http://www.workerscomp.com.au/

