Health Matters Medical Centre 

WORKCOVER ACCIDENT SUMMARY

(This form must be completed before you see the doctor)

PLESE COMPLETE ALL QUESTIONS ON BOTH SIDES OF THIS FORM IN FULL DETAIL

Date

Name

Occupation

Length of employment

Name of employer

Employer address

Name of insurance Co

Date of accident
Time of accident

Nature of injury

Were there any witnesses?

Were you performing normal duties at the time of the accident?


If no, had you been given any prior training?

Were you taken to hospital?


If yes, which hospital and by whom?


If no, did you receive any medical treatment at the scene?

Please give a detailed description of the tasks you were performing and how the accident happened
PLEASE TURN OVER
Please write down all of your complaints that you wish to discuss with your doctor
As a result of the accident please tell us how it impairs your normal activities

Have you ever had any other work cover or motor vehicle accident claims? Please give details?

If my claim for all Consultations/Examinations are rejected by either Work cover, Claims Agent or Employer. I am aware that I am responsible for the accounts in full.

Printed name
Signature


