(Chapter 44 of the Laws of Belize)

SOCIAL SECURITY BOARD CLAIM IN RESPECT OF INJURY BY ACCIDENT
B.0.NO.:
H.O. NO.:
I PARTICULARS OF CLAIMANT
FULL NAME: .ottt ettt ettt et e v et e st e et e et e ebe st e esa et e e teeeeassesseeneasseemeenee s eeseensessessaessenseseeesnensanes
ADDRESSE ... SRSV,
SOCIAL SECURITY NUMBER DATE OF BIRTH =~ OCCUPATION.......coccovrvrrerererrreeeenrenreennnns
EMPLOYER'S NAME ...ttt ettt et ettt et et e ese et et e et e aaesaeeheesbeseseeastansanseaneeaneseenseseeneensesaaeneen
ADDRESS et ettt et et et s et ah e b et et eheeheen b e eae e Rt enten st e ntenteent e te b e ehtente et eheenbeaeeneennennas
DATE OF ACCIDENT Time of Accident ........c.cccceevvveeiiveieeeieie e am/pm
g T R o) ANt T (<) N TSRS
Nature of the INCAPACIEY OF INJUTY .eoonii ittt et e et e s e et e st et e e se e et te e e e emteenseeseaseeeneeamseeneeenee s
Names and AdAreSSes Of WIIESSES ....ccveiiiiiieiiieiiie it cetteeseeeicteeeteeeereeeeteeeeteeesssaeesssessrneesensesssseeessseeassesesesenssesassneessssennsees
(1) . ——
(1) +eereenrereeteeeete e e st e st e ett e te st e etee s e teeteeenes e aae et e st e te s e es e et eaeehe ek senteeteesnanseseeseaenea st enteaseenseteeae st enseeaeeseessentaeseannenseneaneen
(1) eeereteeee et et et st e et ett e teeteett et e etees e eate st ea s esees e et e s e et s enaeehe ek s ek sabeeseessenteeseenseane st et eseenseaseeseesseteeheesnesseteeseanne st annennen
DIESCTIPTION OF ACCIACIT et e ee e ee e e e et et e et e e e et e e e e et e e et et eeee s e e s e e e aaeaeeaesaasasaaeeeseeeaaraeeeeneeseaneseeneneennmennnnnnans
Signature of Claimant .......ccccueerevierierienreereerenieeieerereneeseesesseeseesesseenes DATE oot e
I FIRST MEDICAL CERTIFICATE
TO: IMIT/IMITS/IVIISS ettt et et e ettt e e e e et ettt e e e mae e st e ese e s e ene e nsaeneeemteamseemseemee seeaemseeaneansesnneeneeenneessnannnens

I have examined you today and I certify that you are incapable of work by reason of (NATURE OF

IINCAPACITY) ucovictisrarersesressensesestonesssssssnonmass stasnssnssssstonssmsssssssssassasestossesssstsnssmenssss sasestssensesssasesessssnassesssnssmsonasessesns
In my opinion you will remain 80 incapable from .........ccccoiiiiiiiiiiiii et
10: b Date of EXamination ........ccccooeverirrieneiieeiieieciecteieeee s e
Signature:-0f Medical PTACHTIONET s umemis svsmussunsisans s s v s s sy iessssssssiess v i sm ave o svvis
Please print Name and AdAIESS ......ccvveveeiiiieeiuiiineitininiessesese e se st estesbesreessesseeseesaessesseessessessesssessesssessessasssensenss
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III

10.

11.

12.

TO BE COMPLETED BY EMPLOYER
REGISTRATION NUMBER

INAME ...ttt ettt e et e et e e te e e et e et e ent e eteeete et e e st e estente et s e esa e st enteeneeeteeteentenstenseesreesaeraenns
A DD RESS: ettt be et et e e te e bt e bt et e ene e ete e ebe e beententeenbeesbensaenes
(a) Date of Accident ........ / - B, (b) Time of Accident ..........cccoeeveevvieerieennnns a.m./p.m.
() o F e e o) ANl o3 T 1<) | AP
(d) Occupation of claimant on date of accident ..............oooiiiiiiiiiiiiii e
(e) When did Claimant start working With yOU? .........cccooiiiiiiiiie e e
€3} Was employment full-time or part-time ............ccoooiiiiieiiiiiiee e eee et
ACTUAL EARNINGS 4 WEEKS BEFORE THE ACCIDENT:

4th week ....oocveveeieenne. 3rd week ...cooieiiiiiinne, 2nd week .....cocoeiiennnns Ist week .....ccoovvvivenennen.

