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IN EXERCISE of the powers conferred on the Minister of Labour and Home
Affairs by section 53 of the Worker’s Compensation Act, the following
Regulations are hereby made —

1. These Regulations may be cited as the Worker’s Compensation (Forms)
Regulations, 2001.

2. The notice of intention to leave the neighbourhood required by section
of 17(5) of the Actto be given by a worker to the employer shall be in the form
set out in the First Schedule.

3. The list of earnings required by section 18(6) of the Act to be furnished
by the employer upon the request of the worker or any duly authorized person
acting on his behalf under the Act shall be in the form set out in the Second
Schedule.

4. The results of a medical examination by a medical practitioner under
section 10(1) shall be reported in the form set out in the Third Schedule.

5. (1) Where a worker dies leaving a dependant, or dependants, wholly or
partially dependent upon his earnings, in circumstances in which compensation
is payable, the amount of compensation to be paid to such dependant, or
allocated between such dependants, in terms, of section 13 of the Act, shall
be 48 months’ earnings, less the reasonable expenses for the burial of the
deceased worker payable in terms of sub-regulation (3 ).

(2) Where, in terms of sub-regulation (1), there is more than one dependant
entitled to receive compensation, the Commissioner shall determine the degree
of dependency of each dependant, and shall allocate the compensation between
such dependants, pro rata the degree of dependency of each dependant.

(3) The reasonable expenses for the burial of the deceased worker shall be
payable from the 48 months’ earnings prescribed by sub-regulation (1).

(4) The computation of compensation payable in terms of this regulation
shall be in the form set out in the Fourth Schedule.

6. (1) Where permanent total incapacity results from injury to a worker in
circumstances in which compensation is payable the amount of compensation
payable, under section 15 of the Act, shall be 60 months’ compensation.

(2) Where permanent partial incapacity results from injury to a worker in
circumstances in which compensation is payable the amount of compensation
payable, under section 16 of the Act, shall be 60 months’ compensation multi-
plied by the percentage of the worker’s incapacity.

(3) Where temporary incapacity, whether total or partial, results from injury
to a worker in circumstances in which compensation is payable the amount of
the periodical payments, referred to in section 17(1) of the Act, shall be, or
shall be at a rate proportionate to, a monthly payment of two-thirds of the
difference between the monthly earmings which the worker was earning at the
time of the accident and the monthly earnings which he is earning (or is capable
of earning in some suitable employment or business) after the accident.

(4) The computation of compensation payable in terms of this regulation
shall be in the form set out in the Fifth Schedule.

7. An application under section 20(2) of the Act to vary an order made
thereunder as to the distribution of compensation shall be in the form set out in
the Sixth Schedule.



8. The acknowledgement to be provided by the Commissioner in respect of
any money deposited with him or other security furnished under section 31(3)
of the Act shall be in the form set out in the Seventh Schedule.

9. The certificate of insurance required by section 32 of the Act to be issued
and delivered by the insurer to the employer shall be in the form set out in the
Eighth Schedule.

10. Where a policy issued pursuant to this Act is cancelled in any of the
circumstances described by section 34(1) of the Act, the insurer shall notify
the Commissioner of the cancellation, within 14 days beginning with the day
when such cancellation became effective, in the form set out in the Ninth Schedule.

11. Where the notice of injury required to be given by section 8 of the Act —

(a) is given in writing, it shall be in the form set out in the Tenth Schedule;

or

(b) is given orally, it shall provide the same information as if it had been in

writing.

12. The report of an injury and disease required by section 9(1) of the Act to
be made by the employer shall be in the form set out in the Eleventh Schedule.

13. When a worker is required by section 10(1) of the Act to submit himself
for examination by a medical practitioner, the time and place at which the
worker is required to attend upon the medical practitioner in pursuance of
section 10(2) of the Act shall be notified to him in the form set out in the
Twelfth Schedule.

14. An agreement made under section 38(1) of the Act by the employer and
worker as to the compensation to be paid by the employer shall be in the form
set out in the Thirteenth Schedule.

15. An application made under section 38(4) of the Act for the cancellation
of an agreement made under section 38(1) of the Act, by the employer and
worker as to the compensation to be paid by the employer, shall be in the form
set out in the Fourteenth Schedule.

16. A requirement addressed to the Commissioner under section 49 of the
Act, that any compensation payable to a worker shall be paid by instalments,
shall be in the form set out in the Fifteenth Schedule.

