Send this form to the Claim for Disability Benefits
appropriate Insurer: (Form NS-1a)
For accidentd that occut on ot 8Rer Apeil 1, 2013,
Fax # ( ) - This part to be complefed by the Clalmant/Represeatative or a Mediesl Doctor
{Please print}
Trsurance Company
Polley Number:
Date of Aveldent:
(DB RIM YYYY)
Lagi Neme Fint Nama Middle Ni O]
- | [
Claimant Address
Information
Qity, Town.or County Provices Posia] Code
Telkephone Number {Home) (odate ki eods) Telephore Kumber (Work) (e s ot Pox Numbet facds ceacok)
Date Of Birth (ooson Grenil
[ b [renae
Part 2 Are you claiming disehility income benefits under the Mandatory Automobile Accident Insurance Benefits Regulation [] Yes [No
Ef yes, please complets the remainder of this paet of the form, Your inswrance claims adjuster may request additionad information from you or your
g::h;lﬂt;:; medical practitioner at a Iater date to assist with the ¢laims process. If No, then please do not complete or submit this form at this ime.
it
Benefits Were you employed on the date of theaccident? [ ] Yes [ No Dato first unable to work (DDMMYYYY)
(T'abe completed Betwoen whal dates ars you claiming a Loss of Income 1o
by Clsimant or History of Employment duricg the 12 months preceding the secident
Agent} Name of smployer: Nazow of ecoployers
Address: Acsdress:
From; To: - -] From: To:
H yon were unemployed i tho dato of the wotident, for how tick of ke 12 months preceding the secident were you exployed aid sworking?
Avorege gross weckly income §
Are you entited to disadility or other income benefits from your employer n.rmyoum wovve &Y & resulf of this socident? D Yer D No
I yey, from whom?
Name R Amount Per Wi/Month
1.
2
[t am the claimant [“F am the authorized representative of the claimant
T certify that the information provided is true and correct to the best of my knowledge. I confirm that I have consented to the collectior, use and
disclosure of my personal information for the determination of my ¢ligibitity for accident and/or disabifity income benefits a3 outlined on form N8-1,
Fmes (Pleaso Priog)
Sigrature. Date
Part 3 Name of Professicnsd (Please prini) | Profession
Fnformation Asdress
of Medical
Poctor Ciey, Town of County Provinos Postal Code
(Tobe
completed by Adminiyirative Coatect Name Fadlity Name
Medical Doctor)
Telephone Number ([ocludo srca codoy Fax Namber (Enclade eres codk)
Part 4 To the best of my knowledge, the claimant is totaily disabled funable to work)
From 20 to 20 iaclusive,
Sigmature of iF still disabled giva approximate dste patient shoufd be abls to return to work, 26 .
Medical
Doctor for
N inted)
Disabillty e it
Benefits
Signature Dats,
Claim !

@ 77202 (04113)
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