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PART VI

Draft Posters, Lieaflets and Forms

Introduction

I. Posters and Leaflets

1401. In connection with the administration of any soecial
security scheme, and particularly of a compulsory social insurance
scheme, which must affect the interests and, to some extent,
the lives of large numbers of persons, it will be necessary to
arrange for a considerable amount of publicity to be given to
the provisions of the scheme. This subject is dealt with in
some detail in Section 3 of Part II of the Plan, in which reference
is made to the use of posters and leaflets for publicity purposes.

1402. In Section A of this part of the plan there are three
drafts of posters designed for this purpose, while Section B
contains drafts of nine leaflets, each dealing with a particular
aspect of the scheme. These drafts are intended only t> give a
certain amount of guidance in regard to the sort of thing which
may be dealt with in this way, and it is not, of course, con-
sidered that these exhaust the needs of the scheme or that their
wording or layout is ideal for the purpose. It will be entirely
for the persons in authority who are responsible for the intro-
duction of any particular scheme to consider what are the best
ways in which to bring its provisions to the attention of the
persons who will be paying contributions or receiving benefits in
the country to which it applies.

1403. So far as posters of the type of Draft Poster 1 are
concerned, very much depends on the general reaction of those
persons to publicity of this sort - it may be that small editions
of the posters, in the form of hand bills for general distribution,
may be considered to be more effective for the purpose. Posters
of the type of Draft Posters 2 and 3 are, of course, only for use
in connection with more specialised aspects of the administration.

II. Forms

1404. The question of the need for and use of forms is
discussed in Note 10 of Part V of the Plan, which should be read
carefully by all persons who are to be concerned with the drafting
and control of forms in connection with the administration of

-the scheme.
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1405. The drafts contained in Section C are intended to
serve solely as a guide to those persons and, as in the case
of the use of posters and leaflets, careful consideratiosn should
be given by those persons to the layout and wording of the forms.
This is particularly necessary in the case of those forms which
may be regarded as the basic forms of the scheme, such as the
- registration forms (R.1 and R.4), the identity card gR.G), the
medical certificates (M.C.12, 121, -12B and M.l and 2) and
benefit claim forms (S.1 and 14, M.1, E.5 and 10 and F.2), the
contribution card (¢,1) arnd the various record sheets (R.3 and 9.
M.Coe6 and ‘S.8 and 8A).

1406. It is also, of course, desirable to consider critically
the phraseology of forms which are to be sent to the employers
and insured persons, to ensure that their meaning is clear and
not likely to give rise to any misunderstanding, on the part of
those persons, as to what they are being required to do or what
information they are being asked to give.

1407. In some instances, e.g. in the case of the Appeal
Forms, a complete series of draft forms have been prenared to
illustrate all stages in the procedure, and to serve as a model
for adaptation in connection with other procedures which have
not been so fully developed in the plan.

1408. Many of the forms, such as Porm R.5, are designed to
contain a number of entries, but where it is not possible to
provide room on a single sheet for all entries which may have
to be made, the use of continuation sheets is suggested. This
method will not, however, be practicable always; thus in the case
of Form R.9, the record of contributions and benefits on the
original form would have to cover as long a period as possible,
and thereafter a new form, containing full details of the insured
person, would have to be prepared for the record during the
ensuing period; in the case of Form R.6, on the other hand,
the difficulty might be overcome by including, as part of the
identity card, extra pages for the purpose of recording informa-
tion as to additional perionds of employment, after the space
provided on the card itself has been completely filled up.

1409. The draft forms have been reproduced for the purposes
of the plan on paper of the size (about 30 x 20 cms) normally
available for copying work, and it is suggested that in actual
practice the forms should similarly be printed on paper of what-
ever sizes are generally used in the country concerned. Obviously
the same size of paper should not be used for all forms, smaller
sizes being used where practicable, e.g. for index slips, for the
sake of economy both of the paper itself and of storage space.
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Where it is thought that smaller paper might usefully be used
for any particular form, the approximate dimensions have been
noted on the draft form itself the length being given first.

Where there is n»o such note, it can be assumed that paper of

approximately the full size should be used.

1410. In a few instances a note has been added on the draft
form where it is thought that a material other than ordinary
papver should be used.

1411. In general it has been assumed that identification
will be by means of finger prints, but clearly the same print
must be used througho>ut. For the purpose of the draft forms
the right thumb print has been indicated, but it would, of course,
be in order to adopt the impressiosn of some other finger if
preferred.

Where photographs are to be used for identification purposes
the necessary adjustments should be made to the forms.
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PART VI

Section A. Draft Pogters

Draft Poster 1. General Poster dealing with
: registration of employers and
enployces.

Draft Poster 2. Pogter explaining functions of
A Medical Tribunal.

Draft Poster 3. Pogter explaining function of
Local Tribunal.
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DRAFT POSTER 1 (See Part II. Paragraphi47(ii))

SOCIAL INSURANCE ACT, eecevens

REGISTRATION OF EMPLOYERS AND EMPLOYEES

THE SOCIAL INSURANCE ACT ...., HAS NOW BEEN PASSED INTO LAW
AND WILL COME INTO OPERATION ON .eovnsvceconsnscnca

BENEFITS
SICKNESS, MATERNITY, AND EMPLOYMENT INJURY BENEFITS AND
FUNERAL GRANT ARE TO BE PROVIDED FOR_WORKERS ENGAGED IN
EMPLOYMENT WITH /INDUSTRIAL FIRMS/ /EMPLOYING 20 OR MORE
WORKERS./

CONTRIBUTTONS

70 PAY FOR THESE BENEFITS THE EMPLOYERS AND THEIR EMPLOYEES
WILL BECOME LIABLE FROM csssvecsssss TO PAY CONTRIBUTIONS AS
FOLLOWS:

EMPLOYER /Tnsert particulars of
EMPLOYEE contributions payable/
TOTAL .

WHAT YOU HAVE TO DO

(AN EMPLOYER WHO EMPLOYS 20 OR MORE WORKERS MUST

(AT ONCE OBTAIN A REGISTRATION FORM (FORM R.1) FROM
(THE SOCIAL INSURANCE OFFICE AT eveveesseses AND RETURN-
(IT TO THAT OFFICE AS SOON AS IT HAS BEEN COMPLETED.

ENPLOYERS

(EMPLOYERS WHO HAVE BEEY REGISTERED WILL BE SUPPLIED
(7ITH REGISTRATION FORMS TO BE COMPLETED BY THEIR
(EMPLOYEES. WHEN YOU RECEIVE A REGISTRATION FORM
(FROM YOUR EMPLOYER, YOU SHOULD ANSWER ALL THE
(QUESTIONS CAREFULLY AND FULLY AND HAND IT BACK TO
{HIM, ~ANY INQUIRIES WITH R%GARD T0 THESE RBGISTRA-
(TIONS SHOULD BE MADE AT THE weoeocsosacncncesnenecs
(OFFICE AT LR BN B I N N AN IS BRI S U I I S R B I )

WORKERS

SPECIAL NOTE: WILL THOSE WORKERS WHO CAN READ, PLEASE TELL ANY
FELLOW WORKERS WHO ARE UNABLE TO READ WHAT THE
SOCIAL INSURANCE ACT FROVIDES AND WHAT THDY HAVE
TO DO.
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DRAFT POSTER 2 (See Part IV, Section 2, Chapter 2, paragraph 765)

SOCIJ;\.L INSURJLNCE . A.CT s e e

MEDICAL TRIBUN.AL

The Medical Tribunal has been set up to assist the Sogial In~
surance Board to determine the title of insured persons to receive
DISABILITY PENSIONS in respect of their loss of earning capacity
as a result of injury at work, and to determine, in connectioh
with applications for SURVIVORS! PENSIONS, the question whether
death resulted from an cuploynment injury; |

The Tribunal, which is independent of the Social Insurance

Board, consists of a legal chairman and two doctors, who nust not

be medical officers employed by the Board.

In accordance with thé Regulations made under the Social
Insurance fct, when a case is submitted to a Tribunal by the Board

for decisions~

1. The Tribunal nust hold a hearing of which reasonable notice
is given to the applicant for pension; 1if reasonable notice is not
given, the heoring nmust not proceed without the applicant's consent.

2+ No pcrson may be present at the hearing except the appli-
cant himself and, with his consent, any other person who the
Tribunal considers nay be likely to help them in giving their
decision. '

3. The applicant nust be given written notice of the
Tribunal's decision as scon as nay be practicable after the hearing.

4o The decision of the Tribunal is final.

The Medical Tribunal also advises the Socizl Insurance Board
when an insurcd person complains zbout the medical treatment which

he has received under the Social Insurance Act.
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DRAFPT POSTER 3 (See Part IV, Section 2, Chapter 2, paragraph 765)

SOCIA.L INSImeCE .A.CT A EEEE)

LOCAL TRIBUNAL

The Local Tribunal has been set up to consider appeals by in-
sured persons against decisions of the Social Insurance Board with
regard to their title to benefit under the Socialllnsurance Act.

The Tribuncl, which‘is independent of the‘Social Ihsurance
Board, consists of a legal chairman, a-representative of employers

and a representative of insured persons.

In accordance with the Regulations made under the Social Insu-
rance Act, when an appeal is made against a decision of the Board:-

1. The Tribunal nmust hold a hearing of which reasonable
notice is given to the insured person; if reasonable notice is
not given, the hearing nust not proceed without the insured
person's consent.,

2. The insured person is entitled to be present at the
hearing, and to bhe represented by any other person, who is not a
lawyer. The Board also may send a representative, who is not a
lawyer. Any other person, who appears to the Tribunal to be
interested in the casce, may be present but may not give evidence.

3., The Tribunal with the insured person's consent, may pro-
ceed with the hearing if only the chairman and one other member are
present; the Tribunal may also proceed with the hearing of a case -
if the insured person is absent without giving a reasonable
explanation for his absence. _

4, When the Tribunal arc considering their decision on the
appeal, no other person may be present except the Clerk to the -
Tribunal,

5. The insured person nust be given written notlce}of the
Tribunal's cdecision on his appeal as scon as may be practlcable
after the hearing.

6. The decision of the Tribunal ig final.
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Section B _Leaflets

General Guide to Social Insurance

Guide to Insured Persons
Guide to Employers

| ledical Care |
Sickness Benefit
Maternity Benefit
Employment Injury Benefits
Funeral Grant

Right of Appeal
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Section B
Leaflets

Introductory Notes

1412. In order that a proper degree of publicity may be
given to the objects and operation of the social insurance scheme
it will be necessary (as indicated in Section 3 of Part II) %o
prepare and circulate a series of leaflets dealing with general
aspects of the scheme..

1413. It is suggested that the particular leaflets which will
be needed, some before the scheme is introduced and the rest soon
after its introduction, are as follows:

Leaflet No. 1 A general leaflet describing the objects
and scope of the scheme for the informa-
tion of the general public.

Leaflet No. 2 A leaflet giving more particular
guidance to insured persons.
Leaflet do. 3 A sinilar leaflet for employers.
Leaflets Nos. 4 Leaflets'dealing with individual benefits
to 8. i.e, No. 4, Medical Care; No. 5, Sickness

Benefit; No. 6, Maternity Benefit;

No. 7, Employment Injury Benefits; No. 8,
Funeral Grant; and describing in detail
the conditions governing title to the
benefit, how the benefit should be claimed,
and how it will be provided.

Leaflet No. 9 A leaflet dealing with the right of appeal
and how it may be exercised.

1414, In view of the wide variety of provisions which may
be contained in the various social insurance schemes it would
obviously be impossible to do more in the Plan than to indicate
the general framework of these leaflets, leaving the details of
the individual scheme to be filled in when they have been de-
termined.

1415. The attached drafts of Leaflets No. 1 to 9 have been
prepared accordingly on this basis.
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As will be seen Leaflet No. 1 is not intended to be anything
more than a general handout in order to give the public a broad
outline of the scheme. More detailed explanations of the various
provisions of the scheme should be given in the other leaflets,
the degree of detail being developed .as the field to be covered
is narrowed.

Thus, paragraphs 5 and 6 of Leaflet No. 1 should give just
the bare information as to the contribution rates and method of
payment, but these particulars should be developed in varagraphs
4 and 5 of Leaflet No. 2 In Leaflet No. 3 the employer's
responsibilities in regard to registration of his business and his
employees, the procedure for purchasing stamps to affix to
-contribution cards and exchanging the cards for new ones at the
end of the period of currency, or alternatively for making cash
payments in respect of contributions at regular intervals, should
be set out in detail, together with particulars of the position
and powers of inspectors appointed under the Act, and of other
matters of concern to employers.

1416, Similarly, only a bare descriptlon of each benefit is
given in Leaflet No. 1, but more detail is given in Leaflet No. 2,
while full details w1th regard to each benefit would be given in
the leaflet appropriate to that benefit.

1417. At a later stage, as the scheme develops the need for
‘other leaflets to deal with more syvecialised matters may arise,
such as a need to give an authoritative explanation of the
~interpretation to be placed on "contract of service or apprentice-
ship", particularly in relation to certain groups of employment
which are near the borderline, the exact method for calculating
or averaging the wages, for the purpose of determining the rates
of contributions payable or of benefit due, or the circumstances
in which a particular disease is to be regarded as "an occupational
disease", but it is not possible to antlcipate such needs with
any certainty.
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Leaflet No., 1

General Guide to Social Insurance
Part I: Benefits

l., What is Social Insurance®

The scheme set up under the Social Insurance Act provides
certain benefits for insured persons during periods of special
need such as medical treatment during illness and cash payments
during suspension of wages for periods of involuntary absence
from work due to illness or accident at work, or expected child-
birth, These benefits are described in paragraph 3 below.

The money to pay for these benefits comes from contributions
paid by insurcd persons and their employers, and the State also
contributes towards the cost (see Part II).

2. Who is insured?

The scheme applies within certain arens to all persons
working in any industrial establishment, factory or other place
of business at which at least ...ss persons are employed. At
present the areas within which the scheme operates are seessesvse

LN T B BN BN BN BRI U R K BN BTN BE BX B NN BE BN B B R R R AT N B AN S I B R R R AN I BN AR B AR A A AR S A I A A I IS I AN )

3. What_benefits are provided?

The benefits provided under the scheme are as follows:-

(a) Medical Care: that is to say, medical practitioner or
hospital trcatment during the 111ness, pregnancy, etc. of
the insured person and the provision of essential medicines
and dressings.

(b) Sickness Benefit: cash payments during suspension of wages
- when the insured person is unable to work for an employer
owing to illness or disablenent.

(e¢) Maternity Benefit: cash payments during suspension of wages

when the insured woman is absent from work for certain periods

before and after her confinement.
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(d) Employment Injury Benefits:

(i) cash payments during suspension of wages for a
certain period when the insured person is unable
to work as a result of an accident arising out of
and in the course of his employment;

(ii) cash payments continuing to be paid thereafter so
\ long as the insured person suffers loss of earning
capacity as a result of such an accident;

(iii) cash payments to the survivors of an insured person
who dies as theé result of such an accident.

(e) Funeral Grant: cash paynents towards the cost of the funeral
of an insured person.

The conditions governing the title to these benefits, and the
method in which claims are to be made and, in the case of cash
benefits, are to be paid, are described in separate leaflets which
may be obtained from the Social Insurance Local Office.

4. What must the worker do%

(2) 1In the first vlace the worker must be registered as an
insured person. For this purpose he must give to his employer
certain information as to his date of birth, =ddress ecte.,
in order that a form of application for registration may be
completed for him. '

(b) When the form has been completed and the worker has signed
or impressed his thumb mark on it, the employer will send
it to the Social Insurance Ingtitution in order that an
identity card may be prepared for the worker..

(¢) The identity card, which will be sent to the employer to give
to the worker, must be kept carefully by the worker, as it
is evidence that he has been registered as an insured person
and must be produced whenever he wishesgs 10 claim benefit.

Part I1: Contributions

5. What contributions are to be paid?

The contributions payable under the Social Insurance act are
as followss =~
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6. How are they to be paid?

The contributions are to be paid by the employer as follows:-

7. What must the employer do?

An employer who is liable to pay contributions for his workers
(see paragraph 2 above) is first required to apply to be registered
by completing an application for registration and sending it to the
Social Insurance Institution. Thereafter he will be supplied with
forms of application for the registration of his workers, and after
these have been completed and returned to the Institution he will
be supplied by the Institution with the necessary instructions as

to the payment of the contributions due for his employees.

[ﬁbte. Insert here either the addresses of the Social
Insurance Local Offices or particulars_of the places
at which thosge addresses may be found.,
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Leaflet No. 2

Social Insurance

Guide to Insured Persong

1. All persons working in any industrial cstablishment,
factory or other placc of business at which at lcast .... pcrsons
are employed and which is situated within the arca(s) of veveeess

® 0 8 0 ¢ 0 6 60808 P E O OO PG OO RO 6 e BB Qe Ve d b eSO VO NS EDO O e B OSSOt SO S b0 0000

are required to be insured under the Social Insurance Act.

2. J4ny question as to whether the Act applies to a particular
placc of business, or whether an individual person employed there
is insurable is for decision by the Social Insurance Board - see
Leaflet No. 9.

3. When a person becomes employed in an cstablishment described
in paragraph 1, he should give his identity card to his employer.
If he has not received an identity card a2t that time, because he
was not previously cngaged in insurable employment, he should
inform his employer, who will then complete an application for
him to be registcred as an insured person. When he has been
registered as an insured person he will be supplied with an
identity card which he will need to produce when he claims benefit.

If, however, he has previously been insured, but has lost his
identity card, he must go to the Social Insurance Local Office
and complete a form of application for a new card.

4, Subject to certain conditions insured persons are
entitled to receive the following social insurance benefits.

As Medical Care, which consists of treztment by o medical
practitioner at & Social Insurance Dispensary, or where
necessary, ot a hospital as an out~-patient or in-~patient,
and - of esscntial medicines and dressings. The period for
which this benefit is provided and the conditions which have
to be satisfied are explained in Leaflet 4.

B. Sickness Benefit, which consists of cosh payments made, normally
as from the fourth day of incapacity for work as a result of
illness or disablement, in respect of a period for which
no wages are paid. The period for which this benefit
is provided, the conditions which have to be satisfied and
the method of claiming, are explained in Leaflet 5.
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C. Maternity Benefit, which consists of cash poyments made
normally for a period of six weeks before and six weeks after
the confinement of an insured woman, during which she is away
from work and not in receipt of wages from her employer. The
conditions of entitlement znd method of claiming this benefit
are explained in Leaflet 6,

D. Employment Injury Benefits, which consist of cash payments
made, normally as from the fourth day, in respect of 2o period
of incapacity for work resulting from an accident which arose
out of and in the course of the insured person's employment;
and in respect of further periods when the person was
suffering from loss of earning capacity by reason of such an
accident; and, also, in the case of the death of the insured
person by reason of sueh an accident, to his survivors. The
conditions governing the title to these benefits, the
procedure for claiming them and the method of payment are
explained in Leaflet 7.

E. IMuneral Grant, which consists of a payment towards the cost of
the funeral of an insured person. Further information with
regard to this benefit is given in Leaflet 8.

Whenever application is maede for any one of these benefits
the insured porson's identity card must be produced to the
Dispensary or the Sccial Insurancc Local Office at which benefit
is claimed.

5. Contributions are payable under the Social Insurance ict
as followss~

Employer!s contribution

Worker's contribution
In addition the State makes a supplementary payment of eeeveses

6. The employer's and worker's contributions, are both payable
in the first instance by the employer in the following menner:

The 4ct authorises the employer to deduct the worker's contri-
bution from his wages before they are paid to hinm.

Zﬁote. an addition should be made here giving either the
addresses 0f the Social Insurance Dispensaries and Local
Offices or particulars of the places where those addresses may
be foundg7 -
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Leaflet No. 3

Social Insurance

Guide to Employers

l. 411 persons employed under a contract of service or
apprenticeshipy in any industrial establishment, factory or other
place of business at which at least ..... persons are so employed
and which is situated within the area(s) 0f ceveeecveactresosncsns
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are required to be insured under the Social Insurance AcCtesscsses

2, Contributions under the ict are payable in respect of
each insured person as follows:-

Employer's contribution
Employee!s contribution

in the following MANNET +eecesseosvsessossssssossosrsssossassssssoscsas
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3+« any question as to whether the .ct applies to a
particular place of business, or as to the employer's liability to
pay contributions, and at what rate, for an individual employce,
is for decision by the Social Insurance Board - see Leaflet No. 9
which may be obtained from the Social Insurance Local Office.