17. (1) The insurer or, where he has had recourse to section 31(3) of the
Act, the employer shall make a return to the Commissioner — :

(a) in respect of the period beginning at the commencement of the Act
and ending on 31st December, immediately following that commence
ment; and

(b) thereafter, in respect of every period of 12 months ending 31st December,
within 30 days immediately after the end of each such period.

(2) Every return made under this regulation shall be in the appropriate form

set out in the Sixteenth Schedule.

18. The certificate granted by a medical practitioner under section 21 of the
Act in respect of incapacity or death caused by a scheduled disease shall be in
the appropriate form set out in the Seventeenth Schedule.

19. The employer shall, in addition to any compensation payable under
regulations 5 and 6, defray such reasonable expenses incurred by a worker as
required under section —

(a) 28(1)(a) of the Act, in respect of medical, surgical, dental and hospital

treatment, skilled nursing services and the supply of medicines, to an
amount not less than P75,000;
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(b) 28(1)b) of the Act, in respect of the supply, fitting, maintenance, repair
and normal renewal of any artificial appliance, limb, apparatus or mechanical
aid, to an amount not less than P10,000; and

(¢) 28(1)(c) of the Act, in respect of reasonable transport charges incurred
in transporting the worker to and from a place where facilities for
examination and treatment or assessment are available, if such trans-
port is certified to be necessary by the medical practitioner in charge
of the case, to an amount not less than P1,500.

Revocation of 20. The Workmen’s Compensation (Forms) Regulations are hereby revoked.
Cap. 47:03

Sub. Leg FIRST SCHEDULE
(Regulation 2)
BL FORM 43/01
WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(section 17(5))
NOTICE OF WORKER’S INTENTION TO LEAVE NEIGHBOURHOOD
OF EMPLOYMENT
Notice to employer
Full NAmMe Of €INPIOYET: .......coueiereeeectinenerenietceerreseesessineestessetesesessessessessessessesssssssessensessessessess
Full address of employer:

Description of injury giving rise to periodical payments of compensation and circumstances
in which injury suffered:

Interval of periodical payments: weekly/ fortnightly/ monthly
(Delete as applicable)
Having the intention of leaving the neighbourhood of my employment at the
time of suffering the injury in respect of which compensation is currently
being paid for the purpose of residing elsewhere, I hereby apply —

for redemption of the periodical payments referred to above by

payment to me of a lump sum/

for continuance of the periodical payments referred to above.
(Delete as applicable)

Date: .....oovvieerieicinieeieeeee Signature of Worker:...........cccovvivievievieiiecinrvnienienee



Employer’s endorsement of application
I approve the above application and—
in redemption of the periodical payments referred to above offer
the applicant a lump SUIM Of P......ccooiiiiiiiiiniiiiiieinieiinenst et et sesie e sbe e evaesbe saessvens

offer to continue the periodical payments referred to above at the applicant’s new place of
residence.
(Delete as applicable)

Date: ...covveveeeeeereenie e e SIgNAture:.......ccocvveieieciiciie e e
(of employer or person acting on employer’s behalf)

Worker’s acceptance of employer’s offer
I hereby accept —

redemption of the periodical payments referred to above/
the offer to continue the periodical payments referred to above at my new place of
residence and undertake to make such place of residence known to my employer
forthwith.
(Delete as applicable)
Date: ..o Signature Of WOIKET: . ........ccocvevevveeerreeererineereereeenes
Reference to Commissioner
Being unable to agree as to the redemption of the periodical payments referred to above or
their continuation in the changed circumstances, I hereby apply for a decision on the matter.
Date: ..ccooevieeee e SIGNALUTE:.......covvirierierririee e v evssree
(of employer or person acting on employer’s behalf/worker)
(Delete as applicable)
Decision of commissioner
IN EXERCISE of the powers conferred on me by section 17(5) of the Act, I hereby order —
the payment of a lump sum of Pula...................cc.oo *
in redemption of the periodical payments referred to above/
*to be stated in words
continuation of the periodical payments referred to above at the worker’s new place’s of

residence.
(Delete as applicable)

Date: oooovveevirieeeereecreee e Signature of CommiSSiONEr:............ccoeerevvrrerernerrne.



