UIC-QF-LI-07

WORK ACCIDENT CLAIM ADVICE

* Name Of Employer ......cccoeviiiiiiiiniiiiniiinnnnnn

* BUSINESS vevereeeeeeeeeereeeeersseescssssessssscnsssnsans

* Name and Age of injured worker...................
GO TUM 114 : 10 (0] |

* When did he enter your service ....................

* Daily/monthly wages of the injured person ......

* Is he in your direct employment or with

A SUD CONIIraCtOr vovuverereieneieeeeeneeenennnnnns

* Treating hospital ? .....cccviiiiiiiiiiiiiiinnnnnne.

SIGNATURE OF EMPLOYER

FOR COMPANY USE

Claim NO. .cccvvviniiiiiiiinniiiniennnnnnn. Policy No. .......

............................ Date cccevveereniinnennnnnn.
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