4. In accordance with the ict the employer is entitled to
reccver the employcels contribution by deduction from his wages
for the period covercd by the contribution, but is not entitled
to recover it in any other way.

5. If an employer has a btusiness which comes within the
limits defined in paragraph 1 which has not already been
registered, he must register the business with the Social Insurance
Institution. In order to do this he nust obtain a form of
application for registration (Form R1l) from that Institution and,
after completing it, send it to the Insgtitution for consideration.

6. After the business has been registered the Institution
will notify the employer of his registered number, and will
furnish him with the appropriate number of forms (Form R4)
together with instructions for the completion and return of one
in respect of each of his eunployeces.
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T. When the completed forms are received by the Institution
the employees will be registered as insured persons and an
identity card will be preparcd for each of them and sent to the
employer to hand to the employee.

8. When a person becomes employed in a business which has
already been registered, the enployer should obtain from him his
identity card and note the Social Insurance number of the employee
in his records, thereafter returning the identity card to the
employee.

9. If the emplbyee cannot produce his identity card, Form R4
should be completed in respect of him and sent to the Social
Insurance Institution (as in paragraph 6 above).

[?aragraphs 5 to 9 set out the basic principles of the
registration procedure, and will, of course, have t0o be amplified
to cover all necessary details of the actual procedure.

Further paragraphs will also have to be added explaining
precisely the employer's duties as set out in the Contribution
Regulations in connection with the actual method and time of
paynent of contributions for his employees and the furnishing
of any necessary notifications and returns to the Institution,
e.8. in connection with claims by employees for benefit and
particularly in regard to accidents at work.

Finally paragraphs should be added explaining that the Social
Insurance Board has appointed Inspectors with powers to enter
employers' premises to inspect wage records, accounts, books, etc.,
and setting out the penalties which may be imposed for failure to
comply with the requirements of the regulations or for making
wilful mis-statements in connection with the operation of the
scheme,/

[Note, Insert here either the addresses of the Social
Insurance Local Offices or particulars of the places where
those addresses may be found;7
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Leaflet No, 4

Social Insurance

Important Keep this
leaflet for future
‘reference

Medical Care

What ig Medical Care?

l.4+ Under the Social.insurance act an insured person who
is i1l is entitled to receive, free of charge ~

(a) mnedical treatment fronm a general medical practitioner
at a Social Insurance dispensary, or, where necessary, at
his home; ‘ '

(b) specialist treatment at a hospital either as an out-patient
or in-patient,; as may be necessary; and, in the case of
in-patient treatment, free board, lodging and nursing;

(c) essential medicines and dressings as may be prescribed by
the doctor; -

(d) - when suffering from an employment injury (that is to say an
injury received in the course of and as the result of
employment) any appliances needed for his treatment and
rehabilitation.

B. In addition, an insured woman is entitled to receive
free of charge medical care before and after confinement from a
doctor or midwife, or hospital treatment when necessary.

Who is Insured?

2. 4ll persons working in any industrial establishment,
factory or other place of business a2t which at least ..... persons
are employed and which is situated within the area(s) of teevecses
l"..‘...'.’.OOQOUOOQOQDOOOD‘O"‘..l..'o.‘...lt..‘o.O"......O.OQO.O.

are required to be insured under the Social Insurance ict.

What are the Qualifving Conditions?

3. No qualifying conditions have to be satisfied by persors
who need medical core on account of pregnancy o¢r confinement, or
treatment on account of an employment injury (see paragraph 1.4(d)

above). In other cases the insured person must have been employed
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in insurable employment [Eﬁring ot least 13 wecks in the 26 weeks
immediately before the date on which he first attended for
treatmenj7%

éfhe appropriate details of the actual scheme will have to
be inserted herc, including an explangtion of the cffect of any
"Minking up" of illncsses provisions.

How Long Does Title to Reccive Treatment Continue?

4. Title to receive treatment continues

(a) so long as a person suffering from an employment injury
(see paragraph 1..(d) above) needs treatment for the injury;

(b) whenever necessary during pregnoncy and the first six wecks
following confinement in the case of an insured womanj; and

(¢) in other cascs whenever ncecessary during insurable employment
and during = period of [Ehirteen weeks after the enployment
ends/ .«

[ﬁhe appropriate details of the actual scheme will have to
be inserted here including an explanation of the effect of any
"linking up" of illnesses provisions.,

How is Medical Care Obiained?

5 The insured person will be supplied soon after his
entry into insurance with an Identity Card (Form R.6) which he
must produce whencver he wants to claim Social Insurance benefit.

This card will show to which Social Insurance Dispensary the
person has been allotted for treatment.

6. When the person neecds medical trcatment he should obtain
from his employer a certificate of cmployuent (Form M.C.3) and
take it with his identity card to the Dispcnsary and give them to
the reception clerk who, after meking any necessary enquiries to
confirm entitlement to medical carc, will arrange for the person
to be examined by a doctor. If he has not been able to obtain
Porm M.C.3 from his employer hc should explain the position to
the reception clerk.

T 4after examining the person the doctor will give directions
as to the treatnent and medicine which are neccssary, and in
appropriate cascs will isgue a certificate of incapacity for work.
He will also issue instructions as to when the person should next
attend the dispensary for treatment.
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8. Where necessary the doctor will make arrangements for
a special laboratory exanination of the insured person, X-ray, etce,
or for him to receive treatment at a hospital.

9. If the insured person is unable by reason of illness or
infirmity to go to the dispensary, he should give his identity
card to a relative or other representative to take to the dispensary
and explain the position. The doctor at the dispensary will then
considér whether it is necessary that the insured person should
be examined in his home or taken to a hospital for examination.

10. It is a condition of the continued receipt of medical
care that the insured person must -

(a) attend for treatment so long as it is considered necessory
for his recovery;

(b) comply with the doctor's instructions;

(¢) not do anything which may prevent or preaudlce his recovery;
and

(4) submit when required to be medically examined.

Pregnancy Cases

11. In accordance with the Benefit Regulations an insured
woman is required to give notice of pregnancy to the Dispensary
within three months of its commencement. The doctor will then
examine her and determine the date on which her confinenment may
be expected t0 occur, and will inform her when she should next
attend the Dispensary for a further medical examination.

By Whonm is Title to Medical Care Decided?

12. Decisions with regard to title to medical care are given
under the authority of the Social Insurance Board by officers of
the Board. iny complaint against medical treatment given under
the Social Insurance dct as part of medical care is dealt with by
an independent Medical Tribunal. .

Zﬁote. Insert here either the addresses of the Social
Insurance Dispensaries and Local Offices or partigulars
_.0of the places where those addresses may be found,
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Leaflet No. 5

Social Insurance

Inportant. Xeep this
leaflet for funture
reference5

Sickness Benefit

What is Sickness Benefit?

1. ©Sickness benefit is 2 cash p ayﬂent in lieu of wages
which is paid to an insured person who is rendered incapable of
performing his work as the result of illness or disablement.

Who_is Ingured?

2. 4ll persons working in any industrial estﬁbllshnent,
factory or other place of business at which at least seevee
persons are employed and which is situcted within the area(s) of
no.t.oa.-lo.o.oliiltlﬁoinnev..»tono.-uo.oooo-al.cl.'...ocoluttol
sresessccsscrssssssssanrssssssss are required to he 1nsured under
the Social Insurance Act.

What are the Qu-lifying Conditiocns?

3« The insured person must have been employed in insurable
employnent éﬁﬁring at least 13 weeks in the 26 weeks_immediately
before the week in which he became incapahle of worg7. éfhe
appropriate detoils of the actual scheme will hove to be inserted
here and in othep purts of the leaflet which are enclosed in
square brackets,

What is the Rate of Sickness Benefit?

4. éﬁhﬁ rate of benefit or the method of its calculation
as laid down in the Social Insurasnce .ict or Benefit Regulations
must be shown here in detail, =2nd in addition it should be
pointed out, if necessary, that bencfit is not payable for any
period for which wages are paid and is liable to be reduced when
the person is an in-patient of a hospitalé7

How Long Does Title 0 Benefit Continue?

5. ©Sickness Benefit coumences to be payable as from the
fourth day of incanacity for work, and continucs so long as the
insured person reungins incapable of work, up to -a maxinun period
of [fhirteen week§7. No benefit is, however, payable for any
period before benefit is claimed, unless good cause is shown for
the clainm not having been made earlier.
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6. If, after the insured person has ceased to be incapable
of work, and to receive benefit, he again falls ill and becones
incapable of work within [§i§7 weeks after his earlier recovery,
benefit becomes payable from the first day of the new period of
incapacity and the contribution condition referred to in paragraph
3 is not required to be satisfied in respect of the new illness.
The former period for which benefit has been paid is, however,
added_to the new period in calculating the period of [Ehirteen
week§7 for which benefit is payable.

7. If nmore than Z§i§7 weeks has elapsed between two periods
of incapacity, the later period is treated as an entirely separate
period; the contribution conditions of paragraph 3 are applicd
anew and benefit, if due, becomes payable only from the fourth
day of the new period of incapacity, and continues up to a maximun
of Z%hirteen week§7.

How is Sickness Benefit Obtained?

8. When the insured person who is attending for treatment
at the Social Insurance Dispensary first receives a certificate
of incapacity from the Dispensary doctor, he should give it
to the reception clerk who will tell him how to fill in his clain
for sickness benefit. The reception clerk will retain the
certificate qnd the claim for consideration of title to benefit.

9. Benefit will not normally become payable until after
insured person has been medically examined on his next visit
to the Dispensary and received a further certificnte of incapacity
from the doctor, Thig certificate will also be retained by the
reception clerk who will tell the insured person on what date to
cell at the Social Insurance Local Office to receive payuent
of benefit.

10. The insured person should call at the Local Office on
that date, taking with him his identity card, and payment of
‘benefit, if due, will be made to him. Benefit will be paid by
the cashier ot the Local Office in cash. :

11l. The same procedure, as in peragraphs 9 and 10, should
be followed on each occasion on which a medical certificate of
incapacity is received from the Dispensary doctor, until either
the doctor certifies that the insured person is no longer incapable
of work, or the pecriod of which benefit is payable ends (see -
paragraphs 5 to 7).

12. If the insured person has received a nedical certificate
of incapacity fronm a private doctor frum whom he has been receiving
treatnent, he should toke it with his identity card to the Social
Insurance Local Office where he will be instructed as to the-
procedure to be followed.
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13, If the insured person is given a certificate of
incapacity by the hospital at which he has received treatment,
he should take or send it with his identity cord to the Local
Office, who will instruct him as to the further action to be
taken,

14. If at any time the insured person ig incapable of going
to the Local Office to receive payment, he should nominate a
relative or other representative to receive the payment on his
behalf. The representative should produce the nonination and the
ingured person's identity cord when he or she calls at the Local
Office to draw the money.

Other Provisions

15. Sickness benefit ond injury benefit are not both payable
for the same period of incapacity; but if, when title to sickness
benefit is due to come to an end, it secms pogssible that the
incapacity for work may have been caused by an injury at work,
possible title as to injury benefit will be considered. Sickness
benefit and maternity benefit are not both payable for the sane
period; but, if the insured womon is incopable of work when her
title to moternity benefit comes to an end, her possible title
to sickness benefit will then be considercd.

16. The right to receive payment of sickness benefit in
respect of any particular period of 2 week or less will be lost
if payment is not cloimed within eight weeks after the end of the
period.

17. .n insured person nmay be suspended from receiving sickness
benefit for a period of up to six weeks if -

(a) he does any remunerative work during a period for which the
benefit has becn claimed; or

(b) his incapacity for work was caused by his wilful nisconduct,
or by a crininal offence comnmitted by him; or

(¢) he fails to comply with the doctor's orders; or

(d) he does anything which may prevent or prejudice his recovery;
or

(e) he refuses to submit, when required, to be medically examiﬂed;
' or '

(f) he neglects unreasonably to make use of the medical or
rchabilitation services placed at his disposal.
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18. 4 person who wilfully makes a false statement or
represcntatlon with a view to obtaining benefit for himself or
gsomeone else is linble on conviction to serious nenaltles by way
of a fine or imprisonment, or both.

By Whom ig Tltle to Sickness Benefit Decided?

19. Decisions with regard to title to sickness benefit
are given under the authority of the Social Insurance Board by
officers of the Board. iny person, who is not satisfied with a
decision of the Board, may wppe;l agoinst it to 2 local tribunal,
whose decision on the matter is final. (See Leaflet No. 9)

Zfbte. Insert here either the addresses of the Social Insurance
Dispensaries and Local Officeg or pﬂrtlculQrs of the places where
those addresscs nay be found, :
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Leaflet No. 6

Im'ortant Kecp Social Ingurance
this leaflet for
future reference

Maternity Benefit

What is Maternity Benefi%?

1, Maternity Benefit is a cash payment in lieu of wages
to an insured woman during a eertzin period before and after
her confinenent.

Who is Insured?

2. 4ll pefsons worklng in any industrial establishnment,
factory, or other place of business at which at least «... persons
are employed and which is situated within the area(s) 0f sessneess

. Q.l!....O.‘I...O....O...'..O.Qll’...'...ll......Cl.'...‘...‘..l"l

are required to be insured under the Social Insurance act.

What are the Qualifying Conditiong?

3. The_insured woman must have been employed in insurable
employment /during at least 26 weeks in the period of 52 weeks
immediately before the date on which payment of benefit would be
due to commence - see paragraph

/The appropriate details of the actual scheme will have to
be inserted here,

What is the Rate of Maternity Benefit?

/The rate of benefit or the method of its calculation as
laid down in the Social Insurance Act or Benefit Regulations must
be shown here in detail and in addition it should be pointed out,
if necessary, thot benefit is not payable for any period for which
wages are paid and is liable to be reduced when the person is an
in-patient of a hospital;7

How Long Does Title to Benefit Continue?

5 Maternity benefit commences to be payable from a date
six weeks before the confinement is expected to occur, or, if on
that date, the insured woman is still employed or is in receipt
of wages, as frou the day following the cessation of wages.
Benefit continues to be payable until six weeks cfter the day on
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which the confinement takes place. No benefit, is, however,
payable for any period before benefit is claimed, unless good
cause is shown for the claim not having been made earlier.

How ig Maternity Benefit Obtained?

6. About seven weeks before her confinement is due, or
as soon afterwards as she leaves employncnt, the insured woman
should ask the doctor at the Social Insurance Dispensary for
a certificate showing the date on which her confinement is
expected to take place, and should give this certificate to the
reception clerk, who will tell her how to fill in a clain for
maternity benefit. The reception clerk will retain the certificat
and the claim for consideration of title to benefit and will tell
the insured woman on what daté to call at the Social Insurance
Office to receive the first payment of benefit.

7. The insured woman should call at the Local Office on
that date, taking her identity card with her, and payment of
benefit, if due, will be made to her. Benefit will be paid
by the cashier at the Local Office in cash, and further paynments
will be made week by week thereafter, so long as title continues.

8. 4s soon as the confinement has occurred a certificate
of confinenment should be obtained from the dispensary doctor.
and given to the reception clerk. '

9., If at any time the insured wowman is incapable of going
to the Local Office to receive payment she should nominate a
relation or other representative to receive the payment on her
behalf. The representative should produce the nomination and
the insured women's identity card when he or she calls at the Local
Office to draw the money.

Qther Provigions

10. ©Sickness benefit and maternity benefit are not both
payable for the same period of incapacity, but if an insured woman
continues to be incapable of work after tho end of the period for
which maternity benefit is payable to her, she may then become
entitled to receive sickness benefit subject to the conditions
explained in Leaflet No. 5. Injury benefit and maternity
benefit are also not both payable for the same period of incapacity.

11. The right to receive payment of maternity benefit in
respect of any particular period of a week or less, will be lost
if payment is not claimed within eight weeks after the end of
that period.,




- 408 -

12. 4n insured woman may be suspended from receiving
naternity benefit for a period of up to six weeks if

(a) she does any remunerative work during a period for which
the benefit has been claimed; or

(b) during the period for which maternity benefit is payable she
fails without good cause to take due care of her health.

13. 4 person who wilfully makes a false statement or
representation with a view to obtaining benefit for herself or
gomeone else is liable on conviction to serious penalties by
way of a fine or inprisonment or both.

By Whom is Title to Moternity Benefit Decided?

14. Decisions with regard to title to maternity benefit are
given under the authority of the Social Insurance Board by
officers of the Board. Any person who is not satisfied with
a decision of the Board may appeal against it to a local tribunal,
whose decision on the matter is final. (See Leaflet No. 9.)

/Note. 1Insert here either the addresses of the Social
Insurance Dispensaries and Local Offices or partigulars
of the places where those addresses may be.found;7
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Leaflet No. 7

Important Keep . -
this loaflet for Social Insurance

future reference

Enployment Injury Benefits

What are Enploynent Injury Benefits?

1. VWhen an insured person suffers an employment injury,
that is to say, an injury which occurs in the course of and
arising out of his insurable employment, then:- ’

(a) he is entitled to o cash paynent in lieu of wages for a
certain period if he is rendered incapable of perforning
his work as a result of the injury; this benefit is called
injury benefit;

(b) thereafter he becomes entitled to further cash payments
as long as he suffers logs of earning capacity, which is
likely to be permanent, as a result of the injury; this
benefit is called disability vension; where the degree
of loss of earning capacity is assessed at less than 20 per
cent. a lunp sum payrent is nade instead of a disability
pension;

(¢) if he should die as a result of the injury, his widow and
‘ children becone entitled to cash payments; this benefit is
called survivors' Pension.

Who is Insured?

2. 411 persons working in any industricl establishment,
factory or other place of business at which at least .... persons
are employed and which is situated in the area(s) of .ieeevosens

......'..'il.I0.0.0‘.'l'l."...e"‘.‘...’.ﬁ...OQCDQOOOODOO.‘."O..

are required to be insured under the Social Insurance ict.

What are the Qualifving Conditions?

3. No qualifying conditions have to be satisfied to give
title to employment injury benefits. :

What are the Rates of Employment Injury Benefits?

4. the rates of the various benefits or the method of their
calculation as laid down in the Social Insurance ALct or Benefit
Regulations must be shown here in detail and in addition it should
be pointed out, if necessary, that injury benefit is not payable
for any period for which wages are paid and is licble to be reduced

~when the person is an in-patient of a hospital;7
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How Long Does Title 0 Benefit Continue?

5. (a) Injury tenefit commences to be payable as from the
fourth day of the incapacity for work resulting from the injury
and continues s0 long as the insured person remains_incapable
of work, but not beyond the date which is /52 week§7 after the date
- of the 1n3ury.

(b) Disability pension commences to be payable as from the
date following that up to which injury benefit has been paid, or
from any later date as at which the loss of earning capacity is
assessed at 20 per cent. or more. The pension remains payable
so long as the loss of earning capacity continuecs to be assessed
at 20 per cent. or nore.

(¢c) 4 survivors! pension commences to be payable as from
the date following that up to which disability pension was paid
to the 'insured person, or fron the date of the person's death,
if no such pension was paid to hin.

(d) No employment injury benefit is, however, payable for
any period before the benefit is claimed unless good cause is
‘shown for the claim not having been nade earlier. '

How is Injury Benefit Obtzined?

6. When the insured person attends at the Social Insurance
Dispensary for treatment in respect of an employment injury and
is given a certificate of incapacity by the dispensary doctor,
he should give it to the reception clerk who will tell hinm how to
fill in his clain for benefit. The reception clerk will retain
the certificate and the ¢lain for consideration of title to
benefit.

Te Injury benefit will not become payable-until after the
insured person has been medically cexamined on his next visit to
the Dispensary and received a further certificate of incapacity
from the doctor. This certlflcaue will also be retoined by the
reception clerk who will tell +the insured person on what date to
call at the Social Insurance Local Office to receive payment of
benefit.

8, The insured person should call at the Local Office on that
date, taking with him his identity card, and payment of benefit,
if due, will be made to hin.  Benefit will be paid by the cashier
at the local Office, in cash.
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9. The swae procedure as in paragraphs 7 and 8 should be
followed on each occasion on which a nedical certificate of
incapacity is received from the dispensary doctor, until either
the doctor certifies that the insured person is no longer incapable
of work as a result of the employnent injury or the period for
which benefit is payable ends (see paragraph 5(a)).