SECOND SCHEDULE
(Regulation 3)
BL FORM 43/02

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 18(6))

WAGES OF WORKER
(The expression “wage” or “wages” has the same meaning as in the Employment Act (Cap. 47:01)).
BASIC PAY (whether weekly, fortmightly or monthly).........c.cccevvviennns P .
Details of Basic Pay over 12 months immediately preceding accident:

BASIC PAY VOUCHER NUMBER

...........................................
...........................................
...........................................
.........................................

.........................................

All other remuneration including over time and other special remuneration (whether by way
of bonus or otherwise) if provided on aregular basis: P.........ccccccvviieveenninienonienieneceneeienas

Average monthly wage(s) (whether paid weekly, fortnightly or monthly) P............cc..ccververvennne
Date: .cooovreeeiens

Signature of employer or person acting on employer’s behalf.

..............................................

......................................................................................................................................



THIRD SCHEDULE
(regulation 4)

WORKER'’S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 10)

REPORT OF RESULTS OF MEDICAL EXAMINATION
(To be completed in quadruplicate)
1. NAIMNE Of WOTKEL.........ccerrrereneereniereninieiereressesesessesesesessenessesesassasessssesessssesestasessasessnsassserssssassosss

2. Nature of injury or disease

.............................................................................................................................................
.............................................................................................................................................

.............................................................................................................................................

.............................................................................................................................................
.............................................................................................................................................
............................................................................................................................................
.............................................................................................................................................
.............................................................................................................................................
.............................................................................................................................................
.............................................................................................................................................

.............................................................................................................................................

4. Percentage of incapacity (see overleaf for % disabilities)

Type %

@ Death e
(b) Permanenttotal* e
(¢) Permanently partial 0 e
(d) Temporary (and probable durations...............cceeveevenvecinreienrenenns

5. If temporary, is worker capable of undertaking light duties?
Yes/No/Not applicable (delete as necessary)

6. Will a final examination be necessary before claimant resumes duty?
Yes/No/Not applicable (delete as necessary)

In your opinion, will the claimant be able to resume work on which he was employed at the
time of the accident? Yes/No/Not applicable (delete as necessary)

Date: ..o SIgNAture: ........ccvvivrieeerrcenreneneseerenveaenaes

Designation: ..........cevvivniiiinininnncsiseenenes



May not be less than 100%. See interpretation section in the Act.

To Worker/Representative/Dependant:

Schedule of Percentage Incapacities

Injury % of incapacity

Loss of two limbs )

Loss of both hands or of all fingers and thumbs )

Loss of both feet )

Total loss of sight ) e 100

Total paralysis )

Injuries resulting in being permanendy bedridden )

Any other injury causing permanent total disablement )

Loss of arm at shoulder e 70

Loss of arm between elbow and shoulder 60

Lossof armatelbow 55

Loss of arm between wristandelbow e 50

Lossof handatwrist e 50

Loss of four fingers and thumbononehand = L 50

Loss of four fingers 35

Loss of thumb on both phalanges  .................. 35
- one phalange ... 10

Loss of index Finger - three phalanges  ................. 10
- two phalanges ... 8
- one phalange ... 4

Loss of middle finger - three phalanges  .................. 6
- twophalanges ... 4
- one phalange @ ............... 2

Loss of ring finger - three phalanges  ................. 5
- two phalanges ............... 4
- one phalange ... 2

Loss of little finger - three phalanges  ................ 4
- two phalanges ... 3
-one phalange ... 2

Loss of metacarpals - firstor second ...l 3

(additional)

- third, fourth or
fifth (additional)  .............. 2

Loss of leg -ator above knee ... 70
-below knee ...l 60

Lossoffoot 40

Loss of toes -allofone foot ... 15
- great, both phalanges .................. 5

- great, on¢ phalange .................. 2



- other than great, if
more than one toe

lost-each .. 1
Loss of sightofoneeye L 30
Loss of hearinginoneear 10
Total lossof hearing 50

Scars from injuries or burns which result in disfigurement shall be treated as resulting in from
0 to 50% permanent incapacity according to their size and location.

Total permanent loss of the use of a member shall be treated as loss of such member.

The loss of a sexual organ or other internal organ shall be treated as resulting in from 0 to 75%
permanent incapacity depending on the location and effects of such loss.

The percentage of incapacity for ankylosis of any joint shall be reckoned as from 25 to 100%
of the incapacity for loss of the part of that joint, according to whether the joint is ankylosed
in a favourable or unfavourable position.

