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	WorkCover Queensland Act 1996
	


	PLEASE READ THIS IMPORTANT INFORMATION

This information is not part of the approved form but is included to assist you in completing this form.



	This form is to be completed by:

· A worker considering seeking damages who has not previously lodged an application for compensation

· The dependents of a worker deceased as a result of an injury at work. 

This form is to be used whether the applicant is seeking a damages certificate or a conditional damages certificate. 

A conditional certificate may be sought where there is an urgent need to start a common law action, for example, where the limitation period is about to expire and the permanent impairment has not yet been assessed.

Whether the applicant is applying for a conditional or unconditional certificate, if the injury resulted in the worker’s death, please attach a certified copy of the Death Certificate.

Responses to Questions 21-24 are required for each applicant in relation to a worker’s death. If there is more than one applicant, please attach separate sheet/s.




WorkCover Queensland Act 1996

Application for Damages Certificate pursuant to sections 265 or 270 of the WorkCover Queensland Act 1996.
	PLEASE READ

This Application for Damages Certificate is an approved form under the WorkCover Queensland Act 1996.

You must complete the entire form, however, if any question is not applicable to your situation, please mark it “n/a” or “not applicable”. If there is insufficient space to answer a question, you may attach a separate sheet (please reference the question number).
PRIVACY STATEMENT – The information collected by this form, Application for Damages Certificate, and throughout the course of the claim, is collected in accordance with the WorkCover Queensland Act 1996 and the WorkCover Queensland Regulation 1997. The information is collected in order to expedite the administration of the claim and to facilitate the resolution of the claim. The information may be disclosed to medical and allied health providers and other insurers as needed to expedite the assessment, processing and resolution of the claim. If the information sought is not provided, the administration of the claim may be delayed or it may not be possible to further progress the claim. 




	Type of Application (tick one)


	 FORMCHECKBOX 
 Application for a Damages Certificate
	 FORMCHECKBOX 
 Application for a Conditional Damages Certificate


	Applicant’s details


	1. Preferred title

	

	 FORMCHECKBOX 
 Mr
	 FORMCHECKBOX 
 Mrs
	 FORMCHECKBOX 
 Miss
	 FORMCHECKBOX 
 Ms
	 FORMCHECKBOX 
 Dr

	

	 FORMCHECKBOX 
 Other
	     
	

	

	2. Surname or family name 

	

	     

	

	3. Former surname or family name (if applicable)

	

	     

	

	4. Given or first names

	

	     

	

	5. Gender
	 FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female

	
	
	

	6. Date of birth
	     /
	     /
	     

	
	
	
	

	7. Does the applicant require an interpreter?

	

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes, which language?
	     

	8. Residential address

	

	Street 
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	9. Postal address (if same as residential address, write “as above”)

	

	Street 
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	10. Email address

	

	     

	

	11. Telephone number

	

	Work
	     

	
	

	Home
	     

	
	

	Mobile
	     


	Worker’s details (if worker different from applicant)


	12. Surname or family name

	

	     

	

	13. Former surname or family name (if applicable)

	

	     

	

	14. Given or first names

	

	     

	

	15. Gender
	 FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female

	

	16. Date of birth
	     /
	     /
	    

	

	17. Residential address

	

	Street 
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	18. Postal address (if same as residential address, write “as above”)

	

	Street 
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	19. Email address

	

	     

	

	20. Telephone number

	

	Work
	     

	
	

	Home
	     

	
	

	Mobile
	     


	PLEASE READ

Questions 21-24 are to be completed only if the injury resulted in the worker’s death. A certified copy of the Death Certificate must be attached. 
The information sought in Questions 21-24 is required for each applicant in relation to a worker’s death. 

Please attach separate sheet/s if there is more than one applicant. 




	If applicant is worker’s spouse

	

	21. Date of marriage (please attach certified copy of Marriage Certificate)

	

	     /
	     /
	    
	

	

	If applicant is worker’s de facto

	

	22. Date and place on which the de facto relationship commenced (please attach proof of relationship – eg. copy of joint bank accounts, copy of title to property jointly owned)

	

	Date
	     /
	     /
	    

	

	Place 
	     

	

	If applicant is other than spouse/de facto

	

	23. Relationship to worker

	     

	

	24. Date on which the relationship commenced

	     /
	     /
	    
	


	Worker’s employment details


	25. Worker’s occupation (please be specific, eg. farmhand)

	

	     

	

	26. Full name of employer

	

	     

	

	27. Trading name of employer (if different from Question 26)

	

	     

	

	Business address

	

	Street
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	Telephone
	     

	

	28. How long has the worker been employed with the employer? (please state years and months)

	

	     

	

	29. At the time of the injury, what was the basis of the worker’s employment (ie. regular hours, part-time, full-time, casual employment, number of hours per week whether PAYG (pay-as-you-go), PPS (prescribed payments system), PAYE (pay-as-you-earn) or other, in order to determine whether “worker”)

	

	     

	

	30. At the time of the injury, was the worker:

	

	Normally working in Queensland
	 FORMCHECKBOX 
 yes
	 FORMCHECKBOX 
 no

	Temporarily working in Queensland
	 FORMCHECKBOX 
 yes
	 FORMCHECKBOX 
 no

	Working for an interstate employer
	 FORMCHECKBOX 
 yes
	 FORMCHECKBOX 
 no

	If yes, please provide details

	

	      

	

	31. At the time of the injury, was the worker also working in another capacity or for someone else in addition to the employer listed in Question 26. If so please tick whether the worker was:

	

	 FORMCHECKBOX 
 a contractor

	 FORMCHECKBOX 
 a director of a corporation

	 FORMCHECKBOX 
 a member of a partnership

	 FORMCHECKBOX 
 a trustee

	 FORMCHECKBOX 
 a volunteer

	 FORMCHECKBOX 
 a self-employed individual

	 FORMCHECKBOX 
 employed or self-employed in any job other than the one in which the worker was injured

	

	Please provide details

	

	     

	

	32. If Question 31 has been completed, please state the name and address of the employer/organisation:

	

	Name 
	     

	

	Street 
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	33. Did the worker receive a benefit from DSS/Centrelink or other benefit?

