PLAYERS’ ACCIDENT FUND

EDF.L. ClaimNo......................
1 LOSS OF INCOME CLAIM FORM
Player’s Full Name: v e A44SR A SRS SRS A R et as e A s RSSO S S RO S e sen e sen
AGATEEST s s s amns s S LAY RS 8 SRS RS e es st e
.................................................................................. Postcode:.........ccccoovrvvennnnnn.
Phone Number: ... (0.2 3 (W). Date of Birth:....../A..../......
Employed By: e e
Address: (54 SRS ER VAR wnorwan e e e S YRS EA B R e SR S mnm mmre s et e i S
Football Club: e Grade: 1st 2nd 3rd  XVII
Nature of INJUIy: e Date of Injury:..../..../....
Certificate from DOCtOr:  DOCIOT.................oovivieieereeeeeeeeeeee oo attached
Dependants: Spouse: .......... Children: ............ Number of Children: ...........
I declare the amount of income loss by me during the above period amounted 0 $..................................
calculated as follows:
................. weeks ..........................days lost from work at normal wageof §..........................per week
| Signature of PIayer :...........cccoeuvueevunmeririiriicecioen. Date: / /

T Certify that PIAYET ..........coiiieiiicieiieiet ettt oot eee e sustained a
................................................................................................................................................. whilst playing at
........................................................................... on / / y during practice/match
authorised by this Club
Name of Club Secretary or claims Officer Signatre
Contact Phone Number.................ccccocooeeverrinnrnnn.

3 CERTIFICATE BY EMPLOYER / SELF EMPLOYED
Ttis certified that:..............ccoooiiiiinieriiei e, (Employee) / (Self Employed)
i )= o (Employer)/(Business Name)
Of (EMPIOYETS AQAIESS):...........ovmuevieireeieieeeceieceee e et ee e e oo
Phone Number:............cccooeuieiiiiicieeeee e,
He was absent from work WITHOUT PAY for the period:....................ococooov... B0 i nmmnsivbnnnensnmss dnsinssionin incl
His loss of wages during this period was ................... days amounting to $........................ at his normal wage
(o) . P per week.
Contact Name . : Sig.x.l;ture ‘and Position

Please complete details on back of this claim form.