Where there is a loss of two or more parts of the hand, the percentage of incapacity shall not
be more than for the loss of the whole hand.

Injuries which result in permanent incapacity but which are not included in this Schedule
shall be assessed in relation to the percentages of incapacity specified in this Schedule,
wherever possible.

FOURTH SCHEDULE
(regulation 5)
BL Form 43/04A

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(Sections 13 and 14)

COMPENSATION IN FATAL CASES
(To be completed in triplicate)

INAME Of AECEASEA WOLKET.......ccoviiiiiiiiniiiiisienieienrebesresnesrestessaeseasrasssassnsssassasssesaastonsassasssesses
INAME OF EIIPIOYLT......ccviitiiiiiicitiie ettt sre e e e be s esee s e sabe srsesaorsassessbessasse ssessasnsasbensan
AQAress Of EIMPIOYEL.........cocveiciiiiiiiiieenresesresiesresresressestessasseessessasstesssrsessessaessessassasssersaeseas

.................................................................................................................................................
..................................................................................................................................................

..................................................................................................................................................

Date Of ACCIACTIL.........oviveiiieiieeiiriee ittt ertee s estebaesssbees estateesesssres sessnenssesaneasssassesosntes
DAt OF QAN ...ttt ettt es e e sara e s seaeaesbe s rressesssnsneassassrsesesssssssssnsns



The compensation payable in the case of death shall be —

)
2
(3
@
&)

©

)

Monthly earnings:

P

48 months

Compensation payable: (1) X (2) = P..c..covecveeeeviveevennnnne

Reasonable expenses for burial of deceased worker: P...................

Degree of dependence of each dependant (wholly dependent = 1; partially
dependent= 0,1 to 0,9). ,

Aggregate of degrees of dependence (for example, if there are two dependants —
one wholly dependant and the other partially dependant (determined, for example, by
the Commissioner to be 0,6 dependant) - then the aggregate of the degrees of depedence
is 1,6).

Amount of compensation payable to each dependant: (5)/(6) x ((3) - 4)) =

NAME OF DEPENDANT AMOUNT

......................................................................................................................
......................................................................................................................
......................................................................................................................

For/Commissioner of Compensation

cc. TO: Deceased worker’s dependant

FUILNAINE: ........ooooiiiiiiiie ettt cirecesanerssneesesresessesesssasessssarsraserseessstasessssassasasasn s
AQAIESS:......cceeiveeceeeiitenie e site e st tesraessteesseesseatastaesssestaesstesnssanssessresessarsssesrssessteessrssassaes

FIFTH SCHEDULE

(Regulation 6)
BI. Form 43/04B
WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(Sections 15, 16 and 17)
COMPENSATION IN CASES OF INCAPACITY
(To be completed in triplicate)

INAINE OF WOTLKET...........coveiereeiiinreicreeiriesreeeressseessaeesesesesssreessesssesssesseessssesssessresssesssesssesesssessassees
AJAress Of WOTKET..........coouieiieieeieenie e cee e ssversevestressraessaessaee s s s e s ssss st eessssssanans eeeerneier e



................................................................................................................................................

....................................................................................................................................................

DAt Of ACCIACNL ... coitieiiiiirrieieerreree ettt rteette e st eeteseestesstesse et sesesasessbessessesessessssaeseanes
The compensation payable shall be —

A. In the case of permanent total incapacity —

(1) Monthly earnings: P .........cc.coooviciiininnnns
(2) 60 months
(3) Compensation Payable: (1) x (2) =
P
B. In the case of permanent partial incapacity —
(1) Monthly earnings: P............ccceevvervueennen.
(2) 60 months
(3) Percentage of incapacity:
(4) Compensation payable: (1) X (2) x 3) =P....cevvviviivnne
C. Inthe case of temporary incapacity (total or partial):
(1) Monthly earnings at time of incapacitation: P ...........ccceceovernnees
(2) Monthly earnings (or capable of earning) while incapacitated:
Pt seeeinees
(3) Monthly Compensation: (1) - (2)) X 2/3 = P.cevcvevrcvveverccenenne
Date:.......oovvimiiieiiniininniien Signed:.. ..o

cc. TO: Worker:

......................................................................................................................................

......................................................................................................................................

SIXTH SCHEDULE
(Regulation 7)

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(section 20(1) and (2))
VARIATION OF DISTRIBUTION OF COMPENSATION
Application to Commissioner to vary apportionment order
Full name of deceased worker:

.................................................................................................................................................

