Claim Number ...

NOTICE OF AN OCCUPATIONAL DISEASE AND CLAIM FOR COMPENSATION
COMPENSATION FOR OCCUPATIONAL INJURIES AND DISEASES ACT, 1993 (ACT No. 130 OF 1993)

({Previously Workmen's Compensation Act, 1941)
[Section 68 (1) — Commissioner’s rules, forms and particulars — Annexure 18]

This form must be completed by or on behalf of the injured employee/dependants and sent to the Compensation
Commissioner, P O Box 955, Pretoria, 0001

(BLOCK LETTERS)
1.  EMPLOYEE:

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

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

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

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

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

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

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

3. NATURE OF DUTIES PERFORMED:

Describe the manner in which the employee allegedly contracted the disease (mention the causative agents or
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W.CI. 14 Please also complete the reverse side



I certify that the information in this form is to the best of my knowledge correct.

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

Gross cash eamnings (Including average overtime and/or commission
of a regular nature.)

Allowance of a regular nature
(@
(b)  Other (specify)

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

Bonuses (e.g. 13th cheque)

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

Cash value of quarters

Cash value of food

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

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

ST EMPLOYED
. THE EMPLOYEE'S EARNINGS AT TIME OF DIAGNOSIS OF THE DISEASE OR WHEN LA

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

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

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

Per month

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

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

----------------------
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