10. If the insured person is given a certificate of incapacity
by a private doctor from whom he receives treatment or by the
hospital at which he is being treated, he should take or send the
certificate with his identity card to the Local Office, who will
instruct hinm as tc the procedure to be followed. :

11, If at any tine the insured person is incapable of
going to the Local Office to receive payment, he should nominate
a relative or other represcntotive to receive the payment on his
‘behalf. The representative should produce the nomination and the
insured person's identity card when he or she calls at the Local
Office to draw the noney.

How is Disability Pension Obtaincd?

12. Shortly before payment or injury benefit is due to come
to an end (see paragraph 5{(a)), or when the doctor certifies
that the insured person is no longer rendered incapable of work
as a result of the employment injury, the Local Office will refer
the insured person for examination by an independent medical
tribunal who will decide whether he has suffercd a permanent loss
of earning capacity as a result of the employment injwy, and, if
so0, at what degrcecc the loss is to be assessed.

13. The Social Insurance Board will send the insured person
a copy of the medical tribunal's decision as to his title to
disability pension and, if his clain is allowed, tell him when to
call at the Local Office to receive payuient of his pension, or of
the lunp sum payment if the degree of loss of earning capacity 1s
assessed at lesa than 20 per cent.

14. The insured person should call at the Local Office on
-the date indicated, taking with hin his identity card, when
payment willl be made to him in cash by the cashier. Payment of
disability pension will be made monthly in advance, and when
he receives each payument the insured person will be told when te
call to receive the ncxt paynent.

15. 1f the decision of the medical tribunal only covers a
certain period, arrangements will be nade for the insured person
to be re~examined towards the end of that period (as in paragraph
12) and for a fresh decision to be given on his case.




- 412 -

16. If at any time the insured person is incapable of
going to the Local Office to receive payment of his pension, he
should nonminatc a relation or other representative to receive the
payment on his behalf. The representative should produce the
nonination and the insured person's identity card when he or she
calls at the Local Office to draw tHe money.

How is a Survivors'! Pension Claimed?

17. When an ingured person dies as a result of an employment
injury, his widow, or the person having charge of the children
should at once notify the death to the Local Office, where she
will be given assistance in completing an application for survivors!
pension, and told what documents, such as certificates of the death
of the insured pcrson, of his marriage and of the births of his
children, and his identity card, to produce in support of the
application.

18. When the application has been considered, the applicant
will be notified of the decision, and, if the claim is allowed,
will be told when she should go to the Local Office to receive
payment of the pension.

19. The pensioner should call at the Local Office on the
date indicated, taking the notice of award with her, when payment
will be made in cash to her by the cashier. Paynent of
survivors' pension will be made monthly in advance, and when she
receives each payment, the pensioner will be told when to call
to receive the next payment.

20. If at any time the pensioner is incapable of going %o
the Local Office to receive payment of the pension, she should
noninate & relation or other representative to receive payment ¢n
her behalf. The representative should produce the nomination
when she calls at the Local Office to draw the money.

Other Provisions

21. Injury benefit and sickness benefit arc not both payable
in respect of the same period of incapacity; but if, when title
to sickness benefit is due to come to an end, it seems possible
that the incapacity for work may have been caused by an injury
at work, possible title to injury benefit will be considered.

22. The right to receive payment of injury benefit in
respect of any particular period of a week or less, will be lost
if payment is not claimed within eight weeks after the end of that
period.
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23. The right to rcceive payment of disability pension or
survivors' pengsion in respect of any particular period of a month
or less, will be lost if payment is not claimcd within six months
after the end of that period.

24. 4ll title to a disability pension or to a survivors'
pension will be lost if the pension is not claimed within 52 wecks
after the date from which the »ension would have been pﬂld if it
had been clained =2t the proper flne.

25. An insurcd person may be suspended from receiving
injury benefit for a period of up to six weeks if

(a) he does any renuncrntive work during a period for which
injury benefit hasg been claimed; or

(b) he fails to comply with the doctor's orders; or

(¢) he does anything which may prevent or prejudice his recovery;
or :

(d) he refuses to submit, when required, to be medically
examined; oOr

(e) he neglects unreasonably to make use of the medical or
rchabilitation services placed at his dluposal.

26. 4 person who w1lfu11y nakes a false stqtoment or
representation with a view to obtaining benefit or pension for
himself or someone clse is liable on conviection to serious
penalties by way of o fine or imprisomment or both.

By Whonm ig Title to Employment Injury Benefit Decided?

27. iny decision with recgard to whether an insured person
has suffered a loss of ecarning capacity as a result of an
employment injury, and, if so, whether that loss ig likely to be
permanent and at what degree the logs is to be assessed, is to
be given by the medical tribunal, as stated in paragraph 12, and

© that tribunal is also responsitle for deciding'whathor or not an

insured person's death resulted from an industrial injury. The .
Je0151on of the mcdical tribunal on any of these matters-is flnal.’

28. Any other decisions with regard to title to employment
injury benefits are given under the authority of the Social Insurance
Board by officers of the Board. Iiny person who is not satisfied
with a decision of the Board nay appeal against it to a local
tribunal, whose decision on the mattcr is final. (See Leaflet No.

9.)

[Tbte. Insert here either the addresses of the Social Insurance
ispensaries and Local Offices or particulars of the places where
those addresses nay be found;7
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Leaflet No., 8

Social Insurance

Important Keep this
leaflet for future

reference

Funeral Grant

What is a Funeral Grant?

1, A Funeral Grant is a cash payment towards the cost
of the funeral of an insured person.

Who is Insured?

2 All persons working in any industrial establishment,
factory or other place of business at which at least ceeessee
persons are employed and which is situated within the area(s)
Of L2 IR B BN IR BE BN BN BN RN BE BN B SC BN BE BN B EE B BE Y 3 BN A S BN BN B RN B R BURE B BV BN RE Y BN N R R B BN N SR B N B B R NN W)
e v eseesnscecesostsscsnsssssecccnesnse ArE reqUired to be insured
under the Social Insurance Act.

What are the Qualifvinﬁ Conditions?

. 3. The insured person must have been.employed in insurable
employment [auring at least 13 weeks in the 26 weeks immediately .
before he died, or, if he was receiving medical care prior to the
date of his death, immediately before the date on which he became
entitled to that benefit/.

[The appropriate details of the actual scheme will have to
be inserted here,

What is the Amount of the Funeral Grant?

4, /The amount of the Grant or the method of its
calculation as shown in the Social Insurance Act or Benefit
Regulations must be shown in detail here./

How is Funeral Grant Obtained?

5 When an insured person dies, his death should at once
be notified to the Dispensary at which he was receiving medical
treatment or the Local Office by the person who is responsible
for soelng to the funeral. The Dispensary or the Local Office
will give the person assistan¢e in completing an application for
funeral grant and will tell him what documents, such as a
certificate of the death and evidence of the insurance of the
deceased person, to produce in support of the application.
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6. When the application has been considered the applicant
will be notified of the decision, and, if the clain is allowed,
will be told when to go to the Local Office to receive payment
of the grant.

| 7. The applicent should call at the Local Office on the
date indicated, taking the notice of award, when payment of the
grant will be made in cash by the cashier.

Other Provisions

8. All title to o funeral gront will be lost if it is not
claimed within 52 weeks after the date of thce death of the
insured person.

9., 4 pcrson who wilfully makes 2 falsc statement or
representation with a view to obtaining a funeral grant for
himself or someone else is liable on conviction to seriocus
penalties by way of a finc or imprisonnent or both.

By Whon is Title to Funeral Grant Decided?

10, Decisions with rcgard to title to Puneral Grant are
given under the authority of the Social Insurancc Board by
officers of the Board. .any person who is not saotisficd with a
decision of the Board nay -ppcal against it to a local tribunal,
whose decision on the natter is final., (Sce Leaflet No. 9.)

/[Note. Insert here cither the nddresscs of the Social Insurance
Dispensaries and Local Offices or particulars of the places
where thosc addrasses nay be found.
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Teaflet No. 9

Inmportant Keep
this leaflet for

0 1 1
future reference Social Insurance

Right of Appeal

How Decisions under the Social Insurance Act are Given

l. Under the Social Insurance iAct, decisions on most
questions of insurability and title to benefit, etc. are given
under the authority of the Social Insurance Board by officers of
the Board.

2. uany question, however, as to whether an insured person
has suffered a loss of carning capacity as a result of an
enployment injury (see Leaflct No. 7) and, if so, whether that
loss is likely to be permanent and at what degree the loss is to be
assessed, or whether an insured person's death resulted fronm an
enployment injury, is to be decided by an independent nedical
tritunal constituted as cxplained in paragraph 6 below. The
decision of the tribunal on such a question is final.

Right of Appeal

3, Except in regard to the questions referred to in
paragraph 2, any person who is not satisfied with the decision of
the Board has, in gencral, a right of appeal agoinst the decision,

but this right of appeal nay be dealt with in special ways.

4. Questions which relate to whether the Social Insurance
Act applies to a particular place of business, whether a certsin
enployee is liablce to be insured, what contributions are due to
be paid and by whom, and whether the contribution conditions for
any benefit are satisfied, are for decision by the Social Insurance
Board in the first place. But, if any question cf law, as distinct
from one of fact, arises in connection with such a guestion, the
Board nay refcer the question to the Court for decision, or, if the
Board has decided the question and someone is not satisfied with
their decision, that person nay appeal to the Court against the
decision. The court decision cn such a question is final.
There is no right of appeal ageinst a decision of the Board on
any question which is bhased solely on fact.

5. In any other case where a person is not satisfied with a
decision of the Social Insurance Board, for exanple in connection
with a clain for benefit, he may appeal against the decision to a
local tribunal constituted as explaincd in paragraph 7. The
decision of the local tribunal is final,
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Constitution of Tribunals

6. A medical tribunal consists of a chairman, who is a
lawyer of considerable standing, and two medical practitionecrs,
who must not be medical officers in the employment of the Social
Insurance Board.

T« A local tribunal consists of a chairman, who is a lawyer
of considerable standing, one menmber representative of insured
persons and one nember represcntative of employers.

Procedure in connection with Appeals

8. Any question as to the correctness of advice given by the
Social Insurance Board as to insurability or the payment of
contributions (sce paragraph 4) may be raised by completing an
application for a formal decision on a form which will be supplied
on request by the Board. After the Board has considered the
evidence submitted, the applicant will be notified of the Board's
decision and informed of his right of appeal to the Court if he is
not satisfied with the decision so far as it applies to a question
of law. The Board will, on request, advisc the applicant how he
should proceed in order to bring such an appeal before the Court,
where it will be dealt with in accordance with the Rules of Court.

9. When a person is not satisfied with the Board!'s decision
on a claim for benefit he may give notice in writing of his
desire to appeal agoinst the decision.  This notice which nmust
be given within 21 days after the date of the decision, nust
include a statement of the reasons why the claimant considers
that the decision was wrong.

10. The claimant will be informed by the clerk of the local
tribunal of the time and place which has been fixed for the hearing
of his appeal, and the clainmant should attend at that tinme and
place accordingly. If it is not possible for hinm to do so, he
must notify the clerk of the local tribunal of the reasons as early
as possible, in order that other arrangements nay be made for his
appeal to be heard. If he fails to attend without giving a
reasonable explanation, the tribunal may proceed to consider the
appeal in his abscnce. The claimant may be represented at the
hearing by any other person, who is not a lawyer.

11. The claimant will be notified in writing of the tribunal's
decision either bhefore he leaves the tribunal office, or by post
as soon as possible afterwards. If the appeal is allowed the
claimant will also be told by the Social Insurance Board as to
how effect will be given to the decision.’
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Review of Decisiong

12. A4 decision of the Social Insurance Board or of a tribunal
may be reviewed if fresh evidence affecting the decision is
received. If a person whose application or appeal has been
disallowed obtains fresh evidence which he thinks nay affect the
decision, he should send the evidence to the Board with an
application in writing for the decision to be reviewed, stating
his reasons for the application. He will be informed of the
result of the review, and of the effect of the review, if the
original decision is altered.
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Section C - Forms

(See also Part V, Note 10)

Registration Forms, etec.
Benefit Forms
Medical Care
Sickness Benefit
Maternity Benefit
Employment Injury
Funeral Grant
Contribution Forms

Appeal PForms

[fNote. As regards the wording, layout,

materials of the forms when
see paragrapyhs 1405 to 1410,

repared for

[ T
> Q ="HEzEmn=

sizes and
actual use,
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Part VI
Section,C.l‘

Registration and Record Forims

Employer's application for registration.

Request to employer for further details.

Returning duplicate Form R.1 completed by employer.
Notification to employer of registration number.
Employer's contribution register sheet.

Jacket for employer's contribution record.

Insured person!s registration form.

Family registration form.

Employer's list of employees. 7
Notification to employer of insurance number of new employee.
Letter to employer in regard to duplicate registration of
an employee.

Notification to dispensary of the cancellation of a dupli=
cate insurance number.

Identity card of insured person.

Family identity card.

Covering letter to insured person enclosing Form R 64A.
Application for replacement of Identity Card.

Covering letter to employer accompanying identity cards
for his employees.

Notification to employer of insurance number of new entrant
into insurance.

Insured person's index slip.

Action sheet in connection with duplicate registrations.
Reference to Inspector in a duplicate registration case.
Insured person's Contribution and Benefit Record Sheet.
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CAPITALLS

PLEASE

BLOCK

Form Rolo Date

Registration
Secial Insurance Actessse Noo Allotted

Employer's Registration Form

Name of Firm _
in fu1l 00060000000 00000 080600600000 0800bb

Emploeyer's Neme
(1f dlfferent)'""‘""""0'000--....-....

Address of Prineci- _
pal Pla@e Of SO PSSP PSP OCIOPOOENBSOEPIPEBROEOYPTOTPRND
Business

20500000 0P 0000000000000 000800

TelephCne Ne, onoo.ooo-oooo;aooucocoo-oono

Nature of
Business : Gesessssssstcertasscersinnans

Number of Employces 14ab1c $0 be INSUTcdeseseseocsssecnesvsoss
Certified that the information given above is corrcct,

Signature of employer

Or stamp Of flrm ......‘Ql’l....."...0...

S0 0L O OSSO POEOOEOROEOOEOEPIOPIOEBLOR

/Sugrested sige of form 15 x 20,/
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For Official Use Only

Actien Taken

Initials; Date

Registration form chocked

Industry Code Number
entered in space overloeaf

‘Scrial number allotted and
entered in space overleaf

Forms R.2. and R.3%. preparcd

Forms R.2. and R,%. chocked

Forme R,2., R.4., and R,5.
issued :

Form Rl




Social
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Insurance Act ...

To 8 060 S0t OO O OO GRS PIPNES

Name of Firm

'a;ooyca-...ooQoouto.o Addreﬂs

66 00 e9 e st Qo080 boe

Your reference v.cveeeeececesses

‘From the Social Insurance Board
.‘.‘."Q..".‘.C..'.....".“.‘.
"...........’.“.'.’l‘.......'.

Da-te 690 60 00 08060 3¢ 0

Form R.1 is returned herewith

X

in order that:

(a) it may be completed

where marked X

X
(b) it may be confirmed that

the information given as
tO S e s 900G BEOEOIERIBCEIEOCENL O
is accurate. On the
basis of this information
it would appear that

your employees are not
liable to be insured.
(See marked portion of
leaflet 3 enclosed.)

If the information is

inaccurate will you please

REPLY

(a) Porm R.1l returned herewith
completed.

(b) 4 (i) The information given
is accurate.

(ii) The information given
was not accurate and
- Form R.1 returned
herewith has been
corrected accordingly.

0560005000900 0sbesoHY

correct the form accordingly Date eeoevresccvnsvoe

and return it +o this
Offioep

eI P 0PSBV heseROdbOTREIBRCO

X (a) or (b) should be
deleted as necessary

Form R.1A.

# (i) or (ii) should be deleted
as appropriate.

[gﬁggested size of form 25 x 15 cms./
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Social Ihgyrance Act seovoesse

TO eoveseveoscsosssesscoovane From the Social Insurance Board
cessssssessssness (Address) cesevesssescsssessreranue ey
¢S L0 000800000 00000 ISR OGOY S e eo R B0 g0setopoeteoeRRs et
Your reference ceessoseese Date vevecosaoresosesnacoscs

The enclosed Form R.1l ig returned because, according to the records
of this office, you have already been registered under number «oees,
and Contribuﬁions for the periOd a9 frOom seesssesoscosssosscssssccs
are now due to be paid by you under that number, Perhaps you will
let me know if there is any further difficulty in this matter.

(signed) S s eePP EL IO POPO ISP OPIINBIDEIRS

for Social Insurance Boérd

Form R.1B

Zghggested gige of form 15 x 20 cms;7
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Social Ingurance Act eesceoss

Notification of Registration of Employer

To: '..O.O.00..0..'..04....007. (Name Of Fim) Registration

Number

Of: eogcooooliood‘tal.o.nobv(AddreSS)

‘.Q.r‘.’.‘..‘.‘....'.,ﬁ (Telephone

Your Reference cseesrescsocccnscs

—

From the Social

Number) : Insurance Board

RN RN NN NN RN N B

R IR R EEREEEEEN NI NE RN S N

Date R EEEEEEREENE NN K-

The Registration Number allotted to you for Social Insurance
purposes is entered above.

This number must be quoted whenever Social Insurance Contributions
are paid and on all correspondence with the Social Insurance Board.

Form R.2

See Over

/[Suggested size of form 15 x 20 cms./
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Together with this Form I enclose a number of Forms R.4 for
the registration of your employees, and two Forms R.5 with
continuation sheets on which to furnish in dupllcate a list of the
employees.

It would be of great assistance to the Board if .you would
fill in a Form R.4 for each employee giving the information asked
for and arrange for him to sign it, if he can write, and make an
impression of his right thumb in the space provided on the form.

When the forms have all been completed will you please send
them to me in one packet with the two copies of Form R.5 and the
continuation sheets giving the names of all your employees.

In due course Identity Cards (Forms R.6) will be sent to you
for distribution to your employees, together with one copy of

Form R.5 and one set of the continuation sheets showing the
Insurance Numbers allotted to them.

Signed 909 00 %08 P0ss 0000 e

Form R,2 Social Insurance Board,
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Social Insurance ACt.eeoeeoeo

Employer's Contribution Register Sheet

..O....'...ll.l..l.COVQO(Name Of Firm)

e g o000 00 20 ® o808 0669850609090 (Address) Registration
Numbereoeecssvescesonsne
S 0 5000 0P 0O "G VBSPOLDLLEBLSLS * o0 ( Telephone Nmber) i

Nature Of BUSINESSceieesocoscvoscconeesss

e

Centributicens : Contributions
Month N“gger Reoeived Month Number Reseived
Ending

of
Employees | Amount | Date Fnding Employees | Amcunt | Date

[/ Note. The headings of the columns will have
to be adapted to the particular method of
collection of contributions which is to be
used, and, where stamped cards are involved,
a column may be included to record the sur-

render ¢n exchange of the expired cards _7

Form R.3
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(Front of Jacket for Employer's Contribution Record)

Social Insurance At eecseses

Employer's Registration Number .eecs

Name of Pirnm Sovp st et traninagan

Nature of Business se0ses0svtes

Local Office ® 90 8800208 g vBePOeENNPREQ

r
]

Referred to

Date

Referred to

7

Date

Referred to Date

Form RQBA.