Date of Commissioner’s original order apportioning COmMpenSation: ............ccoeeveereerereerreennnene



Full name Of aPPLICANL: .........cccciiireerniririeneerireesreesiirerrmisrssessessrsessssassaesssasssnssssesssssssssesseasssanes
Full address of applicant:

...................................................................................................................................................

....................................................................................................................................................

Signature of applicant;
Decision of Commissioner

IN EXERCISE of the powers conferred on me by section 20(1) and (2) of the Act, I hereby-—
*decline to make any further order/
*vary the original order referred to above as follows —

*(Delete as applicable)

Date: ...ocvecveerceeenrenreccnrera e Signature of CommisSioner: ..........ccccecvevvererennennn.

SEVENTH SCHEDULE
(regulation 8)
BL FORM 43/06

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(section 31(3))

ACKNOWLEDGEMENT IN RESPECT OF MONEY DEPOSITED OR OTHER
SECURITY FURNISHED IN LIEU OF INSURANCE

Full name 0f eMPIOYET: ...cc.ocviiiiiiiieeciee ettt st v vt et r st ens



Telephone MUINDEL: .......ccooviiiniiniiciiiici ittt bbb s s b st srssraersas s baaesbe s

AIMOUNTAEPOSIED: .....ovoveererrerireniirieienciiere it erersree e oo sresestsseses s sassesaesssaessbosasbassebonsssosencs
(to be stated in words)
or
Security furnished:
(full description to be given)
Date: ...ocoovvvinireniiirieenecereenens SIZNAMIE: ...ovvevviiieeeeecniereeie ettt se et seeees

Commissioner for Worker's Compensation.

Number of receipt issued by Accountant-General in respect of the sum of money/deposit
referred to above:

Date: ...ococvriiiiniiiineeiee e SIZNALUTE: ...occoivviiniiiiiieee st esresere s
Accountant General.



This is to certify that —

EIGHTH SCHEDULE
(regulation 9)

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 32)

CERTIFICATE OF INSURANCE

BL FORM 43/07

....................................................................................................................................................

..................................................................................................................................................

(full address of employer)

is fully insured with this company against liability under the Worker’s Compensation Act.

Date:....ccooiiniineeciieeeneeie SIgNALUTE:......c.oeovrereceeeeneeeererereenreeseessennenne
Company seal:
Status of Signatory:........c.eveevvereeniverernsnens
(manager, actuary, etc.)
CIC.) ueiciiiiiiirenierrecreraens
NINETH SCHEDULE
(regulation 10)
BL FORM 43/08
WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 34(1))
NOTIFICATION OF CANCELLATION OR SURRENDER OF POLICY
Name of company Date of issue Cancellation or Date effective
or other person to surrender
whom certificate of
insurance is issued
Date:......cooverirvreereneenesrreeeeennene SIgnAture:.......ccocovivvieneiiienieenreneneesieenivenes
Company seal:

Status of signatory..........

(manager, actuary, etc.)

PTPTITT T L Y L ITT P RTYR O LTI



TENTH SCHEDULE
(regulation 11)
BL FORM 43/09
WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 8)

NOTICE OF INJURY

(For use in a claim for compensation by or on behalf of a worker or the dependants of a

deceased worker)

0. e eeteetreereent e trtrseeree e esseresseesese et e s e s e esr e e e shesE st se saaebe e eR e e se e sa e ae st ebeean et ertseernerasans
(full name of employer)

of:

.................................... i addre.s:s ofe s

NOTICE IS HEREBY GIVEN that —

..................................................................................................................................................
...................................................................................................................................................

...................................................................................................................................................

(place of accident)

incurred injury resulting in incapacity/death and
(delete as applicable)

that the cause of the injury was —

...............................................................................................................................................
..............................................................................................................................................
.................................................................................................................................................

..................................................................................................................................................

(set out in plain terms the cause of the injury)

AND NOTICE IS HEREBY FURTHER GIVEN that in consequence therefore compensation.
is claimed from you under the Act.

DATED this .....ccecveerereecrcenennen AY Of ...ttt et et e eeeneas ,19........



