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1.

individual weekly injury or sickness report form

Wesfarmers General Insurance Limited, ABN 24 000 036 279  
99 King Street, Melbourne,  VIC 3000   

Tel: 03 8627 4333 Fax: 03 8627 4298

Insured person’s full name					                			         Tax file number               Claim number

Residential address										                       Postcode

Phone number (w) 	 Phone number (h) 	 Mobile number

Date of birth (dd/mm/yyyy)	 Height	 Weight

ABN, if applicable	    Entitlement to an input tax credit in respect of the:

	    (i) insurance premium			   %

	    (ii) goods/service which is the subject of this claim		  %

1.  Insured Details

kgcm

What is your usual occupation?		  Gross annual income

Please list all of the duties of your usual occupation

 
Name of other employers / principals (if any)	 Gross average weekly income

Can compensation in  relation to the relevant disability be claimed:

(a)  from any other insurance company?                          No	 Yes	  	  Name

(b)  under a Worker’s Compensation Scheme?               No	 Yes

All questions MUST be answered fully. If there is insufficient space you can include any additional information in a separate document which 
you can attach to this form. Please refer to the attachment in the relevant question and note the question number in the attachment.

2. Statement by Insured Person

$

NSW	 Lumley House, Level 9, 309 Kent Street, Sydney 2000		  Phone (02) 9248 1111	 Fax (02) 9248 1122
 	 Suite 19, 50 Glebe Road, The Junction 2291			   Phone (02) 4925 7500	 Fax (02) 4940 0295
VIC	 Level 3, 99 King Street, Melbourne 3000			   Phone (03) 8627 4333	 Fax (03) 8627 4312
ACT	 Level 4, 10 Rudd Street, Canberra City 2601			   Phone (02) 6279 0333	 Fax (02) 6279 0330
TAS	 Level 1, 27 Paterson Street, Launceston 7250			   Phone (03) 6345 4700	 Fax (03) 6345 4711
SA	 465 Pulteney Street, Adelaide 5000				    Phone (08) 8228 1700	 Fax (08) 8228 1775
WA	 Level 9, 50 St George’s Terrace, Perth 6000			   Phone (08) 9220 8222	 Fax (08) 9220 8251
QLD	 Level 2, 99 Melbourne Street, South Brisbane 4101		  Phone (07) 3307 4800	 Fax (07) 3307 4899
	 Level 5, Northtown Tower, Flinders Mall, Townsville 4810		  Phone (07) 4722 6000	 Fax (07) 4724 4398
NT	 Level 2, Beagle House, 38 Mitchell Street, Darwin 0800		  Phone (08) 8946 4600	 Fax (08) 8228 1775

Lumley Insurance is a trading name of Wesfarmers General Insurance Limited
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2.

Please COMPLETE if disability is due to SICKNESS

Nature of your sickness	

On what date did first symptoms occur? (dd/mm/yyyy)

Are you still being treated for this sickness	 No	 Yes

Have you previously suffered from the same or similar sickness?	 No	 Yes	 If Yes state:

Date of each occurrence (dd/mm/yyyy)	 Period of disability resulting from sickness

Have you been advised to have any surgical operation in 
connection with the present sickness?	 No	 Yes	 If Yes state:

Nature of operation	 Date performed / proposed (dd/mm/yyyy)

Have you been wholly and continuously prevented from engaging 
in your usual occupation as the sole result of this sickness? 
(we refer to this as “TOTALLY disabled” below.	 No	 Yes	 If Yes state dates: (dd/mm/yyyy)

From	 To

If you are still TOTALLY disabled when do you expect to perform SOME part of your usual occupation or other occupation for which you are 
reasonably qualified by experience, education or training? (dd/mm/yyyy)

Please COMPLETE if disability is due to an INJURY

Date of injury (dd/mm/yyyy)	 Time of injury			 

Were you at work at the time of the injury?	 No	 Yes

Where did the injury occur (full address)				    Postcode

How did the injury happen?

What caused it?

Describe the injuries you received

                                                                                                                                am/pm

Name of doctor first consulted for the relevant disability	  Date of this first consultation (dd/mm/yyyy)

Address of the doctor first consulted

Names and address of other doctors consulted

Name and address of your usual medical practitioner

(c) under any other State or Commonwealth law which provides a weekly benefit?	         	     No	           Yes                
      If Yes state:   
      Name of company or department				         Amount of weekly compensation 

(d) any Transport Accident Compensation scheme?	  No	 Yes	   Name

	 $
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3.