Special Notes

[Tote, This jacket
should be made of
stout paper or thin
cardboard, and its
dimensions should be
rather larger than
the Forms R.3 etc.
which it is to con-
tain.,
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Socigal Insurance ACt eceese:ce

Insured Pergson's Registration Form

Insurance
Number
‘ Allotted
. Particulars of Insured Persgon: :
By v :
g SURNAME IN FULL eostvveccacarsnssasasacns
a OTHER NAMES IN FULL tt.l;iiotﬁol;;;OCQ;..
42
‘§ MOTHER'S SURNAME o 5 069 69 00029 p e see Vs eYS
18] ’ : .
§ FULL ADDRESS oo.pgonpoooogonoocon.coltu.o
a T IR B 3 BN R S BN BN B BN NN BV BN R R B RN BN B AN B BN R RN BN Y
& :
Date of Birth Day Month |Year Place 0f Birth eseosesnceeveoess
Sex | Man. Woman Marital |Single| Married
Status
Mark with X Widow Widower

I .
Mark with X as appropriate
Zaivil Regigtration Number ..g.....;7

If married give full name
of hUSband/Wife €0 T PP IPINEIBSGCEIAENOIELEEIOIEOIOEOOIEOROITDTDS

Occupation sessssssesescsncscencossssassnas Impression of.
Ingured person's
Sigﬂatul‘e Of Il’lsured lJeI'SOl’l S0 s 0P rIBOBS right thllmb

Date sovs s se e See Note 1 over=~

Signature of EMpPloyer ceesecsscsssacssevses leaf
or stamp of firm

Registration
Name of Firm eosersensssaseses s Number of

Firm * e 00 Pt ooty
Address teveerees NI s NIRRT

Telephone NUMOEY ecesssosesnosracen

Form R.4
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T'or official use only

Insurability confirmed susvee
Insurance number allotted
and entered at head of

form and on Porm Re5 seseveae

CheCked FEEEEER]

Initlse ssseee Date.
Assigned 10 secesssessse Dis cnsary.
FPorm M.C. 1 prepared.
Initls. scevse Date.

Tnitlse esesse Date.

[ﬁotes. 1. Where photographs are to be used for identification
purposes it will be necessary to amend the heading
here and to ask for two copies of the person's
photograph, one to be affixed in this space and the
other to be affixed to the person's identity card.

2. PFor the purpose of registrations after the scheme has
been introduced it may be found desirable to include
extra questions as to possible earlier insurable
employment as_a safeguard against duplicate

registration,

Form R.4




IN BLOCK CAPITAIS

ONLY
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Social Insurance Act ess
Family Registration Form

NOrs

This form must be completed by the Insured Person and taken by him to the
local Social Insurance Office with his marriage certificate and certificates
of the births of his children, if available /&nd also a photograph of himseLf7
(this addition to be made only if photographs are to be used for identification
pUrposes. )

Particulars of Insured Person

Surname in Full ssesssonsssssegneny O Insurance - ‘rﬁ
Other Names in Full costeescsgr oAt O Number ‘ -t

Address Sers0sstesaNPeIPsLto et

Date of Birth |Day |Month |Year | = Place of Birth seececcssss 96X svsseenns

NAME OF WIFE 900000000 c0000800aapstRse Date of Wifels Birth Day Month Year
in Full

WIFE!S MAIDEN NAME sesssesssseavscness FPlace of Wife!s Birth SBeee s ssessRses

Date of Marriage sesssencsssnsesssaes Place of Marriage seceBecvresservoanRn D

Particulars of Dependent Children Marriage Certificate Herewith Yes/Nox
*If corti- .
ficate is o Date of Birth Birth Certifi-
ettacheq [Full Name of Child Doy | Vonth] Toar Place of Birth cate sttached™
enter
"Yos'here |1
—— 2.
3
'
5
< be
&

IN BLOCK CAPITALS

I hereby declare that the information given above relates to my wife and
children who live with me and are dependent on me for their support. This
information is true to the best of my knowledge and belief. I gttach my marriage
certificate and ...% certificates of the births of my children.*

Impression of
Insured Person!s

Signature of Insured Person seevscatovtend

Date eseessosnadses

Right Thumb X Delote as necessary if 8 Enter number of
the marriage certificate birth certificetes
or birth certificates- enclosed.,

are not attached,

For Official Use Only
Particulars checked against Form R.4.
Form Rnéﬂ prepared sssetesccso e Initials XXX Date
Form M.C.2 prepared Assigned tO ssesesssvesse Dispensary.
Checked secesnssesnss INLEI21S sesearensssees Date Ssetstsnsvannnag?
Form R,6A despatched With seeees certificate esseess Initials seeeees Date

Form R.ZA,
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Social Insurance Act .....
List of Emplovees for Regigtration
(to be completed in duplicate)

Oo'tcoo.-n.ooo-o‘l.,.oo.oulur (Name Of Firm)

0 © &6 6 5 0 6 8 6 0 0 508 0000 s e 0N 80 (AddreSS) .
I PR Registration
O..O.o.bl.b...l..l..‘.’l.. (Telephone Nllmber o 9 5 5 5 08 & O e s
number)
Natufe Of BUSINESS eesveossssosrasescases REfErence scceeeececeecss
The following is a full list of the persons employed by this firm.
A Form R.4 completed by each of them is enclosed.

Signature of the Employer
Or Stamp Of Firm ® 5 08 0 0 0008000 s SO

Date ® 6 0 0% 2 B 0SSP K0 O 0 0O 0 PO O OO SO SN SEEDS

]
Name of Employee Insurance Name of Employee Insurance
in full Number in full Number
Allotted Allotted
by Social by Social
Insurance Insurance
Board Board

[Note:

Form R.H5

Where contribuition rates are to

be related to the rates of wages,
whether actual or notiosnal, columns
will have to be added in order that
the necessary information may be
furnished - See para. 376 and 392
(Contribution Regulations)./
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Registration
N]lmber Of Firm ® ® 0 5 50060 80059 000

Social Insurance Act ...

List of Emplovees for Registration
(to be completed in duplicate5

Continuation Sheet No. .......
to Form R.5

Name of Employee
in Full

Insurance
Nunmber
Allotted
by Socilal
Insurance
Board

Name of Employee
in Full

Insurance
Number
Allotted
by Social
Insurance
Board

Form R.5 (continuation sheet)
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Social Insurance fict seesses

Insurance Number

TO [ A N RN NN NN NN NN N NNNYEYRY X ] FI‘OI‘{! the SOCial Insu.rance BOaI‘d
Name of Firm

B e erseoNesRrsBOOICGELAOSTS [ AR R EER NN NN NENENNERENNEENNENNNENNENNNNEN)

Qe Bedoredots st (AR ENE N RN RN NN I NN NN NN NN

YOUI‘ Reference .oo;‘ocao...ovoot.. Date G000 e deB PPt rEI B NSIDLSEN

The attached Form R.4. is roturned horswith as the employee named thereon
has already been reglstored as an insured person under the insurance number
shown above.‘

Will you please note this number in your records.and also be so good as
to inform the employee of his insurance number and tell him that if he has lost
his identity card, he should get a new onc from this Office.

iny enquiry on this matter shouldvbe addressed to this Office qﬁoting the

above-mentioned insurance number,

Form R, 54

/[Suggestod size 15 x 20 cmsy/
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Social Insurance Act ,,.,

From the Social Insurance Board

TO essscovesvonnscnsnoe

Name of Firm

[ AN R RN N NE NN NFE RN RN (Address)

Seeceasuasssbesuns el Registra‘bion NO. Date 6evseescevsoscnvsoced

re e s e e B OO IS

Insurance Numbers | | | ] and [] 1] ] 1]

Two Forms R.4. have been received from you for the above-named man and two
insurance numbers have been allocated to him as shown,.

[h. - Stomped Card System

Will you please state below vhat insurance number appears on the
contribution card you are stamping for him, and return the contribution
card and identity card (Form R.6) bearing the other numbor.

Sign@d 9000000080000 ben00000RNRIORRLY

for Social Insurance Board

To the Social Insurance Board

I am stamping contribution card bearing Insurance Number seevevesscees
I return herewith the contribution card and identity card bearing
Insurance Number sesrsessessdne

Siglled SO s 008 0PDOOLLOIABIRROENPPIOLITBIOSY eIUployer
or stamp of firm

Da.te oo'convooouoa.---.J

ZEL Bash Payment System

Will you please note that Insurance Number ......s.. should be
cancelled and return the identity card bearing that number,

Signed L EBPRLSISEDPPIRANOPNOOIPIEIIISEEDPSOESIOOIITEOCDS
for Social Insurance Board

To _tha Sooisl Insursnce Boord

I have noted the position as stated above and I return herewith the
identity card bearing Insurance NUMDEX seeececscrcecccans

Sigrled G0 Q000 v sBRBORBOCOEREBLIOSOEOGEGSY employer
or stamp of firm

Date ..q.cacncoaoot.v..l‘]

Form R.5B,

[gﬁggested size 20 x 20 cmsh7
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Social Insurance ACt eee..

Duplicate Registration

TO’I"I..Q'......I.'... Dispensary

Will you please note that Form M.C.1 in respect of
tsssesssrssssssssssss bearing Insurance Number should be
cancelled.

Signed ..l'..’....l..'..l.'
Records Bection

Date ® & 08 609 08000 02
Form M.C.l cancelled accordingly.
Signed S ® 5 &6 0 & 5 24P 0o boe e

Dispensary

FOI’m R.5C. Date Se s 680 b e

[Suggested size 15 x 20 cms./







Page &

Important Advice

Keep this card carefully. You may lose benefit if the card is lost.
A charge may ‘be made if a fresh card has to be issued.

Hand this card to your employer when you leave his employment se
that he may enter the peried of your employment on page 3.

When you obtain further employment hand this card to your new
employer so that he may enter the particulars on page 3.

‘Always take this card with you whenever you go to the local office
to claim cash benefits or to make enquiries, or when you go to the
dispensary to receive nedical treatment (see page 2),

Always quote your insurance Numbef if you write to the local office,

On the death of the insured persan this card should be taken to

the Social {nsurance dispensary at which he was receiving medical care;
or to the local Social Insurance Office.

Form R.6

[To be folded along‘this lines/

Form R.6

Page 1

Social lnsurance Act sy

insured Person’s

ldentity Card

[gbggested size phen folded 20 x 15 cms. iaterial
to be very stout paper or cardboard.

- Ly -
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Form R.6
Page 2
Social insurance Act oe
Insured Personts ldentity Card
(H20€) eauensinroncrassserse S8X veevaoroansaess InSUrANCe ‘ ' !
BLOCK CAPITALS Number
{Address)eecsc.. secosasacessecces

SPROECB O LANIVILGIGI RIS

This is to certify that you have been registersd as an insured person
under the Social Insurance Act ........and allotted the Insurance Number
shown above. You must sign the card /and make an impression of your
right thumb in the spaces provided below./ [in the space provided above

your photography/*

You must also read the advice given on page 4.

for completion by Insured | Prepared DY scieesescsesosnescosnsecansas

Person »
Stamp of Secial Insurance Board

Signature sessceasecvcanceacns

xPhotograph
or impres- Dispensary secesessseevscscnsssseansenes
sion of
Right Thumb Local 0ffice seeaceccceacosossoscasreccas

X 5 X I X
[fote. Gmit whichever is inappropriate to the requirements of the schemgy/

[To bo folded along this linge/

Form R.6

Page 3

Record of Employment

Empioyerts
Registration
Number

Period of Employment ‘ Employerts

Stamp
From To
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Social IHSUIQDCG Act $oessecss

Family Identity Card

Name of rnsured Person ®ercssbebc el erevssuenstsaney Sex sesvbseses

Address N N Ny P NN R R R R e Insurance|
Number

PR 000600000000 0000000000003000000000000000bB00

For completion by Dispensary cecsessccescssssecs
Insured Person only

Local Office R
Signature Cesssbssstusessersssegenhee
Prepared by tessccsssstsser st

.,

Impression of ]
Right Thumb _ (/’ )Stamp of Social Insurance Board
[or Protograph/

Form R, 6A, Sce_advice overleaf

[Suggested size 15 x 20 cms,/
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Important Advice

This card is for use when any member of your family needs medical
treatment, as provided under the Social Insufance Act savecsnessncronss

In order to receive treatment the person must take this card to the
dispensary named overleaf,

Keep this card carefully, Your family may lose benefit if the card

is lost. A charge may be made if a fresh card has to be issued.

Form R.064,
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Social Insurance Act eseessa

Family Registration

Insurance
Number

To Ses0sssessninssrereRsat e From Social Insurance Board

e s bsrevsbes st s0cnOe 0086080000000 0t ts000800p oy

Sd S0 sspRttloensetRssrnI N ([ EE N BN NN RN E NN NEERY NNNERNNN NN NN]

Date (A ERNNNENNNEXNENENERENXNNNE NN

The enclosed identity card, Form R,64 is for ﬁse when any mémber of your
family needs medical treatment, as provided under the Social Insurance Act esess
You should sign the card, if you can write, /and meke en impression of your
right thumb in the space provideq;7x [5h the space provided above your
photograph;7x Instructions as to how‘they may receive treatment are given

on the back of the card,

Form R,6B

Xzamit whichever is inappropriate to the requirements of the scheme,

Suggested size 15 x 20 cms&7
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Social Insurance Act seesee

Application for Replacement of Identity Card

Insurance Number
(if known)

I hereby give notice that I have lost my Social Insurance Identity
Card in the following circumétances

and I accordingly apply for the issue to me of a new one.

[T attach a photograph %o be affixed to the new identity card./*

Signed PO PO S0 ISP OB IASSIOEICPEIEESEECLEIPOSONTYS

Impression]

Address l......;0.."'00.0'0.'.00 OfRight
Thumb

2 S OB IS PN RBGIOCEIEBIGOIOIEEEOEIPIPNPOLYN

Date S 0 0 000600 b oSO S OSOSS

Witness Q8900800 e s 000 QBRI POIOOS

Porm R.6C

[Tote x : Omit whichever is inappropriate to the requirements of
the scheme. . '

Suggested size of form 20 x 20 cms./
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. Social Insurance Act 2209

Registration Number
TO! aeecessecnnsaveees Namo of Firm | From the Social Insurance Board
seesscsvessnrsesss Address ..;............................;
0080802080800 ' ¢P 0000000000000 000000ttt D
Your reference: c.eseescensecss Date eeovessessscnseacssanscncs

I enclose herewith Form R.5 and continuation sheets on which have been
entered the insurance numbers which have boen allotted to your employees. Will
you please note these numbers in your records.

I also enclose Identity Gards; Fﬁrms R.6, for all your employees and
. request you to be so good as to give each one his card affer he has signed it,
if he can write, x[;nd meke an impression of his right thumb in the space pro-
vided on the carg7. If a person who enters your employment in future has no
identity card, will you please complete a Form R.4 for him and send it to the
Board for action, |

Will you please bé so good as to acknowledge the receipt of these forms on
the slip below which should bo detached and returned to this office,

(SigﬂOd) AT T R R NN R Y N

SBocial Insurance Board
Form R, 7

e Et wm S en WE N A em Gm WP W WD G Ee WY MR WY A Gy W I GR EE T N wR SW N Sm S W W M mm M Gm B e WE oM

FORM R.7 (Attachment)
Social Insurance Act seeqs

Registration
Number of Firm

I acknowlodge the receipt of Forms R.5, R.6 and R.7. The Identity Cards,

Forms R.6, have been given to the employces as requcsted.

(Signed) X R sy

S'bamp Of fiTM eearseerscenceoses

[ﬁbtes. The necessary additions should be made when contribution cards also
have to be issued with this form. '

* 70 be omitted where g photograph is to be used for identification
purposes ) . .
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Social Insurance'Act s 50 s 0

Registration '
Number of Firm

TO: evsevnsesseess Name of Pirm Prom: Social Insurance Board
[ 20 BN BN BN BN BN BN BN BN N BN BN AN Address $ S0P e e " 0 P EO DR EINIOGLELERDS

[ 2 B BE BN BN BR K R BR N AU BN B 2 ® ¢ 00 00 SO LRALOEPREETELEPEESEPCEBREE

Your reference: coavssvecenes s Date ses s ncerrsesn

With reference to Form R.4. recently sent in by you for
sesecscrasasssnrensensessssy Insurance Number s.erecsscncsascny
which has now been allotted to him, should be noted in your records,

Will you please be s0 good as to give him the enclosed
Identity Card, Form R.6., after he has signed it, if he can write,
x[§nd made an impression of his right thumb in the space provided
on the card/.

(Signed) CO;OOOQQOOOQIOQQ
Social Insurance Board

Form R,7A

/— To be omitted whére a photograph is to be used for identifica-
tion purposes.

Suggested size of form 20 x 20 cmq;7
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Socigl Insurance ACt s eeeeoes

Insured Person's Index Slip

Insurance
Number

Surname in full 9GO0 0050080090008 0N PO SOEE

Other names in full $P 000 e se RIS IIENOCEOILIBEEOES Sex M/F
Mother's SUTrNAME cveesssencsesssscscssncnse [ Married
Dingle
If married woman, maiden Widow
NAME s sessvnsesscossvscnesr WidOWeI‘

Address [ BN BE AR BN 2N BN I B B BE BN BN BN BN BN BN BN NN NN Y I RN SN R B R N R

® 0000600 00000 ILEQEIEOIVNIPTIBOISPBNETLTGSGETDS

Date of biI‘th Place of bil"th * 8 0 0 0660009000

occupation LA L I I B B B KON K BN B R B BN Y I Y NN R N A

Employed by
Registration number of Firm’ ‘ l Assigned 0 seveeccsnons
' Dispensary

Name Of hquand/’Wife L R B R I I I AR BN B BN B Y B N BN R

Form R,.8

[Suggested size 10 x 15 cms./
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Social Insurance Act asses
Duplicate Registration

Insurance)l ﬂ L ‘ |l ]
Name of Insured POrSOD sesssceesseceesccasssasees Numbers ){ T[T [ LL]|

A, Records Section

The two index slips (Forms R.8) attached, and bearing the two insurance
numbers shown above, appear to refer to the same insured person. Will you
please confirm the identity by referonce to the relative Forms R.4 and advise
further action,

Signed LR N N BN I N I B R B B S B NN B B N BN N )
Index Section

DatO S0 sssscoenssneassens

Delete Bor C and D as appropriate

B, Index Section

Inspection of the two Forms R,.4 shows that they refer to two difforent
persons and Forms R.8 suitably nobted are returned herewith.

Sign@d G0 scess st eesusr ot atene
Records Section

Date SoeveveRIEN IO O N ED

Cs Contribution Secction

It has been confirmed that the two insurance numbers quoted above refer
to tho same person and Insurance NUmber esseseessese has beon cancelled, The
relative Forms R.4, R.8 and R.9 have beon noted and Form R.5C has beon sent
to the dispensary, Will you please delete the entry on Form R.5 relative
to this numbex,.

Signed S0 0PI IRIINIBOIOIOINGISIOIEOEOIRNYS
Records Section

Date $vevvevcsssncevrsenede

D. Index Section

, Form R.,5 noted as to cancellation of Insurance NUmber esecescocsssse
Will you please file the index slip bearing the other number.

Signed ®secrcscsioesbrsssscatn oy
Contributions Section

Date sePsses s LAORILIIOLY

Action completed accordingly.

Signed ooccoio...vc;ooo.'.cc-o-oo
Ihdex Section

FormR.SA Date Codve0sssatevs et
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Social Insurance AcCt .eseee

Duplicate Registration

T sevevssesssovvcssassssssssese (Name of Insured Person)

Insurance %l L e 11
Numbers )| T [T T 1 1T

To the Inspector

The two Forms R.4 attached relate to the same insured person
and it will be necessary to cancel one of the insurance numbers
and arrange that the other will always be used in respect of him
in future,. ' :

The particulars of employment which we have recorded are:

A. for Insurance Nllmber LR I B B BN D I B R R R R NN B R N N A ]

S
I
B, for Insurance NUmber sescececencssacnessonasas
A

® 0 % 50 805 5006 PR OGO IS I L PRSBG0S Pe

Will you please make local enquiries with a view to obtaining
answers to the following questions:-

1. By whom is he employed at present?
2., Which insurance number is now being used?

3. Is the record of insurable employment as shown at A, and
B, complete?

4, If not, what further employment has he had?

Will you also please arrange that the number ascertained as
at 2 above is clearly recorded by that employer for use in future,
and, if possible, recover the identity card bearing the other
number,

Your replies to these Questions should be given overleaf
together with any other details relevant to the matter as ascer-
tained by you.