Name of person giving notice: rereeeeue et ea e eetsen e eu s et et e aee st e e ea et et seabeteseneetatestetarene
Signature of Person GiVING NOUCE: .........cocevveevevieririenieirenieeenenisieeresessesresassessseseesesssassessassens
Address Of Person GiviNg NOLUCE:  .....ccccoviivieviniinieieineinieesrentesiesseessesssessseressesssesssesssessaansees

ELEVEN SCHEDULE
(regulation 12)
BL FORM 43/10
WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 9(1))

INJURY AND DISEASE REPORT

TO: The Commissioner for Worker’s Compensation, or District Labour Officer in whose
area the accident occurred.

Name of worker:

...................................................................................................................................................

...................................................................................................................................................

...............................................................................................................................................

OCCUPALON. .....vovevvevirrereieviererreenserensessosesrestssssestssesasssssesessasssssssssassosestessasassesessessstessasessenseseans
Date of accident/diagnosis of disease:

Place Of ACCIAENL: .......ccevverirerirereriiientt ettt eeee e e st srestesr et essessesaessnsssssessassessasareseesessne
Nature of injuries/disease:

..............................................................................................................................................
..................................................................................................................................................

...................................................................................................................................................

Resulting in: Death (YS/INO) ........coveveereneniintnnteiineiiieininesessestesssesseaessessessesesssssasssassenseas
Permanent INCapacity (YeS/INO) ......coveveeveieveieieieciicienreerererresaessesesesvssssnns
Temporary INCAPACILY (YES/INO) ........civcvvviriveceeeerenrierieieiiee e e svreresvre e ereenas

Has next of kin been informed? (In case of death only.) (Yes/NO)............cceveeveeciiecioennnennnn

Name of employer or person acting on behalf of employer:

Full address of employer/person acting for employer:

Telephone NUMDBET: ......c.ccccoiviniiiieiicreen e ere e s essbese e s e snsssnsesnas rerers et nees
FaX IUIDET. ....ccoviiiiiiiiieii it ivete e s etesrese st esesbe e s o sss e tesas e bassebaesebsassssassessseabensasesseseansins

Date:.....cocveivmeerrenecrennienennenees SIZNAUTE: ......oiiiiiiieirireecreenrerre e ese s srereeveasbaiaeenas
(of employer or person acting on behalf of employer)



TWELFTH SCHEDULE
(regulation 13)
BL FORM 43/11
WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(section 10(1) and (2))

NOTIFICATION OF TIME AND PLACE OF ATTENDANCE UPON MEDICAL

PRACTITIONER
ettt ettt st s ae et et et L St e et b e b e e R et eebe e e e bt s b e et be et s
(full name of worker)

of—
(fulladdressofworker) .....................................................
With reference to your notice dated the.................. day of ..o, ,19.....

that you have incurred injury, you are hereby required to present yourself for medical
examination by —

(name of medical practitioner)

who is a medical practitioner nominated by me for the purposes of the Worker’s Compensation
Actat —

O et et e et ee e et ea st ee et e oraen e e st et ee et betaert s et aeaneeaaten b oete sat e et et et anen b st e sr e seeentesaeesatesa b srenaee
(date on which medical examination is to be conducted)

| O PP PP PO PPN
(time at which medical examination is to be conducted)

DATED thiS .oooveevvveeveeeee e, Ay Of ..o , 190,

(of employer or person acting on employer’s behalf)



THIRTEENTH SCHEDULE
(regulation 14)
BL FORM 43/12A

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(section 38(1))

AGREEMENT AS TO COMPENSATION TO BE PAID BY EMPLOYER

(This form must be completed in triplicate, one copy to be kept by the employer, one copy to
be kept by the worker and one copy to be kept by the Commissioner.)

1. (a) Full name of €MPIOYET: ........ccooouiriiiiiiaiieieiertcete et et iete st e st et e s sr e sses e et ansbebbes st s ssennas

............................................................................................................................................

............................................................................................................................................

(set out full details of the nature of the work and duties for which the worker was employed
at the date of incapacitation)
(d) Worker’s age:



(¢) Circumstances and nature of injury or disease:

~ N

............................................................................................................................................
...........................................................................................................................................
...........................................................................................................................................
............................................................................................................................................
...........................................................................................................................................

............................................................................................................................................

(set out full details of the injury or disease and state whether incapacity is total or partial,
permanent or temporary, and, if partial, the percentage thereof and, if temporary, the
duration thereof)

Details of contract of employment:

..........................................................................................................................................
...........................................................................................................................................
e et ese et et en et e et et ete sttt eea el tenanatet it iet el et eeeeteetetete ettt etttereeteeterteettetIteereterettesestettocetdereretacttectetirany

...........................................................................................................................................