 
Have you previously suffered the same or similar injury?	 No	 Yes 
Date (dd/mm/yyyy)	

Are there any witnesses to the injury?	 No	 Yes

Name(s)

Address						                   Postcode

How long have you been wholly and continuously prevented from engaging in your usual occupation as a sole result of this injury (we refer to 
“wholly and continuously” as TOTALLY disabled” below) 
From (dd/mm/yyyy)	 To (dd/mm/yyyy) inclusive

How long have you been PARTIALLY incapacitated from engaging in the duties of your usual occupation? 
From (dd/mm/yyyy)	 To (dd/mm/yyyy) inclusive

Describe fully the daily duties of your usual occupation you cannot perform whilst PARTIALLY incapacitated.

How many hours per week are you able to work whilst PARTIALLY incapacitated?

If you are still totally incapacitated when do you expect to perform SOME part of your usual occupation or other occupation for which you are 
reasonably qualified by experience, education or training? (dd/mm/yyyy)

Was an ambulance called?	 No	 Yes

Did the police attend?	 No	 Yes

When did you first seek treatment for this injury? (dd/mm/yyyy)
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We respect your privacy and comply with the Privacy Act and the National Privacy Principles.

We collect personal information for the purpose of providing insurance, including arranging insurance, policy administration and claims  
handling. We also collect your personal information to conduct market or customer satisfaction research and to develop identifying products 
and services that may interest you.

We disclose personal information to persons we deal with in providing our services to you, for example, reinsurers, insurance intermediaries, 
insurance reference bureaus, credit reference agencies, our and your advisers and those involved in the claims handling process, for the purpose 
of assisting us and them in providing relevant services and products and for the purposes of litigation. We limit the use and disclosure of any 
personal information provided by us to them to the specific purpose for which it is supplied. By providing your personal information to us, you 
consent to us making these disclosures.

Without this information we may not be able to provide you with the services you require or process your claim.

When you give us personal information about other individuals we rely on you to have made or make them aware that you will or may provide 
their information to us and the types of third parties we may provide it to, the relevant purposes we and the third parties will use it for, and how 
they can access it. If you have not done or will not do either of these things, you must tell us before you provide the relevant information.

If you would like a copy of our Privacy Policy, would like to access or correct your personal information, or opt out of receiving materials we send, 
please contact us.

3. Privacy

4. Authorisation and Declaration from Insured Person
To whom it may concern:

(a) I authorise any hospital, physician or any other medical provider who has attended me or examined me to furnish Lumley Insurance 
such details of my medical history as they may require; and

(b) I authorise my employer or any principal to provide Lumley Insurance with details of my terms of employment, including details of 
my earnings.

A photocopy of this authority will be sufficient for you to release this information.

I declare that I have read the Privacy Statement attached to this claim form and consent to the collection, use and disclosure of my personal 
information in the manner described in that Privacy Statement.

I do solemnly and sincerely declare that all of the above answers are true and correct in every detail and I have not suppressed or concealed any 
information that is material to this claim.

I understand that false declarations may result in Lumley Insurance being able to refuse to pay a claim.

 
Insured person’s signature	 Date (dd/mm/yyyy)

Insured person’s name in full

Witness signature	 Date (dd/mm/yyyy)

Witness name in full

Lumley Insurance does not admit liability under the policy by the issue of this claim form.

If you fail to notify us of any occurrence, which may give rise to a claim within 30 days, we may refuse to pay or reduce any claim to the 
extent permitted by law.

PLEASE PROVIDE ORIGINAL MEDICAL CERTIFICATES, HOSPITAL ADMITTANCE REPORT, MEDICAL REPORTS, X-RAYS, SCANS OR POLICE 
REPORTS TO SUPPORT YOUR CLAIMS (THESE ITEMS ARE AT YOUR OWN EXPENSE).

IF ANY SECTIONS ARE NOT FULLY COMPLETED OR ARE LEFT BLANK THE FORM WILL BE RETURNED FOR COMPLETION.

4.