Signed cc 600000000 s ettt e e
Records Section

Date ¢ % 0 08 &80 00 0« 8o

Form R,8B
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Records Section

The replies to the four questions overleaf are:

l‘ o.oqdoocc'o;l-ou.coloo-oouo000....0....00000,-..
2. "'0’.00'...‘l.o.'."..l'..ll'..'l‘.'...l.......
30 ooclt.ctv..l.tc.nt'ootcooooc.,o-uolat‘..'ontcccoc.
4" ...‘QO.....Q'.D.!QO..Ol.lODO‘OOO.QQI.IQIOOOOOOOQO

Additional Remarks (if aIly') [N BN B Y B BE BN BN AR AR B AN L B B

LI O A B I A A B A IS A A S A B R BT S BN B A SC R A B B RN S B R AN B B B B B B A B BRI N A R A N

Sigrled CRC I B I BN NI O I A B B R B
Inspector

Date o 8 & 0 0 H O oSt e oD

Form R.8B
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, Social Insurance Act esese |
| . Insured Person!s Contribubion and Bemefit Record Sheot
A.

Initial Particulars Insurance
' _— Number

Insured person!s
SUINAEME eescoasvecasosccensannss
Other n&mes 000800000 s00utsenes

Date of Birth Sesecsreveisstoree

Sex W/F Date of coming
: Iinto insurance Y N N YR
Insert X |Single | Married| Widow| Widower | Occupation seeeessesesessoases
as appro=- » ' :
priate . "Regiatration No,

of emp‘loyer tesessressrasnenuIet

B. Gontribﬁtion ongmp;gxgegﬁ Record

Contribution Cards Changes of Employment

Number of

» , Rate of| Registra~ |Date of com-|Date of | Wage
Periodj contribu< contri~{tion number|mencement of|leaving |rate | Special
tions | butions|of employer|employment |employ- | of . remarks
: : ment group :

Form R.9
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Ce Benefit Record

Sickness Benefit Injury Benefit
Paid Paid Other Benefits Special
v Paid Remarks
From To From To
Form R.9

[Notes.  Suggested size 20 % 20 cms.

Material to be used -~ fairly stout paper or thin cardboard&7
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PART VI

Section C.2

Medical Care Porms

Insured Person's Index Slip.

Dependants! Index Slip,/

Employer's Certificate of Current Employment.

Record of Employment.

Record of Attendance at Dispensary and Period of
Entitlement to Medical Care.

Medical Cage History.

Medical Record.

Application to Another Dlspensary for Medical Papers.

Transfer of Medical Papers to Another Dispensary.

Request to Record Section for Form M.C.1l.

Action Sheet for "No Identity Card" Case.

Instructions to Insured Person as to Date of Next
Examination.

First Certificate of Incapacity.

Intermediate Certificate of Incapacity.

Final Certificate of Incapacity.

Reference of Insured Person to. Hospital.

X-Ray or Other Laboratory Examination.

Prescription Form.

Medical Stores Stock Sheet.

Medical Stores Stock Sheet ~ Dispensary.

Order for Medical Stores.

Requisition for Medical Stores - Dispensary.
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Social Insurance ACt sceecoses

N&me Of insured person i.lb...o.llo;bliqi
Address 8000600080008 0000 0000800 bvevesoe

$ 080006 0068080800008 08800002PPP00000

Date of birth

Date of commencement
. of insurance Cess e esessassseanns

Form M.C.1

N N N Dispensary

Insurance
Number HIBENEENR

Sex M/F

Married

Single

Widow

Wid owex
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A'tt‘enﬁaﬁces‘ at Dispensary

Commenced Subsequent attendances : Doctor
who examined him

Form M.C.1, [Suggested size 10 x 15 cms,/
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Social Insurance Act ..voeenn

Certificate of Employment

(to be given to employee when he leaves
work in order to attend at the dis-
pensary to receive medical care)

To the seieccescoescs. Dispensary

This is to certify that ..........;..;........a...........
Insurance Number ;.......,.. has been employed and insured in
this establishment continuously since +o¢vee.... and is still
employed there. His rate of pay is ¢¢ceess. per week/month.

?ansert here A or P as below according to method of payment
of contributions,/

Signed S 4 % 8 & 8 6O 900 P B OO S S A0 O e B RO
(or stamp of firm)

Fmployers' Registration No. seveeecievaevancns

I)ate 8 0 6 6000030600088 e 00

%ZK. Where contributions are paid by means of stamps affixed to
contribution cards insert "His current contribution card
has been stamped for the period sceeecesee O soeeewooas

B. Where contributions are paid under the pay roll system
insert "The last payment of contributions which included
this employee was made ON v.eevese.. and the contribution
roll which accompanied the payment covered the period

O3 200 80 ¢ o .to oa..b.onoo.“

Suggested size of form 15 x 15 cms./

Form M.C.3,







- 455 -

Social Insurance Act ........

Application for Medical Care

Name of Insurance
insured PErSON csesvescsscssssesses number

Date of first application for medicdl care during present
illness * ¢ 5 & v o6 8 v PO e v

Record of employment within last 26 weels

(a) as_shown on Identity Card (Form R.6)

To Fmployers'

From Registration No.

(b} a8 shown on Form M.C.3

Employed DY ceevevnvvsocsssossncossns Registration No. ......
from @ 6 & & 5 9 8% 8 5 8 00 P S W 80O A4 0t B s

Rate OFf DAY teeecvsennovesesesenaesss per week/month

(¢) as furnished by Applicant (or his representative)

Emvloyer's | Registration

From To Rate of pay name Yo
N . L]

— b e e

Cémpleted DY cresecrsarssocsconssnnscsns
Reception clerk
cesseassesesssss Dispensary
Date seeenesvevscroncnanens

Form M.C.4. [/ Suggested size 20 x 15 cms._/
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Social Insurance Act +eveeeos

Period of entitlement to medical care

Insurance
Name of insured PersSOn ..ceeevieeseecesns NUMDET  laokedek i1l

Name of Doctor providing treatment ......cviciiiiveconcncsss

Date of commencee Date up $o which

nerson is entitled Remarks
ment of treatment to receive treatment
(1) \ (2) . (3).

Form M.C.5. / Buggested size 20 x 15 cms /
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Social Insurance Act «v.veen.

Medical Cage History

NB.me of Insured P_erson pooo;'.l.‘l;anot-'no DiSpenSaI’y eesren0s s cerensae
Insurance _
Date ofBirth .....".‘.',Hl'dl‘ﬂ...l..‘.llﬂ N‘mber {II J 11 II—}
Name of Poriod of Treatment “13 Diagnosis _Incapable of work General remarks
Doctor From To From To

Form M.C.6 (man)

[ Note. This form should be vrinted on a stiff paper or thin
cardboard as a pouch to hold other forms velative to the
insured person's mediecal treatment

Form M.C.6 (woman) should be the seme as Form M.C.6 (man)
but should make provision for recording the dates
of confinement.

[Suggested size of pouch 25 x 20 cmg/
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Social Insurance Act ........

Medical Record

Insurance
Name of Insured Person ....eveeeesees.. Number DERERREN

Date of Birth s.iveeeeveorevecoocasonnne Dispensary .veesevearons

Date of first
examination .eccecevccs

For completion by nurse

Hedght tviernnneneneneceonnnns /Other data as

Wel@ht oorenveernonoconnenenns Necessary/ coeeeecevceses
Occupation sieeieeecieeenans oue o esesasesssearsasebe e
Temperature +iveeeeeeeeroneess esessetassninss et tesen s
Pulse rate .iivivenecnecnncnne crsasecessosnceseconsans

Dates of subsequent examinations .eeeecocey secvorrece covoennn

For completion by doctor

Diagnosis of morbid - Whether morbid condition
condition ..iecevecencvnncsnn due to accident ...ieecvccavone
Whether capable or If incapable, dates of
incapable of Work .eeeeeseee certificates of

incapacity issued .vveeciencans

In the case of a pregnant
woman expected date

Oof confinement ..cvcevecosas ce oo ee s esena

D & 3 8 88 0 005t o N

date of
confinement .....cveveseccoon

Initially Subsequentlg

(with dates

Treatment recommended

Pharmaceutical vroducts
prescribed

General rcmarks (e.g. specialist examination, or hospital in-
patient treatment advised, changes in diagnosis, etc.)

Form M.C.6A, / Suggested size 20 x 15 cms _/
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Social Insurance ACt .veveeon

To vevveiveeieeniiens. Dispensary
Insurance
re ® ¢ 0 % 080G 800203 E e E O P B SE BSOS DS Number {l}li]}'J

Address # 0 85 008 000020 €588 06000 8 OB

This insured person is receiving medical care at this
dispensary at present, but the nawe of your dispensary is shown
on his identity card. Will you please be good enough to forward
Form M.C.1 and any other wedical papers which may be in your

possession relative to him,

Signed ‘l..v.l..'t..’lllld..ol0..0.!....
s v enennenan seessaeas Dispensary

Date ‘.0‘0.0.....0‘ﬂl"l..'l'll‘O
To ¢ ® &8 0 8 6 0 2 8 KN & s s Y 2 e s e Dispellsary
Form M.C.1 and other medical papers herewith.

Sigl’led cvaon-o-cooo-onocllo’ua.oo
lloc-n.oloc;o.oDiSpenSary

Da‘-te ® % 5 000 8 5 20N o

L Suggested size 20 x 15 cms /

Form M.C.7.
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Social Insurance Act eseeeesoe

TO tesvesasecass se2e Dispensary
' Insurance
re ® 0 0 3 6 6 60 & 0 0 DO SN EE YEN e Nu-mber ( l lJ l | ' ‘J

The attached medical papers relate to emergency medical
treatment given to the above-named insured person, who is under-
stood to have been assigued to your dispensary. The insured
person has been advised to attend at your dispensary for any

further treatment which he may need.

Sign@d I IR B B B R I I R B Y SN B A A I A N
-loi.oocloul‘n..Dispensary

Date ® 0 6 8 b o0 0B s PO LS CE S e R

/ Suggested size 15 x 15 cms /

Form M.C.8.
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Social, Insurance AcCt ..ceeenv.

Re (AR I AN S L B B 2 B B B R B I B B Y B BN B BN 3 )

Insurance Number

Record Section.

The above named person, who has applied here for medical
care, has produced nis identity card showing that he has been
assigned to this dispensary, but we have no trace of the receipt
of Form M.C.1 in respect of him,

Will you please forward FPorm M.C.1 for him accordingly.

Signed ® & & & &0 & & 0 3 6 06 0 0 & 00 PSS E S e PP
cessssesessssss Dispensary

D«'lte € 0 8 8 8 8 9 0006 0L s a9 s s

To ® 0 & & & ® 9 6 % 0 8 3 O ® a8 O H O 8 VD O Dispensary
Form M.C.1l herewith.

Signed > & B 6 0 5 5 06 & 0 4 0 B s BB U S e L P D
Record Section

Date ® 0 0 & 8 9 8 8 0 S 00 0P R BSOS PN S DD 2

/[ Suggested size 15 x 15 cms _/

Porm M.C.9.
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Social Insyrence Act ........
Applicant for Medical Care without Identity Card

Fllll Na-me Of Applicant -olcn‘oa.‘ovnpy.o»... "0'.9.00'0-00--00twmspensar'y

AderSS 8P 0000200t eRdc?PHNE IV NOAPeORNSeEORTIE InSUI‘anCG Nmber’ if
quoted on Form M.C.3

59 2P OBOBES ) Rosgse N aerPestBseeesiace

D'Ctte Of Birbh Pes s e reeser L C0 LTI a e REBIO Nalne Of m’ﬂployer LRI I BB U

Particulars of current Employer!s
or last employment., From ....., t0 sescre.n Registration Mumber s.cceceeee

qum R.4 attached/not attached (delete as necessary)

A. Index Section Will you please refer to the insured person's index and
' either confirm the insurance number quoted above, or trace
the correct mumber and complete Part B. If there is no
trace, please complete Part C and delete Part B.

Signed .'..'..Iﬁ...!"'o.l’?“.
tesrasssssessssssss Dispensary
Date S S EF PO W CHUDO SIS e NET RO SRR
B. Record Section Insurance Number[}:[I]:I]:[]refers.
Dispensary see....... showm on Index Slip, Form R.8.

Will you please prepars and attach Form M.C.l and Form R.6,
delete Part C and D and pass this form to the Dispensary.

signed e ¢ 59 0 8 P DO E R FN LGOS OOGLES
Index Section

Date GO PSPV ELPIOPNSIOIEOIEOEOLNEBSELES PO

C. Registration Section No trace in Insured Personfs Index.
Will you please register, and prepare the usual Forms
R.6, R.8, R.9 and M.C.1.
Form R.8 should be sent to this Section but the other
form should be loft attached to this form.

sig'ned ® O & 9 804 93¢ %P st Os e
Index Section

D&te S0 00000 s PP 00PN EEL S

D. Record Section Insurance Number mw.lotted.
Forms R.4 and R.9 should be detached for normal action.
Forms R.6 and M.C.l should be left attached to this form.

Signed S0 00 e sPRPPOESEOEGEBEVIOCERIRCLOIOIPS
Registration Section

D’J.te @000 00 cetsr PO eIN

-

E. Dispensary Insurance Mumber[7T7T] ][] refers Forms M.C.1 and R.6 herewlth
' allotted

Signed 5 08 0T 0 & 4068 0604 00 ane S e s
Records Scction

Date ®e P obase e 12020000t

F. Inspector Will you please see the employer and advise him of the insurance
(in new number and at the same time check that compliance is in order.
registra- Siened
tion cas@s) gne A AR RN RN NS R AR R NS R R EREE RN

O P00 95208920090 ¢Pe8 o0 Dispensary

Fom M.C.lo. . Da‘be 0Posmocreesesrsssansansoa0
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Social Insurance Act ...icvees

_ Insurance B
‘TO»....o.»......-................... anber lL{L—[L[ll

cetseeses Dispensary

You should attend this dispensary for further medical

examination On LI A B I B AN I I Y O BN B B B O B N A L

Signcd ® 6 0 5 0 8 & 8 9 2B PO OSSO NS PO e 2 e S0

Date ® 5 6 86 9 6 0 0 06 &0 s PO b OB

Form M.C.11. [Suggested size 10 x 15 cms,/
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SOCIAL INSURANCE ACT .esens

Serial Number

Pirst Medical Certificate
of Incapacity for Work

Mr., Insurance

TO ms. 00!!00...'.'l|..O...Q.l.OOIQOOIOOOQ.QOOIQNumberl li'li';.’

Miss

I certify that I have examined you today and that in my
opinion you are incapable of work by reason of seeeesseceesennne
€ 8.0 0 09 0000 0060060805000 0004080000 0B P030000 00038 F 8PP ENVIBEEINOSLENtDR

*¥In my opinion you will be fit to resume work today/tomorroy

On .'........‘.‘...l..'l..v.....

Doctor's gignature ceevecscscsassescsvnn

Date 0 0 00 0000 PG POEGEEEINOEPRS

Any other remarks by Doctor:-
B L 2O PV OB OGP PBOEORAEILOCE S TS IIPTRO QOB RISCNEN SOOI POISIVINOIBTERTROEOIERANOSEICOCTOIOSNRNOTOS

I FYENEFERNNENENENRNINNE NI NN I NN NI NI I NI R B RCE N R NS RE A BN BRI B I B A Y

*¥To be deleted if incapacity is likely to continue for at

least a week.

Form M.C.12. /Suggested Size 15 x 15 cms,/

/Fote, This form might be combined with Form 8.1/
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SOCIAL INSURANCE ACT .eesss

Seriagl Number

Intermediate Medical Certificate
of Incapacity for Work*

Mr, Insurance
TO IV.[I'S. 00...‘.'.....!.'.0...Q....OO‘.OQ!I'OQ‘.'Nl}m‘ber}L;!!’]’JM}:
Miss

I certify that I have examined you today and that in my
opinion you are incapable of work by reason of csreerssreceerenna

'FEENEENNENENNINN NI I I I I N IE RN SI BRI A A NI BN BB B S N B BE AT B B B IR BY BE B B AN BN RN BN BN R RN BN A B Y ]

and have remained so incapable since the date of the last certi-

ficate of incapacity which was given to you.

Doctor's Signature sevsssesresBeCOOCOROIRY

Date seevcocososccvocncases

Any other remarks by Doctor:-

'EEEREENENEENENYE NI I N B BECECR NI B BURY S BB B NEC I BN RE B N Y IR LR B IR S AR BB NI B B B )

'Y EEEEEEENEENRIEEN NN NI A I I N BN I I B I I BRC AN R B SR BE B0 B0 BB B BE S OK B RY B IR BN BE BN DR BTN BN AR N J

*If insured person will be fit for work within a week this
certificate should not be used, but a Final Certificate (Form

M.C,12.,B) should be given to him.

Form M.C.12.A /Suggested size 15 x 15 cms,/

/Note. This form end Form S.1A might be combined/
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SOCIAL INSURANCE ACT o.....

Serial Number

Final Medical Certificate of Incapacity for Work

Mr, Insurance :

TO bﬁ.s. .......'.OIS.."0!.’.0.'....0..|‘.....Nllmbe ;Iiil};j

Miss

I certify that I have examined you today and that in my
opinion you are incapable of work by reason 0f ceeceesvcssscss
@02 0CE 0B IV IO P OELECRLIINOPRPIEECIINOOCCIOEEPIJAIDOIOONOIObOIOOESIOEIEOITGLD
and have remained so incapable since the date of the last
certificate of incapacity which was given to you.

In my opinion you will be fit to reéume work today/

tomorI'OW/ on .‘ooooevoIOOOQ0'!000‘..00\00.0;0"00 *

Docr*cor's signature ctesescrcerensene
Date eovccocecncocsccss

Any other remarks by doctor:-
N R R R T

© 8000068000360 0806000000000 Q080002 C0DDECEIODLOEOBDOIBLNSIOIBOIBOIOEOEOPCOBIROROESDIPEOES

% The date t0 be entered here must not be more than six days
after the date of examination. -

Form M.C.12.B. /Suggested size 15 x 15 cms, /

[Note. This form and Form S.1A might be combined/
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Social Insurance Act eecoss

Reference of Insured Person to a Hospital
for Fxamination and Treatment

Insured PETS0No s ssescencensoasovsaoncacsosenacsosasece LOSUrANCEe number{}vls {IV‘ i}

Io To the seecscesvacacoscsssseenscoess Hospitals

I have seen the insured person named above and in my view he needs:
(a) to be examined and treated by a spocialist#;
(b) to receive in-patient treatment#;

for the following reason

POOVTOIRLROOBLOPQADOEIPEOIVOERBOEDOOCPLADOORLAIOCECQTBICINREEOIBOAOOOODLREORBLSS so o9 e
'"‘.C.0'0000!GG(’DQCQ..0.000.0.0..00.BQ.O.DOOOQQOQOHOQ'OOO0.'0.0....!0..0.00'00000
.OOGQOOQ.0.0G&.QQ'DO.'Q....C...O..C00.'.0.00...."..0.ao..ﬂ'v"......o.elb@.0.”05
I shall be glad to have a report as to the action taken.
Signature of Doctorescessscescceccsssnassssscrszovocss
tesecsvescssstsvscsnevossosaassessescssase LiSpensary
Datee.ssoccensesvscnsssocsssssnsnscosasnscnsecossccaons

% Delete whichever is inapplicable

IIC TO Dreoc.occooonacococc
.l..0.!060"GQQQOODOO.CDispenSary
The insured person named above has been seen and

*(a) haS been f@und to be Suffering frOMeecvconsoncosesoassvseessssnosrvsoreassnoe
and instructed to return to your Dispensary for treztment accordinglys
#(b) is receiving treatment at this hospital as an out-patient for
sececaoecaseroesnone e he appears to be Cagable* of Work§
incapable

#(c) has been admitted for treatment as an in-patient of this hospital
Suffering froma..o-............-o.: I Will notify you Of the date
of his leaving hospital as soon as he is discharged.

SignedQU..Io'.QOOQOOOOB.CI.'....QDQBQ.Q'S‘

* Delete WhiChever iB For thenaoocoonucooaou.aaaotaea.o.eoc@HOSPitalo
inapplicable :
Form MoC.lBo Date-oeoaoeoaooocooooocooooc-eooaoncsoee-
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Social Insurance Act’....