(include the monthly earnings and the value of food, fuel or quarters, if provided)

. Date Of AGIEEMENL: ........cccvivniiniiiiiniiiiini st s s s st be s
. Amount of compensation agreed Upon: P ...t
. Persons to whom compensation is payable:

.........................................................................................................................................

...........................................................................................................................................

............................................................................................................................................

. Amount payable in lamp SUIM: P ...ttt e neeesaes

Amount and duration of periodical payments: P ...
(delete as applicable)

. Any other relevant information:

..........................................................................................................................................
...........................................................................................................................................

...........................................................................................................................................

Signature of WOTKET: e

Names and signature of employer or
person acting on employer’sbehalf . ..o

Where the worker is unable to read and understand writing in the language in which the
agreement is expressed the following form of certificate should be completed, dated and
signed —

I HEREBY CERTIFY that I read over and explained to the worker the terms of this
agreement and the worker appeared fully to understand and approve of the same.

Date: ..o SINATUIE: ..oooverrrerieirrecie e see et ssaessarenas
(*of Commissioner/Magistrate/ Labour Officer)
(*delete as applicable)



On application being made to him for that purpose, the Commissioner may certify the
agreement as follows —

IHEREBY CERTIFY this agreement under section 38(3) of the Worker’s Compensation Aét.

Date: ..cooovevreerneieiienreniens SIgnature: ..o e e
(Commissioner)

FOURTEENTH SCHEDULE
(regulation 15)
BL FORM 43/12B

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(section 38(4))

APPLICATION TO CANCEL AGREEMENT AS TO COMPENSATION TO BE
PAID BY EMPLOYER

(This application must be completed in triplicate by the party to the agreement seeking its
cancellation and forwarded to the Commissioner for Worker’s Compensation)

1.(a) Fullname ofapplICANE: ..........ccccooiiiiiiiiiieiriiresienieeriert e asesresesesressesrasesesraessesbassnasesasaeses

.............................................................................................................................................
.............................................................................................................................................

(delete as applicable)
5. If the agreement has been certified by the Commissioner, the date of his certification:
(If agreement has not been certified by the Commissioner a photocapy of the agreement
must be forwarded together with this application.)

6. Reasons for seeking cancellation of the agreement:

.............................................................................................................................................



Decision of Commissioner

IN EXERCISE of the powers conferred on me by section 38 (4) of the Act, I hereby —
cancel the agreement referred to above on the grounds that —

decline to cancel the agreement.
(Delete as applicable)

Date: oo Signature of COmmMISSIONEL: ......cc.covvreriveereenrerenes

FIFTEENTH SCHEDULE
(Regulation 16)
BL FORM 43/13

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(section 49)

REQUIREMENT THAT COMPENSATION BE PAID BY INSTALMENTS

(This form to be completed by the worker requiring compensation to be paid by instalments
and forwarded to the Commissioner for Worker's Compensation.)

TO: THE COMMISSIONER

L. (@) Full DAmMe Of WOTKET: .......ocomiiiiiiiei ettt eie e e eaeas

2. (@) Full name of eMPLOYET: ....ccvvviiiiiiiiiiit ettt e ebe v b sesessesabe e ens

(b) Full address of employer:

3. Date of accident out of which injury arose/diagnosis of diSease: .......c.oceeevvicvvvvereccrennnnn.

{delete as applicable)



4. I require that any compensation payable at me shall be paid by instalments —
(@) Of P each;
(b) at weekly/fortnightly/monthly intervals;
(delete as applicable)

(place at which installments to be paid)
Date:..coooeviireeiee e Signature of WOTKET: .......c.ocoovviiiieiiiii e esrcare e
FOR OFFICIAL USE

. Date on which injury/disease reported by or on behalf of employer: ........ccccocevvviiiennnen.
. Amount of compensation awarded: P ...
. Amount of lump sum paid by employer to Commissioner: P ............cccooivinniivnnninnnn.
. Date of payment of last installment: P ...
. Total amount of compensation paid to worker: P ..........ccocociiininiini

o Y I G Ry
)
S
—
14"
=l
=
=
g
=
=1
-
<
=
=
=
o
-
=
2
—
%
[¢]
=
e

Date:....ccovieiiiiiiieieen SIZRALUIE: ..o
(Commissioner of Worker’s Compensation)

