
      DONEWELL INSURANCE COMPANY LIMITED  

WORKMEN’S COMPENSATION CLAIM FORM 
 

                       (The com pany does not  adm it  liab ilit y by t he issue of  t h is f orm ) 

 
                                      
DATE FORM WAS COLLECTED ………………… DATE FORM WAS RETURNED …………………………… 
 
 
I/We g ive you hereund er  p ar t icu lars o f  an  accid en t  t o  one o f  our  w orkm en and  shall b e glad  
t o  f urn ish  any f ur t her  in f o rm at ion  you m ay req uire. 
 
Po licy No……………………..….Trad e o r  Business…………………………………...………………. 
 
Dat e …………………………………………………Ad d ress …………………………………….……………… 
 
Em p loyer ’s Signat ure …………………………………...…………………. 
 
 
DETAILS OF INJURED WORKMAN 
 
1.  (a)    Fu ll Nam e      (a)    
…………………………………………………………………… 
 
     (b )   Ad d ress       (b )   
…………………………………………………………………… 
 
     (c)  Occup at ion .…….…………………Age ……………. 
 
    (d )    St at e if  m ar r ied  and  num b er  o f  Ch ild ren                  (d )    
…………………………………………………………………… 
 
    (e)    Am ount  o f  w eekly earn ings                   (e)   
……………………………………………………………………. 
 
    (f )     He is in  d irect  em p loy o f                     (f )    
…………………………………………………………………… 
 
    (g)    How  long has he w orked  f o r  you?                   (g)   
…………………………………………………………………… 
 
 
2.  The accid en t  hap p ened  at ………..a.m . /p . m .  on  t he………d ay o f ……….. 20… at ………..……. 
 
 
3.   The in jured  w orkm an  ceased  w ork on  t he…………….d ay o f …………………….. 20…….. 
     
 
4.    The accid en t  hap p ened  t hus: - [N.B.    Please g ive f u llest  p ossib le d escr ip t ion , st at ing 
p ar t icu lar ly if  caused  b y m ach inery, o r  b y t he f au lt  o f  any p erson . In  t he lat t er  case g ive 
nam e o f  p erson , and  st at e b y w hom  em p loyed . (At t ach  ext ra sheet  if  necessary) 
 
 
 
 

5. The w orkm an sust ained  t he f o llow ing in jury o r  has con t ract ed  t he f o llow ing 
d isease: 
 

 
 
 
6.    The w orkm an and  ad d ress o f  w it nesses are:- [1] ………………..…………………………… 
 

[2]    ………………………………………….. 
 

IMPORTANT.     
  
IN THE EVENT OF THE ACCIDENT RESULTING IN DEATH, IMMEDIATE NOTICE MUST BE GIVEN TO THE COMPANY BY FAX, LETTER 
OR TELEPHONE.        
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