	

	 FORMCHECKBOX 
 Yes 
	 FORMCHECKBOX 
 No

	

	If yes, please provide details

	

	     


	Details of injury


	34. What was the nature of the injury? (State all injuries in order of severity, eg. fracture, strain, cut)

	

	     

	

	35. What part of the body was injured? (eg. right index finger, lower back)

	

	     

	

	36. Where did the injury happen? (Please be specific, eg. workshop on Smith Street)

	

	Place 
	     

	

	Street 
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	37. When did the injury occur?

	

	Date
	     /
	     /
	    

	

	Time
	     
	 FORMCHECKBOX 
 am
	 FORMCHECKBOX 
 pm

	

	38. Did the injury happen:

	

	 FORMCHECKBOX 
 before work

	 FORMCHECKBOX 
 after work

	 FORMCHECKBOX 
 during the course of ordinary work hours

	 FORMCHECKBOX 
 over a period of time

	 FORMCHECKBOX 
 recess

	 FORMCHECKBOX 
 unknown

	

	39. If the injury resulted over a period of time, the date on which a doctor was first consulted

	

	     /
	     /
	    
	

	

	40. What was the worker doing at the time the injury occurred? (attach separate pages if insufficient space)

	

	     

	

	41. Was the injury reported to the employer or the employer’s representative?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	Name 
	     

	

	Position 
	     

	

	Telephone number 
	     

	

	42. When was the injury reported?

	

	Day 
	     

	

	Date
	     /
	     /
	    

	

	Time
	     
	 FORMCHECKBOX 
 am
	 FORMCHECKBOX 
 pm

	

	43. Did the worker stop worker because of this injury?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes, 

	

	Date
	     /
	     /
	    

	

	Time
	     
	 FORMCHECKBOX 
 am
	 FORMCHECKBOX 
 pm

	

	44. When and where did the worker receive first aid/medical treatment following the injury?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	Date
	     /
	     /
	    

	

	Doctor’s/medical provider’s name

	

	     

	

	Street 
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	45. Did the worker receive medical treatment in a hospital?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes, provide details below

	

	 FORMCHECKBOX 
 public
	     

	 FORMCHECKBOX 
 private
	     

	 FORMCHECKBOX 
 in-patient
	     

	 FORMCHECKBOX 
 out-patient
	     

	 FORMCHECKBOX 
 other (eg. emergency facility)
	     

	
	

	

	46. If a journey claim (If the journey occurred on the way to or from work, please state the starting time, if on way to work, or finishing time, if on way home from work, for work that day.)

	

	 FORMCHECKBOX 
 Start
	 FORMCHECKBOX 
 Finish

	

	Time
	     
	 FORMCHECKBOX 
 am
	 FORMCHECKBOX 
 pm

	

	47. Was a motor vehicle/s involved?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	48. Registration numbers and names and addresses of owners of vehicles (attach separate pages if insufficient space)

	

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	

	49. Did the police attend the accident?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes, please provide details of the officer and branch

	     


	50. Did the ambulance attend the accident?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes, please supply details of the officer and branch

	

	     

	

	51. Was the worker a Queensland Ambulance Service (QAS) subscriber?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	52. Names, addresses, telephone details of witnesses (attach separate page if insufficient space)

	

	     

	

	53. At the time of the injury, did the worker have, or had the worker previously sustained any similar injury or condition?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes, please provide details

	

	     

	

	54. Has the worker previously claimed workers’ compensation in Queensland for the current or any similar injury or condition?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes, please provide details

	

	     

	

	55. Has the worker previously claimed workers’ compensation outside Queensland?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If yes, please provide details

	

	     





	Statement

	

	In completing this Application for Damages Certificate, I acknowledge that I have read the “Important Information” section. 

I acknowledge that it is an offence against the WorkCover Queensland Act 1996 to make a statement that is false or misleading. 

I hereby authorise any doctor, health authority, allied health provider, rehabilitation provider or insurer to disclose to the workers’ compensation insurer any information regarding the medical history relevant to this application.

The information contained in this Application for Damages Certificate is true and not misleading.

	

	Applicant’s signature

	

	

	Date
	     /
	     /
	    

	

	Solicitor’s reference number (if applicable)

	

	     

	

	If another person signed on behalf of the applicant, details of the person who signed the form (see below)

	

	Agent’s signature

	

	

	Date
	     /
	     /
	    

	

	Agent’s full name

	

	     

	

	Address

	

	Street 
	     

	

	Suburb/town 
	     
	Postcode 
	    

	

	Reason applicant unable to sign

	     

	


Version 1

This form is approved on 10th September 2001 pursuant to section 532 WorkCover Queensland Act 1996 and pursuant to a delegation made under section 402 by the Chief Executive Officer of WorkCover Queensland to the General Manager, Q-COMP.
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