SIXTEENTH SCHEDULE
(regulation 17)
BL FORM 43/14A

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)

ANNUAL RETURN BY INSURER OR EMPLOYER (WHERE RECOURSE IS
HAD TO SECTION 31(3) OF THE ACT) IN RESPECT OF CASES IN
WHICH COMPENSATION WAS PAID FOR DEATH

T
|

| Name of insurer of employer | Number of cases in which { Total amount of

| | compensation was paid for | compensation paid for
| death during the vear I death during the year

i | e (insert year) D (insert vear)




Details of any case where death resulted during the year............... (insert year) from injury to
a worker but in which compensation was not paid —

Note: Compensation paid in respect of incapacity resulting from injury/disease from which
death subsequently resulted must be included in BL Form 43/14B

BL FORM 43/14B

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)

ANNUAL RETURN BY INSURER OR EMPLOYER (WHERE RECOURSE IS HAD TO
SECTION 31 (3) OF THE ACT) IN RESPECT OF CASES IN WHICH
COMPENSATION WAS PAID FOR INCAPACITY

Name of insurer or Number of cases in which
employer compensation was paid for
incapacity during the year
........................... (insert vear)
Types of cases in which compensation Amounts of compensation paid for incapacity
was paid for incapacity during the vear during the vear ..............ccun... (insert year)
.................................... (insert vear)
Cases continued from previous year P e
Cases in which first payment of
compensation was made during
............................. (insert year) P,
All cases PP




SEVENTEENTH SCHEDULE
(regulation 18)
BL FORM DL/WC A

WORKER'’S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 21 (1))

MEDICAL CERTIFICATE IN RESPECT OF INCAPACITY CAUSED BY
SCHEDULED DISEASE

TO: Commissioner of Worker’s Compensation:

[/We hereby certify that
IMIE/IMITS/IMIISS .ottt et ettt et s sttt e b et e te e et s eeaene e et e esas eaesbaaetneeseatssenesarbsesneas

(age at last birthduy or as estimated)

was medically examined by me/us

(date on which examination conducted)

and as aresultof the examination and on the basis of my/ouracquaintance with his/her medical
history I am/we are of the opinion that —

(a) he/she is suffering from a scheduled disease, namely,

(b) he/she is incapacitated as a result of the disease;

(¢) the disecase was due to the nature of his/her employment, namely.

(e} his/herincapacity tO WOTK IS.........ccoocoiiiriii ittt %



Remarks:

BLFORMDL/WCB

WORKER'S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 21 (1))

MEDICAL CERTIFICATE FOLLOWING POST MORTEM EXAMINATION IN
RESPECT OF DEATH CAUSED BY SCHEDULE DISEASE

TO: Commissioner of Worker’s Compensation:

{(age at last birthday or as estimated)

who died/l am/we are Informed died On..........ccoovieiiiiiiiiiiiir e
(date, or date supplied, of death)

was examined as to the cause of death by me/us

(date on which post mortem examination conducted)



and as a result of the examination and on the basis on my/our acquaintance with his/her medical
history I am/we are of the opinion that —
(a) he/she was, at the time of death suffering from a scheduled disease, namely,

(b) decath was caused by the disease;
(c¢) the disease was due to the nature of his/her employment, namely,

BLFORM D L/WCC

WORKER’S COMPENSATION ACT
(Act No. 23 of 1998)
(Section 21 (1))

MEDICAL CERTIFICATE IN RESPECT OF DEATH CAUSED BY
SCHEDULED DISEASE WHERE THERE HAS BEEN
NO POST MORTEM EXAMINATION

TO: Commissioner of Worker's Compensation:

I/We hereby certify on the basis of our acquaintance with the medical history of Mr Mrs/
VLSS ettt et e ettt et snae e e eb e en e eneanneeaneea
(full name of deceased workman)



(age at last birthday or as estimated)

who died/T am/we are informed diedOn. ............c.oiviiii e sre e caee
(date, or date supplied of death)

I am/we are of the opinion that —
{a) he/she was, at the time of death, suffering from a schedule disease, namely.

(b) death was caused by the disease;
(¢) the disease was due to the nature of his/her employment, namely,

MADE this 6th day September, 2001.

D.K. KWELAGOBE,
Minister of Labour and Home Affairs.

L2/7/248