X-Ray or other Laboratory Examination

Name of insured Insurance

PELSOTL 4eevooosssvsccassssssasessseasssess Number | [iiijig

Please arrange for the above-named person or the attached
specimen, to be examined as follows:

9 6 8 6 6 0 6 60 0 0.6 08 8 6B & 6 U SO EE OB S 0GOS S AP OO LA SIS0 sereetBae

LI A A N A A I A R I A A I N ® @0 6 & 6 4 OS5 S0 BB L LB S 0Ol DP R

® 8 & 0 060 0 8 8 0 02 s 6O B 9SO B L TE GOt

Signature of Medical Officer

Date tolc000...0..‘{...0....:

Laboratory Report

Signed @ & 8 46000 0 8908 ¢ 008 e8P PO

Date L B B I BB T I N BN B BN BN 2 N BN IR BN BN BN NN )

Form M.C.1%A
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SOCIAT INSURANCE ACT .eeves

Prescription Form

Serial Number

essvcconsscnons ey ...Dispensary

Name of » Insurance
Insured PErSON seeeessscssoressocsavessosccoNumber [FITETITEL

I Prescription

Por Record Pyrposes Only

Signﬁhtul’e Of DOCtOI‘ Se0 e e U sDEess eV SIIEDOED

Date "...‘.'...9"'0.0....

II. Prescription digpensed

Signature of DiSpensSer ceesecscccecccssse

Date ssc00cosearoeneidr s

Form M.C.14. [Suggested size 20 x 15 cms,/
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Bocial Insurance Act oo

Medical Storcs Stock Sheet

Item LR S B O BN N BN BN B RE DN R BN BN BN BN AN SR BN BN IR R BN B Y BN N AN inDrﬁg Lis;t '...l‘..."...

MINIMUM LEVEL OF STOCK seeeevss

. Balance of
Receints | Issues Stock

Quantity Date of} Quantity|Dispénsary [Requisition|Date of|In hand |Date
received| receipt|{ issuecd scrial No.j issue

|
Serisl Number

Porm M.C.15
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Social Insurance ACt ee..

Medical Stores Stock Sheet

Dispensary R R E RTINS

Surial Number
Item ..000..'.........!.00' inDrugIJiSt ¢ 0 & 0 @ & O 2 0O OB SV S e L I )

MINIMUM IEVEL OF STOCK svvevese

Receipts Stock in Hand Consumption
Quantity | Date of| Quantity | Date Supply Quantity] During
- received | receipt| at end of requisitioned month of
: month serial No.-

Form M.C.154
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Social Insurance Act .,..

. Serial Number
Of Order 0!0005.010000

- Order for Medical Stores
(To be completed in triplicate)

Tos tees s v evs et v s vrRborer 0o From: Central Medical Store

Social Insurance Board

@ o9 d 0o et s e bbb 00N,

LR N B BN N LI O BN B A B 4 * v v @

I, Please supply drugs as listed below according to the Standard
Drug IList.

Signed @ 08 P 9§ O OB 009t PO HL OV I NEALEIDS
Stores Clerk

CounterSigned LI K B BN B I I B Y ) 4900 0000 v ey
Medical Officer
in charge of stores

Date ... saes ceerescenve

Item No. in| Quantity|| Item No. in {Quantity || Item No, in| Quantity
Drug List | required|] Drug List |required|] Drug List | required

II, Drugs as ordered supplied herewith,

Signed 6P P 0P P VO QEPEPLIOEIEILOEIEIERINPOEIPYE

Date L AR B A X UEE B RY B BN IR BN AR N BN N J

ITI, Drugs received,

Signed 2 N B ¢ 8 0 008 B OB L OU & OO OES Ny 9o
Medical Officer
in charge of stores

Date PP Lo 0 OO0 0P OB POEEDIEIPEDS

IV. Accounts Division, v
For necessary action,

Form M.(C.,16
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Social Insurance Act ...,

Requisition for Medical Stores
(To be completed in duplicate)

cesesceiscuscs se.ssee Dispensary

Serial Number
of Requisition ,sevieececovocosnne

I, To the Central Medical Store

Will you please supply this dispensary with drugs as listed '
below,

Sigl‘led 8 9 0 86 0 0 6 ¢ 068 0 068 06060 0980080
Dispenser

CounteTSigned @ ¢ ¥V L. O 0 8 0 L OO D G OO S P sl oo b
Medical Officer
in charge of dispensary

Date ® 6 0 ¢ O B L O 8OO E PP O NS

Item No. in| Quantity |Item No. in | Quantity || Item No, in | Quantity
Drug List | required | Drug IList | required | Drug Tist | required

II. Drugs as requisitioned herewith.

Signed ® 6L & 0 0 00 60O PO OO P OBEL NSNS PIDPNYDSDS

Stores Clerk

Date 9 0 066 #P S0 E s 09 B2OOPNDEeay

III. Drugs received.
Signed P &« D e ¢V O aS e B0 SO S SN e
Medical Officer
in charge of dispensary

Da‘te 22N NI B B R A A BN I I W I R BN BT A J

Form M,C,17
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Part VI

Section C,2.

Sickness Benefit Forms

Claim for Sickness Beneflt - First Certificate.

Claim for Sickndss Benefit - Intermediute or Final
Certificate.

Claim for Increase of Benefit in Respect of Dependants_/

Certificate by Employer in Fupport of Benefit Claim by
Employee.

Certificate by Employer of Peturn to VWork of Employee.

Reference for Independent Medical Examination.

Report on Independent Medlcal Examination.

Sickness Benefit Claim - Actlon Fheet.

Sickness Benefilt - Continuing Claim,

Sickness Benefit - Hospital Treatment Case.

Notification to Dispensary of Approaching Termination
of Title to Cash Beneflit.

Cash Beonefit History Sheet }MAN)

Cash Benefit History Sheet (WOMAN).

Local Office Action Sheet.

Notification to Record Section of Award of Cash Benefit,

Notification to Record Section of Termination of Cash
Benefit.

Notification of Neduction In Rate of Benefit.

Cash Benefit Index Slip,

Cash Benefit File,

Request to Another lLocal Office for Benefit File.

Cash Doenefit Payment Schedule.

Suspense Schedule.

Authorisation to Cashier to Pay Benefit.

Authorisation of Insured Person to Pay a Representative.

Sickness Visitor's Report.

Notification of Decision on Appeal - Disallowved.

Notification of Declsion on Appeal « Allowed.
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SOCIAL INSURANCE ACT .....s

Claim for Sickness Benefit

First Medical Certificate Insurance

Number {} 1J{Lil)

I S 6 D0 PP ORI EPDPNESOIOEBLOEISOPIOOLOEOEIPUETSDSE residing at G0 0000 PRGSO AIIEEPLIILEIEDS

(Name in full)
hereby state that I was certified on .ecevescesesses to be incapable

of work and I claim sickness benefit accordingly.
I was last employed A8 seesesvseosssnsnss 8t the establishment

Of ® 9 6000000 00 88 DO O 2N OGS OB OB O LSO OSDBDOOEEODNOSIEES and finished work there
(Name of Firm)

a‘t e 8089000080 a.m./p.mc on ® 0 6 000080000

I declare that the information given above is true to the best

of my knowledge and belief.

Impression of
Right Thumb

Signature of
Insured Person 5 0 20 00 0 0s9 b om0t RV

Date @ 6 6 ¢ 085800000 eeS

Lgﬁggested size 15 x 15 Cmg/
Form S.1l,. -

/Note. This form might be combined with Form M.C.12/
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SOCIAL INSURANCE ACT 4eueae

Claim for Sickness Benefit

Intermediate or Final Medical Certificate

Insurance
- Number }}1° r

I oo'ooococooe.noa-uo-oooocco.eTQSiding Ateessesscccoosaossnscense

(Name in full)
hereby declare that, becauvse of incapacity for work, I have not

worked since the date of my last claim for benefit, and I now

claim benefit accordingly.

Tmpression of)
Right Thumb

Signature of
Insured PeYrSOll eessesevesecscarssssnsese

Date coscocsecncncacsse

Lguggested size 10 x 15 Cmg/

Form S.1A.

[Note. This form might be combined with Form M.C. 124 apd with
Form M.C., 12B







- 477 -

SOCIAL INSURANCE ACT esesvces

Claim for Dependant's Benefit

Insurance

Number (] Iil [lll

T teversccocscccssccsessnnss residing 8t sececsececcccssccccscne
who have ¢laimed ssss 0000000 scs0esRsOsO e benefit, hereby apply

for an increase of benefit in respect of the following persons:

’
Name in Full {Residing
(Block Capitals) at

 Place | Date of Birth
of
Birth Day | Month | Year

Wife

Children 1,
2,
3
4,

Date of Marriage eeeeveccscscccccane
Place of Marriage vveesesocecccascoe
I hereby declare that the information given above relates to
‘my wife and children who live with me and are dependent on me for
their support. This information is true to the best of my know-
ledge and helief,
Signature of Insured PErSON sesessscscscsosccsccnns

Date 20 00000V PSP OSOOERISTREDOEEPOES DO

Impression of /Note. This form will not be needed unless
Right Thumb specific increases of benefit are to be
provided for dependants./

Form S.2.
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Social Insurance Acteseeses

Certificate by Employer in Support of Benefit
Claim by FPmployee

To: ..n..;...............(Name of Firm) Fr'Om: oeseecscesecesesavcsscocosptses

0ffice of Social
Insurance Board

vesssssenssrsssesearssssss(Address)
Employer's Registration Nos seceecesance Date seasssnvese

Will you please furnish the information requested below with regard to the
employment Of cossavecsecscasenceveescecssecsocsoraosssesccrsoarncsnsscscoscsts
BAATEES eacavosssasrssansnsssvosorsssessossssssnsesttonsassasssssasssssscsvescess

Insurance number ELL.-L-I- -\L lu[:!

who has ¢claimed cevssevescesnccessssasssersnsss bonefit and is understood to

have been omployod in your establishment up tO eo0vececsvvsarassvensvessecosesocn

B8 erecrrocnniotirtitanranoeien Signedloo-oaoconoo.oooo.o.ooconoooooono.

Social Insurance Board

To _the Social Insurance Board
This is to certify that the insurcd person named above:

{a) has been employed in this ostablishment continuously from seseeesessssccese

the rate opu il W wesley Tttty during which he was paid wages at

(b) has been absent from work on account of %%g%ﬁﬁﬁ%%z continuously since the
latter date;

(¢) has been or will be paid wages at the Tate of sesesesesss & wook during
the period of absence from work up to and including secevevessses (insert
the last date for which wages will bc paid if absence continues); and

(d) has had ceseesensennsses contributions paid in respect of him since the
last [ﬁbnthlx7 period for which a [monthlz7 contribution roll was forwarded
by me. .

I certify that the above statements are true to the best of ny knowledge
and belief and I assume full responsibility as to thcir correctnosse I also
underteke to notify the Social Insurance Board within 24 hours on Form S.3A of
the return of the employce to my employment.

IMPORTANT. Employers who furnish Signed........-.........-...........-....
incorrect information with regard Y ’

to their employees render them- Designa.tlon....-....u.........._..u...u
selves liable to serious penalties. Employer‘s S‘bamp....-....‘...n.-....u.n

-Form 8.3. Datettclooooovocoocooo-u-.oo'oooc.ooragco.
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Social Insurance ACt seeseos

Certificate by Fmployer of Return to Work of Employee

To the Social Insurance Board FIroll sesecsoessseecsss (Name of
' firm)

LI B S A R A A A N N ) (AddreSS)

®Sss0 000 desevse e (Employer's
Regigtra-
tion No.)

Name Of insured PErSON csscessosocscsorsosecrssossrscsssnesessnsssnes
Insurance NUNMDET cesveossssvssecosssossrssscssssssossasrsscasosssssses

With reference to Form S.3 completed by Me ON eeeeeesnsonscne
I hereby inform you that the above-named employee returned to

his employment with this firm On sevevvescssscecsssevscsss 196 o

Sig’T’lCd LA IS SIS NN B Y S AR A IR I I I SR SR S B I

ROSignation terevsereserssers et s e

Stamp of firm sev b e e s seensescasePeeBeY

Da-te L2 LY BN I B I B R B B B B N B B BN BE A N

IMPORTANT: Enployers who furnish incorrect information with
rcgard to their cmployees render themselves liable
to serious penalties.

Form S.3A /Suggested size of form 20 x 15 cms./
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SOCIAL INSURANCE ACT ...

Reference for Independent Medical Examination

Dr SR 00 0eQPPOPPISPPIPOIBROISBROEOSIOEIETESPOORY so-ictoocooocao.oDiapensary
Referenco by R ! v i

sesssessssssanssrssevesncssssrens oCial Insurance Office
(Delete whichever is not appropriate)

——— e averanae

Particulars of Case: Insured Person's Insurance
N.ame 0.0.0'l!l....l...'._'.....OC. Number

Address e P B 00RO ENESGINOELIEERIIOEROLIOLIOY

05 08 3800800060 sCE SOOI IPDR

Date of Nature of
Bj.r.th & 6 6.8 000 80 B 9o Occupation B..i...l....lﬂ.l

Certified to be incapable of work by reason 0f svecessossscrvee

OP 56008 CDCE 05880000000 CQC0 80000 00O0CCGCO0OINIEOEEO6J0O0PSECOOSASIOSIIONOSGEOSIBIEOIOIEPOETETDOTTDS

during pEriOd fI'OIn O P OO N OEYNOLOEDSLL e D&te Of 18.5"6 oCcCOP OO PBDODOY
' certificate

Partidulars of | From To Cause of incapacity
earlier periods
of’ incapacity
within last 12
months.

Any other relevant otoolooaoaoaoogv’oo-oo.-a010000000'060090.000;00;
details including

...?00,00(‘0._’.0.00'........lOO..,....O..Q.Q-....Q..

reason for refe=-

@9 5000 88000 @SO0NE S80S0 SO0 D CEOIN GO SOINIIEOILESEPIOEILEENOIDIS

rence,

To :Dr’ ® 000009 S0CAas e eCEE SOET OSSO DOSSSN

You are requested to examine the above-named patient and to

furnish a report on Form S5.44A. as to his capacity for work.

Signed..o......o.-o..o.--.....

--o.e.-e.e..oao-.aniSpensary.

)

)

)

— )
)

)

........a.o.......asocial In'
gurance Office

FOrm S.4. Date S 0 QP QOO OCLsPRS NS
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SOCIAL INSURANCE ACT seese

Report on Independent Medical Examination

Dr‘..'l.......'.'..'..ill!', S ® 0 55 0008 0080y 8RNCS Dispensary
To

.00..0000!000.0.000.0..C!CCQCO'OOSOCial Insurance Office
(delete as necessary)

Name of Insured Person "o P enssNstes s ssssenbtae e Insuranca
' Number([ 7 J 1 1] f 1]

Date of Examination ®socaansasesesnbsasens e

I have examined the above named person and in my opinion

.l'0..0..0.‘00.."0.!0.0'O*

Add any further remarks (e.g. as to diagnosis, further medical
examination - this would apply chiefly to references by Medical
Officers)

.OC.0.0..00.l.'..l...l'.‘.a..lI..!tll0..'0..0»..‘..!.‘000080....

A copy of this report has been sent to the Social Insurance
Office/Dispensary.

Signed ® 0 0 0450 00600 0008 &0 0RO OeSOEAINENYSE

Date 0 00 9% § Ee O eI LEePONROtONeP LD ODN

Form S.4A.

*/NOTE: The report should be framed as far as possible in
standard terms so that there should be no
misunderstanding as to its meaning, e.g.:

(a) He is incapable of work.,
(b) He is not incapable of work,

(¢) He is incapable of work at present, but I
should like to see him again 1n ......s weeks
time, 1f he has not before then been certified
to be fit for work.

(d) He is incapable of performing his normal
occupation but I think that in view of his age
and experience he 1s capable of work as a
esescscscnsssnssaneas ab Once/after a periOd
of training.

(e) He did not attend for examination for the
following reason (if any is giveN)eeseecsones
cseeessesses = Lf no reason is given, insert
YNONE" .

If this is done it will help in the preparation of
statistics as to the general results of the examinatim
arrangements as well as indicating the course of
future action/

/[Suggested size 15 x 20 Cms)/







Delete A or B whichever

- 482 -

does not apply

Social Insurance Act ....

Sickness Benefit (Claim - Action Sheet

Name of Insured Person ............... Insurance Number rTI[ Il}fl
Da‘te Of Bir‘th ® 9 0 5 2 00 20 o e N2 0 B0
Date of commencement of incapacity e..eeeeeeeeceaconnns

I. Record Section

Attached for consideration is a claim for sickness benefit

on Form S.1. made by the above-named insured person.
FOIMS seeteceenncsssscassnsssnsssneassss are also attached.

Form S5.3. has been sent to the insured person's last
employer.

Signed 8 2 e 00000000 B aOePIPLEESE® o0

eessees Dispensary

e *» 0 s 0 0 00

Dat@ .oo»..o."'...oo...."..

Social Insurance Office

IIO (BN EEEE R RN

A. It has been confirmed that this person had satisfied the
contribution condition for the receipt of sickness benefit
at the date of commencement of incapacity as shown above.

B. It has not been confirmed that this person hag satisfied
the contribution condition for the receipt of sickness
benefit, According to the information received he wag
only employed in insurable employment AUTING seveeeocees
weeks within the 26 weeks immediately preceding the date
of commencemont of incapacity as shown above,

Sigl@d ® 9 6 8 0 08 5 % 20 0 BN OB SO RS SO
Record Section

Date ® 5 6 0 & 3 85 B GO S RN A BSOSO

[Suggested size 20 x 15 cms./

Form S.5,.
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R Y10

Social Insurance ACt +ee

Siqkness Benefit -~ Continuation Claim

Name of Insured PersSON eecececesecseceaness Insurance Numbe 1’] [] ‘l

To .....J.....;...;.., Social Insurence Office

Attached for consideration is 2 continuing claim for sickness
benefit on Form S.1li.. made by the above~named insured person.

The person has been instructed tc apply to your office for
payment ON seeetisercorcs .00 .o

Sig]qed 3 9 60 0 00 00 @ s s b-B OO OB SRS

seeseesesncsss Dlispensary

Date @ 8 5 & 0 0 &8 8 0 8 5 b 8 OOV ® o 0 @
/Buggested size 10 x 15 cm§7
Form S.5i. : '

Ty - . N R R R MM TR B e e ek B e = T SR Y
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Soctal Insurance At sesesosess

Sickness Benofit ~ Hosoita] Treatment Case,

l- TO the (R I R R I TR S R SRR N Y S S S I ." [ ] H05p1ta‘

Re- I EEEEE o-; “ 0.0 8800 ; o0 o s w (]ﬂsured PBPSOH)

Insurance Number J

HﬁmeAddressllII.......QCIQCOCCDC.I...

With reference to Form M.C.13 completed by Dr. v v v o 4 v ¢ v e 0 s s 0 s 0 s 0 o4
ON s o ¢ o ¢ o0 00 s o0 s inrespect nf the above-named person, it is noted that the
nsured person (a) 1s recelving treatment as an out-patient at the hospital and appears
to be incapable of work; (b) has been admitted for trsatment as an in-patient,

(b) shichever is
licable

Dalete (a) or
inapp

As no claim for sickness benefit has yet been made by the insured person, will you
please be so good as to arrange for him to complete the enclosed Form S.1 and return
the form to this offlce as early as possibla,

This clatm wil} in due course be referred to the lacal Sactal Insurance 0ffice at
6t e e s s v e e s e eeeeesssand, {f the person will be unable to attend at

that office to receive payment of benefit, will you please ask him whether he wishes to
nominate a relative to attend there to receive payment on his behalf,

Signed v o o o 6 0 0 0 0 b0t s b s b e b 0 e 0
e e s e s e s e s as ; + s ¢ oo o Dispensary
Date o o o e o e 00 0 0 s s e s 0t b b0 s

.  To the , ; C et Dispensary

Form S.1 completed herewith,

A, The patient will be able tq attend thq Tocal office to recelve payment of benefjt.

B, The patient will not be able to attend the local office to receiverpayment, and he
does not wish his benefit to bs patd to any other person,

C. The patient will not be able to attend the local office and he desires payment of the
benafit to be made to

De]ete the two which
are not appropriate

® 4 84 & & 2 6 5 6 0 8 0 0 b s 0 ¢ o Of ¢ & 0.8 % D 6 0 86 0 8 6 & & 8 6 P H s 4 s s .