BETWEEN WHATHOURS WAS THE CLAIMANT EXPECTED TO WORK ON THE DAY OF THE
ACCIDENT ettt ettt ettt e h et e e eat e et e ebe e eat e et e ee bt et e e ae et e e ebeeeaneennee

WAS THE CLAIMANT AUTHORIZED TO BE IN THAT PARTICULAR PLACE AT THE TIME

OF THE ACCIDENT? YES Lo, NO L e,

WHATWAS CLAIMANT DOING AT THE TIME OF THE ACCIDENT? .....cccociiiiiiiiiiiinceceeeee,

CAUSE OF ACCIDENT IF CAUSED BY MACHINERY::

(a) Type of machine causing aCCIACNE? ........ccoiiiiiiiieiieiiiie e e et eeebe e e re e eb e essaeeeennas
(b) Was machine moved by mechanical power at time of accident? YES D .............. NO l:l .........
DESCRIBE HOW THE ACCIDENT HAPPENED : ....occiiiiiiiiiiiiiie sttt et
WHAT INJURIES WERE OBSERVED AT THE TIME OF THE ACCIDENT? ....ccoooiiiiiiiiieieeieee,
(a) By whom was the accident reported? .........ccoeeiiiiiiiiieiie e
(b) To whom was the accident reported? ........ccoevvviviiiiiniiciiieiinee e e POSE i
() Time the accident was reported: ..........ccoeveeeieieiieniiecieeee e, AML/DIN. oo
(d) Date the accident was reported: ............cccce.... [oeeeeeeeieeeeeeeennn, |

GIVE DETAILS OF ANY DISCREPANCIES BETWEEN THE INFORMATION REPORTED AND
THAT REVEALED BY YOUR INVESTIGATIONS ..ottt sttt
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(b) TYPE OF trANSPOTE: c.eeeieiiieiie ettt ettt e st e et esabeesbeesabeesnseesateans
(©) Was the transport operating in the ordinary course of public transport service?

YES Lo NO b

(d) Was the claimant using the transport with your expressed or implied permission.
YES [ 1o NO Ll

(e) REMATKS: oottt

63) I CERTIFY THAT THE INFORMATION I HAVE GIVEN ABOVE IS TRUE
TO THE BEST OF MY KNOWLEDGE.

Signature of EMployer ........ccccocevvienienieniieiieieee, Date ...coooviiiiiee

FOR OFFICIAL USE ONLY
v TO BE COMPLETED BY BRANCH OFFICER: YES/NO

1. Is claimant registered?
(If not, R4 must be attached)

2. Was the work on which the claimant was engaged insurable? —  .........ccocceeviiennenne.
3. Did the accident arise out of and during the course of
employment?
4. Did the claimant's incapacity result from the accident? ...
3. Was the accident book checked?
6. Is the claimant a retired person? L
7. State any discrepancies found between the information reported and
that Tevesled in your MVeSHEaoNT cemssmmassnmsms sy s Eshs
8 If accident was not an employment accident, ZIVE T€ASONS: ......cecveruverueerreenreerreerrennennn
9. ORheT TETIALKES cossmmusnssemmmss v esmsssammmiossnmnss e o m oo s s S i
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10.  Documents attached: (1)

(2) ettt ettt
(B) .m0 s 3855805 55555 55 A 5 8 ST 5
SIGNATURE OF BRANCH OFFICER: ......cccciiiiiiiiiiiieieeeieeeeen DATE...coiiiiiieieieieeen,
V. TO BE COMPLETED BY BENEFITS SECTION: YES/NO
1. Determination of relevant circumstances:
a) Was claimant's employment insurable?
b) if claimant is over 60 years, is he/she a retired person. ...,
c) Did accident arise:
(1) out of claimant's employment? L

(11) in the course of his/her employment?

2. Decision on claim (give reasons if disallowed):

3. Entitlement to Benefit:

a) Injury Benefit period from ........c.ccocovviviiiiiiiiiinieenn. 1 U UUUPPRUPURPR

b) Injury Benefit payable from ..........cccooovevviieniieieenen. (1o R —

) Weekly tater B

d)  Reason for NON-PaymMENt: ........cccceeviiiiiiiiiiie ettt
SIGNATURE OF OFFICER .....ccooieeiiiieieieeceeeeeeeeeeenn DATE: oo
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