(Namg) (Address)

WhO ‘s his o 0 8 b 0 0 o;a & 06 &5 4 & b 4 6 0 b 0 2 2 e 9 s v

(Relationship to insured person)
signed ® &6 3 & 4 8 & % 9 & P W 86 0 0 b 2 s
R . o-n-i . hv@.o HOSpita]

Date s o o ¢ ¢ e e o b s e e i s s e s a0 0w

Forn §.6.- L Suggested size 25 x 15 cns./
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Social Insurance ACt oveees

Notification of Terminal Date of Cash Benefit

Name Of INsured FEIrSON seeececcssscccsensasessse lhSUrance;
; Number ]

TO seeeeeesenssnsneesss Dispensary

The above~named insured person is at present in receipt of

sickness vpepefit.
maternity

%%% title to this benefit will, in the absence of unfore-
seen circumstances, €Nd ON «.eceevsesesesssvsssscsscscscsseccns

Signed 9 @ 9 6 8 068 865 60 % 009 PSSR OSSN
sesvesesesess Local Insurance Office

Date 9 &0 0 8060 b))

/Suggested size 10 x 15 cms/

Form S, 7
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Social. Insurance Act c.oeceses

Cash Benefit History Sheet (MAN)

IO Name Of Insured Person LR B NE B BN Y BN AR BN RN B N N ] Insurance

Number
Date Of Birth Cegrse0eveonrn e
II. Sickness Benefit Periods
Bogan Ended Nature of Duration Special

Incapacity | Weeks | Days Notes

III' Funeral Grant Paido Date Of Death 6@ gt P b sGNNI OENB LD

/Suggested size 15 x 15 cmg/

Form S.8.

/Note. 1In view of the extent of the use to which this
form will be subject, 1t should be printed on
fairly stout paper 7;

&
Pl
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IV, IEmployment Injuries
A, Injury Benefit Poriods Disablement rensions

'”i\ " Duration {Special Percentage Special]

Began | Bnded ¥eeks | Days| Notes Disability From Notes
B. Survivors' Pensions

g?{:ihOf 90 0 040 0 20 0 = Changes in Depende-r‘lcy

Pension awarded from Date Addition Deduction

For LR L R Y I I I A ]

Porm 8.8.




II.

III.

Iv.
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Social Insurance Act +eeeveo

Cash Benefit History Sheet (WOMAN)

Name of Insured PErsSon v..sveeeeeees. ..Inaurance
Number {11 ] 11]
Date of Birth 2 06 0 0 0% 0 0 9 00 0
Sickaces Benefit Periods
A . Naturc of Duration Special
Began Ended Incapncity [ Wecko | Days Notes
Maternity Benefit

Date of Actual Benefit Paid

Expected Date of Duration
Confinement Confincnent From To Weeks

Days

Funeral Grant paid.

[Note.

[Suggested size 15 x 15 cms/

on Form 5.8 as to material/.

Form S.8A.

Date of death ®eesseonssteRIPIBOIBOOBOE®

This form should be a different colour

from the Man's Form S.8. _See also note




Employment Injurieé
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Injury Benefit Pariod

Disnablencnt Pensions

Began

Iinded

Turetion.

Weeks]

Daya

Special
Notes

Percentage
Disability

Fronm

Speciall
Notes
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Social Insurance Act o4

Sickness Benefit
Local Office Action Sheet

Insurance-Number' 1L [ ‘ 1 ] )

Name of (M |
in’ured (MTSQ 960v0crbscesonssscssses Local Social
person (MlSS Insurance Office ceseesesssssnscsans

Date of Birth tnesecoecpaunrtRtitseRsS

L.
2o

3e
e

6

7e

8,

Date of commencement of incapacily ececesscsoscreserea

Cause of inC&paCity 8000000600060 80000C08 0TS
Has Form E,2 been received? evessesscssess /Enter Yes or No
Date of receipt of claimn Sasess20pescceesos
(a) Normal rate of Wages Or wage group
per. week
(as uhown on Form S 5) gesscentoesvese /per month

(b) Wages paid during absence from work

er week from
(as shown on Form S,3) o neersnenesas, JREZMOOK chveeee

per month 10 osveeees
Contribution condition aatisfled ssessssesesss /Enter Yes or No

If not number of weeks of employment in the
quallfylng perlOd? . rescsenvesoans

Claim disallowed Form A.SA sent on R

If incapacity commenced before date of claim is oxplanatlon for delay
in claiming satisfactory? seeeecesoses /Enter Yes or No

Claim alloWed a8 fromv.........o.....
after allOWing for waiting’periOd secscrasenseccne 0 ssensevranccce

Record Section nobtified on Form 3,10 0N cusesescevsnnsa

Rate of 5en¢fit allowed, Full weekly rate

as determined on

# If the rate of wages paid rate of wages

exceeds the full rate of Lesg: weekly rate of
benefit otherwise payable, . wages paid

no payment of benefit will during sickness®
be due and Form 4,104 should:

be issued., Ad justment during

hospital period

Net rate of benefit duec

Prep&er by-oooouooiocnnn Date eeconvcecss
Checked by tepcevrsessse Date sccccssecs

. Form'So9

[guggested gize 25 x 20 cmsg7
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of title to sickness benefit

e 0 8 v 0 5 ® 8 s 0P

9, Date of termination

10, Record of Payments

Entered on

Period of Benefit | Weekly |Amount | Prepared| Checked
e rate of|payable by by Benefit
Frori | To| Weeks | Days| Benefit Schedule
Numher

11. Particulars of any changes affecting title to or rate of
benefit, [3 g. cessation of period of entitlement, considered
to be no longer incapable of work, disqualified under the rules
for receiving benefit for a certsin period, person enters or
leaves hospital, or payment of wages by employer discontinued47

® & & 0 6w 0 5 P VL P IO S 0060 4l

‘OO.".‘.5OOI.'.'IO".....C.........

LA AR N IR A O N BN B R I I I B R R AN I I I T R A R A A I B Y B A R NI A A 2 I R B R N R R S B I R )

New rate of benefit seveeesnseecerseaes 2 week

Disqualified for period ..cvevevecens..

(
:Dele-be asg to ¢ & 0 9 b e s 2w

necessary

5 Clair disallowed as from

termination of entitlement on . evvereecnsorennnss
Form S5.11, A,10, A,10A" or A.10B sbnt

(delete three not appropriate)

12, Record Section notified on Form S.10A of termination of benefit,
including cases where person becomes cap%blb of work before
entitlement ends.

Signed .......

L IR I R A L A Y I ]

Ch@cﬁke(‘}-....‘..."

* e 0 s 0 08T e e

Date -

& 4o s 005 002 0000 400 00

Porm S.9.
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Social Insurance Act seceevee

Notification of Allowance of Cash Benefit

Nome Of INSUTEl POTSOY seseseesecassesosesss ILnsurance

Number -[1‘IJ_II i

Record Section

Benefit has been allowed in the case of this person
as follows:-

( Sickness Benefit 08 FTTOM 4eeerevreroossconosss
Deégte g (Walting days seveeeesoosetO covsonnss)
Necessary( Maternity Bonefit as £rom suveeeeesorovsvoense
% Puneral Grant. Date of Death ..;......ﬂ.....

SignOd O.'.‘.O.IO..".l"..;....l.l.‘
-u-cc-ua---rcooooaLOC&l Office

Dﬂ1;(3 8 0 8 0 ¢ v 0.0 0 00 ¢ ¢ 0 0 ¢

Form R.9. noted

L I I N B B B B I I I B B I I A R N R N )

Record Section

Da‘te L 2N I BN B B IR Y BN I B N BN )

/Suggested size 15 x 15 cms/
Form §.10.
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Socinl Insurance Act ...0000

Notification of Termination of Cash Benefit

Name of INnSured POYSON .uceveesessessessscsses LhRSUrance

MMmer[lI [li 13

Record Seétion

With reference to Form S.10 Sént O v.evereveesss, title to
benefit ended on +.evveeecevess for the following reason.

LI I I Y I N I Y B B BN BN B B B BN N BB B AN J

In gickness cases, nature of incapacityeseecss
Code NUMbETr escesccecnns

Signod TR R R NN N B A JL Y N I I B B B N R BN

0-ooo'l-oocooilO'LOC€,’L1 Office

Da‘to ® & s 9 8 0 4 s e

Form R.9. noted

Record Section

Date e e s 000900

/[Suggested size 10 x 15 cmg/

Porm S,.104.
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Social Insurance Act sevvesen

TO .O...O..II0.00.'.".!.."'. Insurance
Number

ot

LA B I B R I I B R O R R e A R A A A N I I B S )

With reference to your claim fOr e..eveoeeeeses benefit,
the full rate of benefit otherwise payable to you has been

reduccd a8 frOMm sevvevrecensse DY seecessenress & week because

........l‘..'4I.l...".0'.."........0...."..l'.”..ll'....l.l

[insert reason, e.g. you are in receipt from your
employer of ........ & week during your absen¢e from
work, or you have been under treatment in hospital

since that day/.

(Sigrled) PO 8 S 6 P OO PSP PO SN NN DE NPV
for the Social Insurance Board

Dﬂte ® 9 0 4 8 0 0P e N O 0PSSO DN

/Suggested size 15 x 15 cms/

| Form §,11,
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Social Insurance Act cesecees

Cash Benefit Index Slip

Insurance

Name of Insured PerSon sseseecesesssosensssessss Number[] TTTT1 T 1

Address ".'.'...'..‘..‘.‘...’...’..........;.... SGXM/F

@ 000 80 7 ¢ P OB OISO R SOOI EOEEET OO boD

Benefit file sent to ........................;Local Office

On O...‘.'..“."'0.'00'.'.0.

[Suggested size 10 x 15 cmg/

Form S.12
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€1 wmrog
To_be folded —
along this line A B o : D B
, Mr Insurance Number
Surnamas , - Mrs |-
(Block Capitals) Miss | }
Other Nanmes Stamp of Local
(In fu11) Insurance Office

/Suggested size when folded 15 x 20 cmg/

Form S.13

-[N-ote. This is the design of the outside of the benefit pouch referred to in
the note following paragraph 673, Cn the inside of each half there shoul
be a pocket to hold the benefit claim paversg/
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|
|

Social Insurance ACt ..coeeea

Application for Benefit File

: Insurance
Name of Insured PerSON .vseesessseasesessssees Number

by

To ‘..IOQD".l..',l..l!’v'.QQl.IO Local Insuranceoffice

Will you please forward to this local office the Benofit
File in respect of the above-named person, from whom a benefit

claim has been received in this office.

(Sign‘ed).................‘»......o».o;o-

oo.o-o..-........,LOCB-l Inﬂmnce Office

Date LI I A B I B Y K B B B N R B B B B L B I R Y BRI I B BR B

PO vevvereenveersennensnenesss Local Insurance Office

- ————— Y

Benefit File herewith

(Signed) LI A B N AR 2R 2R X B BN I O B I T BN Y N I R I BN )

erseesvesssrsessss Local Insurance Office

Date LR N R N B A L I B B I BN R B N I BN BN R B N Y I R A )

/Buggested size 15 x 15 cm§7

Form S.13A4A.







Social Insurance Act .e.e

Cash Bencfit Payment Schedule.

Schedule

S8 s0ecersrseevecccessesRe BEnefit Number S00000Gs0INECLEISITOISNISGIINSITIEOIRS

' . | Date of Preparation
soscesconcssecsencnctancne Loca! Offlce Of schedu‘e SPAasBOGLISEISISIOIIDOEOIIBIOY

Number of Name of . : Acknculedgment of

- . Insurance Particulars of payment .

Entry Insured Recoint of
Humber

R Amount Stated

From Te Amount <
(Signature or
thurbprint)

Remarks
Persan

- g6v -

Total

Payments fssued as shown above
Signeddi..-0.0“.“.“...“.

Cashier
Fora S.14

Date seesesesssanesoens







POOCOLRG9098008000 00 Bencfit

-.--.0;-0.00-005.000 Local Office

Soclial Insurance Act eeeences

Suspense Schedule

Suspense

Schedu‘e Humber 2809088400000 00080.0

Number of Name of lInsured Insurance Particulzrs of Payment Acknouledgement Trunsferred Expiry Remarks
Entry person funber ¢ "”'T of receipt from date
rom To Amount Sianat d .
(3) (Signature or Schedule (8 weeks
thunbprint) Number after date
at A)
{
~
Vo)
O
1
Tatal paid i
' Payments made where receipted above.

Form S.14A

Cther payments not claimed in time.

Signed '.I"O‘......‘.‘..O........l.

%te P Y Y T I T LTI Y Y T Y Y
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Social Insurance Act ¢eee

Egte for cashier

Name of Insurance
Insured Personessescessssssses number !

a.....,,gg.,.qg.Benefit due

mount .‘..'....‘..."_.__..
Schedule serscscssscrane

Entry LRC IR SR S N B B B B B N N AN

Signed e s 0o s 0 st dBDOOBRTIOOOSTCTDS

Date Sses e pgets s

/Suggested size 10 x 15 cms/

Form S.15
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Social Insurance ACt ses

asuthorisation to pay a Representative

Insurance Number

I hereby authorise you to make payment of

m}r bell(gfit to © 0% 8000606040000 CPPOCLOEROREINBREOLIESEAESLODN

(name )

of $ 0500 000080820000 EROsIOELILRRSIOOSISIOITSOEORIRRIESDIIE

(address)

WhO iS my RN EE R R EEEEEE N XN I RS AU I B I AU L BN BN AL A B

(state relationship)

Signature of
insured tessesscrienann
person

Date '00"0'..'....7.....'

/[Suggested size 15 x 12 cmg/
Form S,16

Impression
of Right
Thumb
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Social Insurance Act ...

Sickness Visitor's Report

Name Of 1ﬂSUP8d pErson POROLIRIPOEIPPICOIFUIRTENOEDOCIPIOT

Address ceecon.

CRB80006B8IINNEGL00400VI0D000P000COCRSSESS

04809900 CICRCIVROCINDIBRININOOCIPIORODIDOGEOORNBNITPS
Incapacity commenced cessssenesaevarsansvessnos

Date of last cortificato vuveeereseesaccncoscse

To the Sickness Visitor

eosasessossvseassllocal tnsurance 0ffice

REREEEN

Insurance Number 1§

Cause of

inCHDaCity GPEPPLAGRINPVITIIIIISIORIIBVIETCIEPRIOGTS

1t is desired that a sigkness visit should be made to the above-named person for the following reasons:

U BB NGV 00060004000008000000REBIORICINAINIINEcRiecsPocttoircdassssiecioatesteeaisaironedtrtvrpeddisdese

PO P PIDES090600CN0000 PN PICOaREs 0P oP ee0netscidatcasestIoneiocednoruetseortectocssotastenisssrersocrnded

Wil you please furntsh a report on the form below,

Sickness Visitor's fepart

Date and time of visit,
What was the insured person doing at the time
of the visit? _
If he was working, what work was he doing?
What 1s his normal occupation?
When does he think he would be fit to resume work
for an employer?
Has he work to go to when he ceases to be
fncapable of work?
(a) If he could not be seen because he was not at
home at the time of the visit, where was he?
(b) Is there any reason to think that he was at
work at that time? If so, particulars of the
empioyment should be given, if known,
(¢) Is 1t possible that his abscnce from home might
retard or prejudice recovery?
Is he following the doctor's instructions as to
medicine, diet, rest, etc.?

8.

Additional remarks as to the insured person's gencral

Signed GPIOPOINIROOIIVRIIIPIIPORCEIGSIOIOINIOPRISISREISD

Date A R X R N Y R RN R R R R N RN R R R AR R A A

Reply

PO EPCEORIIPPNPOPEIREINBODITONIRGIIIIRIOIPOIRNEROIORIIIOIDDIS
CISCECPNNBOUOENEPORPICOETROINRNRB000080040000080000C000%
B0 E0 NS00 0P0CCEPLDNIIIRISOR0 COBOINOIDIEIITERSIS
000000000000 RIRsN00C0ICIisvassvrvIcEstoievessscsinnacoe
S0P N BN PORRASTEPEITERClNOORPOIORNBOOCORbROOPOISCERBIITSTY
B0 0E0000008000000 0000600000080 08b800P00CPRECL0000CRS

QMU COIEEI0ENCTPINNINREN L0 ECIPRORINTPENAEIPELEPIRQEREIS?

B FE 00600000 20008900800 DIPRIEVELIsIINISITIRIGISIIRINEISIIDES

GPPPBIONBIPILPLPOLIIOPIDINNNREIIsDNGEEO0RANGERITRIORIOINS
B8P 0PPPCE 0 2E0B 000800080 PAEEBRNN0RIRIRRGRVIBORISETSS

SIPEEICONIIINPNOIRORENPOIB00ENRIEPOIPOROIRRLRANROIINRIRIIE

condition:

08000 PROCENOOTIRINNOCIBOBULBDICPLLI80POUNECRIILICDOOOVEENBOENINETEINOCEOIRRINIRIIINRIBIIOEVD00000800000030000F

QUBSGIDINGVT ARV RPLOPPENP00COETIITINENRIILINIONNIINIOCRNIONROIPRARNINNSNNRODPOOIBOORPURIVETRIRVIDIIIDOO0TREOOPIINS

CPFIDE0CIECOECOPPIBIREEIOORIESC0E0000000R00R0TRICERIRINADRCYNIIIDAGAEIID0IOEPONIoNINOEOEEVISEROEcOOUIOSIDLOROIIGOIVYGSYS

Forn S.17

Sigﬂed 008000500090 000000 0000008000060 08200

Sickness Visitor

Date .-.v-no--co;-oonocoucvo-.c-o'onootno-o

/Suggested size 25 x 15 cmg/
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Social Insurance Acte...

Notification of decision on appeal

TOo-ooc-o.a....-oao.o..qono ) Insurance

Nuwber [ J PP L1 L

Address ..ootbaoo;boocooiol

C.O..’..C.......IQQ

B e s eBsssPVOEOELEIPIILGOETDS

Enclosed herewith is a copy of the Local Tribunel's
decision on your appeel, which, as you will see, has been
disallowed.

Signed...oa....-o-.oooooyo-.

vessasssssesesslocal Insurance-
Office

Date Q’.".‘..O.

/Suggested size 10 x 15 cmg/
Form S5.18
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Bocial Insurance Act....

Notification of decision on appeal

e

TOeseseesssencenscesssanonnss Insurance Number[ T T 7 | 1 | | |
Address 6 & 3 095 6900 3RS OGENTS |

0 0068 LELOEB SOOI DN IS

Enclosed herewith is a copy of the Local Tribunal's
decision on your appeal. 45 you will see your appeal has
been allowed to the extenticieiiseerscescensscrsessasennnae

and accordingly youl should.ssesescocssonssrssssssssosnsnos

® 0 ¢ 0 8 00 808 56UV B OGS EB GO EE A0 EE 6Bt IDELIIIBENELOENPLSOLDS

Sj—gned‘.9.........!.....'..

essasesssesss Lncal Insurance
Office

Dateeseeosssassssosnesoscons

/Suggested size 15 x 15 cmg/

Form S.184A
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Section C.2.
Maternity Benefit Fprms

Certificate nf Expectatimn of Confinement and Claim for
‘Maternity Benefit. '

Certificate of Confinement.

Maternity Benefit Claim - Action Sheet.

Local Office Action Sheet.







Serial No. Social Insurance Act cceoeono

Certificate of Expectation of Confinement
and Clgim for Maternity Benefit

] s '
TO teevrvcoovoscancononnonsnnseas Insurance Number : i { t

I. I certify that I have examined you today and in my opinion
you are pregnant and it is to be expected that your confinement
will occur on ........ voevee JAY erienerssesss month ...... year.

In my opinion confinément care should be given in a maternity

hospital*,
Any other observations by the ....ieeerceonsosteoesoccse
medical officer or midwife S
Signature ... eecnrocernnsccsosons
Medical Officer/Midwife¥*
...... essessse.Dispensary
% delete as necessary Date .teovevvsccconsses ceecasen
II. I hereby claim maternity benefit in accordance with the
certificate at I above.

I coased wWork 85 .cvceocovncooons seesseesss.al the establishment
Of tieiieteiencensocenosnnssees ON sovenssonosonsococannssscnos
I do not expect to receive any wages or salary from my employer
in respect of the period for which beneflt 1is claimed.
Signature

of claimant ....cecvosovonsonnecans Impression or
right thumb

Date €t 8 08 5 9 6 Q06 & "B 20606 608 8" BE SO 8 SO NN

Note: Maternity benefit cannot be paid fer any period earlier
than six weeks before the date of expected confinement as
certified by the medical officer or midwife, nor can it be
paid for any period prior to the date of the certificate
at I above, or for any period during which you are working
for an employer ar for which you are in receipt of a wage
or salary in excess of the rate of benefit to which you
would otherwise be entitled.

Form M.1,
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Social Insurance Act Cerrenen

Certificate of Confinement

Serial No.

TO LR 2R B BN B K X IR DI BU R IR BRI RN B B Y B N R B B B ) IHSUI'ance NU.Uﬂ)SI‘ | l

I certify that I assisted at your confinement which

OCCUTrTOA Ol eesvvecoscossnaansos

L I I I S I I I Y Y I R I B I TR I B O I I BN I T I B TR A

Signature .....'.'.'l'..l.l'.l..’
Medical Officer/Midwife

creersesessssDispensary

Date @ 6 5600000008000 b sV

Any other observations by the Medical Officer or Midwife

@ 6 0 0 8 8000 PO 0L I OO SO B O 2L UG NL I NN EN PO SN YOI bEESRNIEE N
® % 5.0 065 0 009 8080000000000 0P DLONOOLOOEL PO REOIL OO D NN EN BSOS SS AP
LI BRI B B B BN Y N N DR BN Y B R RN B N R R I Y R I B B AN B R B R R R R Y

5 860 08869006000 0880 e

O 0 6.9 59006059090 568 08 00 0003 e B OB OO IS OO0 N SO P LSO DS ee b

/ Suggested size 20 x 15 cms._/

Form M,2,







Name Of‘Insured Person 0.0.lnol"...n.ool.t.'ll.‘ '

Date of Birth ® 5 & 40 065 80000 000000 E eI ROOIGES

Expected

Claimant
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Social Insurance fct .....

Maternity Benefit Claim - Action Sheet

Insurance Number

date of Confinement ...vieeeecosvensosns

has been instructed to call at Local Office on ee.eeveas

for payment. '

I. Record Section

Attached for consideration is a claim for maternity benefit
on Form M.l made by the above-named insured person.

Form M.C.3 is also attached (delete as necessary).

Form S.3 has been sent to the insured person's last employer.

Signed 9 0 0 ¢80 0 &3 0090V 0SS sen

vessessssssss Dispensary

Date ® 50 60 & ¢80 OGSO OOIE OIS

ITe soeecesesssoossssses Social Insurance Office

A,
83
g5
B.
Al
(o]
< &
Q
[0 e]
B 5
o
9B
Q

Form M.,3

had
It has been confirmed that this person will have
satisfied the contribution condition for the receipt
of maternity benefit at the date six weeks before the
expected date of confinement as shown above.

It has not been confirmed that this person has satisfied
the contribution condition for the receipt of maternity
benefit.  According to the information received she was
only employed in insurable employment during .c...e.cccee
weeks within the 52 weeks immediately preceding the date
six weeks before the expected date of confinement as
shown above.

Signed ® 0 0 0P OO 0 O O & B O 6P PSP OO NG OO
(Records Section)

Date e 5 0 0.9 ¢ 5 0 00 OO e b oo
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Soclal Insurance Act ..oess

Maternity Benefit

Local Office Action Sheet

Insurance Number

Name of insured person ....s.eeess00. Local Soclal

Insurance Office tecesevcen

Date Of Birth © ¢ 9 58 00 s OBEPIEOGE

1. Expected date of confinement ..... Actual date of
confinement
2. Date of cessation of wWATK cveeevos

3. Date of raeceipt of claim ..c.c0.s

4. (a) Normal rate of wages ......../por week

(as shown on Farm S3) per month
(b) Wages paid during vesesess/per week
absence from work ' per month

5. Contribution condition satisfied ...../Bnter Yes
or Ne

If not, number of weeks nf employment
in the qualifying periocd .cieivessevconanses

Claim disallowed. Form A.8B sent on .covees

6. If benefit is claimed for period before date of
recelpt of claim, is explanatinn for delay in
claiming satisfactory? Y 4

7. Claim allowed for perind from .....

Record Seéction notlified on Form S.,10 on «ceveasee

e e b b e

fram seeee £O coone

BEnter Yes
or No

Full weekly rate as Alteration during
8. Siigwgg benefit determined on rate benefit period as
of wages from

*If the rate of Less weekly rate of

wages pald exceeds wages pald

the full rate of during absence

benefit otherwise from work¥*

payable, no pay- Adjustment dur-

ment of benefit ing Hospital

will be due and | period

Form A.10A.should | Net rate of benefit

be 1issued. dus.

Propared cescesesss DALO coersveses
Form M.4. Choecked csssessssee DALO sovvevrone
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9. Date of termination of title to maternity benefit
to be inserted when actual date of confinement is known) .....

10. Record of payments

Period of Benefit Weekly | Amount [Prepared | Checked |Entered on

rate of | Payable by by Benefit
From | T> |Weeks Days | Benefit Schedule
Number

L

11. Particulars of any changes affecting title to or rate of benefit
/ e.g. cessation of period of entitlement, disqualified under the
rules for receiving benefit for a certain period, person enters
or leaves hospital, nr payment of wages by employer discontinued;7

S 5 90 8 4 0% 0% 008D PO SE NP OL TP O LD N6 S OS2 PT B0 SN OO NP L O S E VOO INOS

AR A L LA A L O I O D I I Y B B B BN DN B AN N R BN R IR N BN Y RN R R BN I B K I N R B RN B A IR IR AN

&New rate of benefit ............. @ week

Delete as
necessary

Disqualified for period ...ivesese 50 tovenneencanns

Claim disallowsd as from
(termination of entitlement ON eeerecsocvvescesnnns

Form S.11, A.10., A,10A. or A.10B. sent
(delete three aot appropriate)

12. Record Section notificd on Form S.104 of termination of benefit.

Signed LR AN N I I R I A K N N AN L IR I BN U R I A )

ChGCked LN BN AN 2R L 2 B B A I O D BN B L A B 2 N

Date @ o6 8 8 PR 655 BB O E e s TE e E0

Form M.4




E.1.
E.1A,
EQ 2'

- E, 3.,

E.34A,
E.3B.
E.4.'
E.5,
E.6.
Ee7s
E.8.
E. 8A.
E.8B.

E.8C.
E.9.

E.10.
E.11.

E.12.
E.12A.
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Part VI

Section C.2

Employment Injury Benefit Forms

Employer!s Accident Book - Cover. 7
Employer's Accident Book - Page of Book.
Employer's Report of Serious Accident.
Employment Injury - Action Sheet.
Disability Pension ~ Action Sheet.
Survivor's Pension ~ Reference to Medical Tribunal
Notification to Dispensary of Employment Injury Award.
Application for Injury Benefit.
Request for Medical Officer'!s Report.
Disability Pension - Payment Schedule,
Notification of Award of Disability Pension.
Notification of Award of Disability Gratuity.
Notification of Disallowance of Disability
Pension Claim,
Notification of Disallowance of Survivor's
Pension Claim.
Instruction as to Subsequent Payment of Disability
Pension.
Claim for Survivors' Pension.
Survivors! Pension - Payment Schedule.
Notice of Awards of Survivors' Pension.
Instruction as to Subsequent Payment of Survivors!
Pension,
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Front of Book

Social Insurance Act ...

Employer's Accident Book

Note: In accordance with the Social Insurance Benefit
Regulations each employer is required:

(a) to keep an accident book in the form laid down by the
Social Insurance Board, to enter therein particulars of
each employment accident which occurs in his establishment,
whether serious or not, as soon as practicable after the
accident has occurred and, in token of the correctness of
the particulars, to append his signature to the entry;

(b) to preserve the accident book for a period of three years
after the date of the last entry therein;

(¢) to submit in triplicate a notification to the Board on Form
5.2 within 24 hours of each serious employment accident which
occurs in his establishment, which causes elther the death
of an insured person, or an injury to an insured person as
a result of which he is likely to be rendered incapable of
work for a period of at least three days¥*; and

(d) where an employment accident, although not immediately likely
t0 render the injured insured person incapable of work for
three days, subsequently renders him incapable of work for at
least that perlod to submit a notification of the accident
to the Board as in (c¢) within 24 hours after it is clear that
he has been or is likely to be rendered incapable of work
thereby for at least three days.

* In cases of injury causing incapacity for work Form E.2 should
be given to the insured person with Form M.3 so that he may
present both forms together to the Social Insurance Dispensary.
Where the insured person has died as a result of the injury
Form E.2 should be sent direct to the Head Office of the Social
Insurance Board.

IMPORTAAT: Employers who do not comply fully with the
reguirements of the Rules with regard to the
maintenance of accident books render themselves
liable to serious penalties.

Form B.1







Page of Book
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Social Insurance fAct ...
Employer!s fccident Book

Time of

Date Accident

Name of
Injured
Person

Social
Insurance
Nunmber

Circumstances
of accident

Serious (S)
or non-

serious
(¥.5.)

Date of
Notification
on Form E,2.
. to the

Social
Insurance

Board

Bignature
of
Employer

Form E, 1.4
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Social Insurance Act ...

Employer's Revort of Serious Accident
to the Social Insurance Board

(To be sent in triplicate within 24 hours after the occurrence of
each serious accident.)

/NOTE: Please read instructions on back of the Form./

.bIame Of Firm -cotno.'e-'lconaovccioaoouoll‘oa Employer's
Registration No., ...

Address ® & & 8 5 0 8 8 0 0 0 0 0 0 PR S P B SO PO PO PO s
Telephone lqOO ® 4 8 4 686060 038 08000 Q88 G0l sl e e

I. (1) This is to certify that &t +.c....... 8.m. On
p.m.

the & ¢ 0 ¢ 0 0 8 s day of 4 ¢ @ 6 2 0 ¢ % 09 6 08 0 19 ® 9 & 3 ¢ & & B 0 2 & s Q 0P s O e S e
(name Of emPloYee) OF ceceveceovscconssonnnansse
teeeerenneness (address) INSUrance NUMbBEL +.......... suffered
a serious employment injury as follows: ......................;..
(give brief description of nature and extent of injury)
(2) The circumstances of the accident WeTre veeeveeeeeccceses
(give brief description as to how the accident occurred)

II. Employer's Observationg t.civeseseocecscasssoscosscssoansaosns

® & 6 & 0 0 502 000 90 @ 68 8000 T G 60 &0 00 @ @ ¢ 9 8 e 0600080008 $ 0 0 % 00 & 8 4 000 S 80 600 s e e

LI AR SRR X B IR BN B B Y B RN SR R A A Y B RN RN S IR B Y I Y I A I I B NI A BN I I R A B R I Y R AR SR N R S R R Y

I certify that the above statements are true to the best of nmy
knowledge and belief and I assume full responsibility as to their
correctness.

Sigl’l&ture ® 6 8 ® P 82 e 0 0P s B0 e
DeSignation ® 5 060 06 0000000080000

Stamp Of Fim ® 8 00000 0000060080000

Date ® 5 % 806668590 0000684855008 60 08000

Form E.2




- 515 -

Instructions as to Completion of Form E.2

1. A serious accident is defined as one which causes either the
death of an insured person, or an injury to an insured person
ags a result of which he is likely to be rendered incapable
of work for a period of at least three days. A form should
also be sent if, although the insured person does not appear
at first to have suffered a serious accident, it subsequently
appears clear that he has been or is likely to be rendered
incapable of work thereby for at least three days.

2. In cases of injury causing incapacity for work the form
should be given to the insured person with Form M.3 so that
he may present both forms together to the Social Insurance
Dispensary. Where the insured person has died as a result
of the injury the form should be sent direct to the head
office of the Social Insurance Board.

3. A separate form should be completed in triplicate in respect
of each insured person who was seriously injured as a result
of the accident.

4. In Part II the following should be included:

(a) Dbrief information on the cause of the accident
(e.g. the machine by the operation of which the
accident was caused);

(b) +the names and addresses of witnesses; and

(¢) in fatal cases; the date of death and any information
. available as to the dependants of the deceased person.

IMPORTANT: In signing the report the employer or his
representative assumes full responsibility
for the correctness 2f the information given
therein. ZEmployers who do not comply fully
with the provisions with regard to the
submission of accident revports or who furnish
incorrect information in them render themselves
liable to serious penalties.

Form E.2
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Social Insurance Act caes

Employment [njury - Action Sheat

Name of Insured (Mr,

Perso“ (k‘rs."’...'."‘""".'.'..‘I...Ill 'nsur‘ance Number . i
{fiss 1

Date of BIrth wssveesessocavsonssaseee. Local Social Insurance 0FFICo esvevseesermsatsoncaconsnsscssancs

‘. Date O'f commencement Of ‘ncapac‘ty 8000080000000 008080000000 BRObGNERY
2. cause Of incapaCity N N RN N

3. Date of receipt of Claim vesveveereesocrsasscesncassusransonsesssnssess
per week
per month

from ssrssssssee to as0ssvtscce

4, {a) Normal rate of wages (as shown on FOrm Sed) seeesscrascersnrerocsssonnsanse
per waek

(b) Wages paid during absence from work e RRLLILLIITLEL S

{as shown on Form S$.3)

5, Date of accident . :
(a) as shown on Form Eu2 sveeeesscencasensesevessosess ) Any discropancy between these
(b) as shown on FOPm Eu5 seeessossersscsnccasssssesses ) dates must be investigated.

6. Is it agreed that (a) the insured person suffered an accident at vork? eeeiecesvescacesens )
(b) the work on which he was then angaged was INSUrable eeeessssercceess ) answor
(c) tho insured person's incapacity resulted from the accident ) yes or no
a* workT Iy )

I the answer to any of thesa quaries is "No! the clain should be refused and form A,10 should be issued.

7. C]aim a]‘owad as from‘ 900KV RISRINIVYOIIIIIIIOIORSETS
ﬂftar a“o'ing fOP Waitiﬂg pﬂP‘Od XX E KX TR RRN RSN R N NN Y N tO [ YX I IRESY N RSN N R NN NR N NA )

Record Section notified on Form S.10 0n seecserassssscsccnssscacccccs

8, Rate of Benefit allowed Full weokly rate as
determined on rate
of wages
Less
* |f the rate of wages Weekly rate of
paid exceeds the full rate wages paid during
of benefit otherwise abgence frem work®
payable, no payment of ‘Adjustment during
benefit will be due and haspital period ‘
Form A.10A should beo : L
“ issued. Net rate of
benefit dua

Prepared by Seoassesessetcansrs Date avssreseosvesoe

Checked by lt.'t'.!.lii..lbl'.l'; Date doeovsBasssnetes

Form E.3




9 (a) Date of termination Of title to injury benefit'.u.u...n.........u....-.‘......u--..

(b) Date ten woeks before date of termination sesesssssessassercrsorssnssnssnseccrsenssones

10. Record of Payment

- 517 -

Period of Benefit

From | To |Yecks

Days

Woekly Rate
of benefit

Amount
Payable

Prepared
by

Checked
by

Entered on
- Benefit
Schedule No,

11, Particulars of any changes affecting title to or rate of benefit, (é.g. cessation of period of
entitlement, considercd to be no longer incapable of work, disqualified under the rules for
recetving bencfit for a certain period, person onters or leaves hospital, or payment of wages

by employer discontinued),

...0.0..l....’.U..Ol"‘.CIQ.‘Ct"‘.“...".l.'....Il’.l.l.".l...’.Q.ll..'.l'.’l..'l‘.‘...."..l.

.0'.0..0'.0..0....0.."!0.0..O|l.'l.'...l.‘0......'..’...I'.'..‘.'.!‘......'..'....'........0..l.

Delete as
necessary

Form S.11, A.10, A.10A, or A,108 sent (delete thres not appropriato)

(Ne' r'ate Of benefit .;0.;0.00.'5.0...'!..0-na-coa Week

(Disqua‘ified for Der‘Dd 'oo.nnono--oi.coooo-oo.ootﬂ neeessi0serrIBrseventre
(Claln disalloned as from
(tErm’nat‘on of ent‘t]ement On ...'..'.‘....'..........'.'.....'l..'.".....

12, Record Section notified on Form S.10A of termination of beneflt, tncluding cases where person becomes

capable of work before entitlement ends,

Form E.3

S‘gnod G0 EPILEDPIOVIRELPISININIOIRICIQAPOIVISTIIOIN

CheCked V0082000000050 ¢0000000000000 000000000008

Date Q000 ITNIEES90000 RGO IIVRISICIIROISINERES




Social Insurance Act ...

Disability Pension = Action Sheet

1. Name of Insured(Mr, - = Insurance
~Person %ﬁig; A AL Number .

Date of Birth secesesessssecsses LOcal Soclal
Insurance Office seveeveeses

lo Date Of Accident Qcoutooioo.oocoon. 7
2 Ihjury Benefit paid from coeeesseenes to sssessccscns

3. Does Medical Certificate on Form E.6 indicate) answer
that insured person is still suffering yes or
disability as a result of the accident? no

II.Clerk to Medical Tribunal

Case submitted for consideration by Medical Tribunal of
claim for disability pension. Relative papers are attached.

Signed G 08 0000000 Bs0 e 0
..ll.iooo..a.-luLocal Officeo Dateboiotiltot

ITI.Local Office

Medical Tribunal's decision on Form A.16 is attached.

Signed ® 5 5% 090 08000090000
(Clerk to Medical Tribunal)

Date.........q

IV.Cash Benefits Section

Relative claim papers herewith for consideration.

Signed ..‘.l...‘....l..'.
................Local OffiCe. Date...'......

Form®E 3A
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V., Local Office

(A. Award of disability pension agreed,
( .
Delete the ( (1)  Pension should be pald at the rate of vesseseeesen.s. a month
tuo ftems ( From sevececscossree Galoulated as Tol1OWS sevrenseerceses
Which are ( BB OPOR VPPV SPPIPIDPONERNRBOEOIPOSETIOIPP QPP EORIPIINOISOEPOIOEIPIOIOIIYN
‘not applic- { The case should be submitted to the Medical Tribunal again
ab‘e‘ ( On 4002090800 000000000b00e
( ,
( " (i1)  Gratuity of seevseeenensns, should be patd to the insured person.
{ This amount has been calculated as folloWS seeeseornvotccrsences
( OGO INGLBPREIPIUAIB PPN RIBRICENCISOCICEPONNCORIPIPISGSVIOITTTERNSOVISIOISPEIBOTS
(.
(B. Disability pension claim should be disallowed on the ground that ,.e....
( .'..'....ll..."..0'.."‘.'....0'..l.'...'............"....ll'.’.....l..
( .l!..0.;..'."..‘.’.llll‘ll."I'Ql.‘"'..'l'x‘l."ll..l.l’..'.l....".‘ll
Signed 000N BORCQIPIIOIIPOEISRNIIRIPOIRDIOYP
Cash Benefits Section
Dat@ POP 089000000000 D00O0IROYN
Vi,

(A. Form E,7 prepared for payment of pension and Forms E.8 and S,16 sent to
Delete the ( insured person. '
tuo ttems |
which are (8, Form E,8A sont to insured person. Gratuity pald eevececonseesoercaronse
not applice (
able, (C. Form E,83 sent to insured person discllowing claima

S‘gﬂed 000000000000 000000VC06000000

CheCkOd P00 ess0PLLIRISIOsRnRs bt
sessesenssassssvaes LOC] Insurance Office

Date S000acNeDRRELECINOIIIS

Form E.3A,
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Social Insurance AcCt .eeocoe

Survivor's Pension - Reference to Medical Tribunal

onarieuion

I. Name of Insured
Person beesssescsscsssss INnsurance
Number

Date of Death PoBeescesaacenes
Name of applicant for pension sesevseccocsccssercnss

1. Date of Accident cveeeececocesacsonns
26 Injury Benefit paid from 0060008000 tO [ EEEEEEEN A
30 Disability PenSion paid from BRI B B I A tO os o000

Loss of earning capacity assessed at .......per cent.

I1. Clerk to Medical Tribunal

Case submitted for decision by Medical Tribunal on
the question whether the death of the insured person
was the result of an employment injury. Relative
papers are attached. ‘
Signed seeceeccerovecoscncsoe
------------------ Cash Benefit Section. Date..cesessn

III. Cash Benefit Section

Medical Tribunal's decision on Form A.16A is attached.

Sigl’led 0...00..9!00630.0.000.
(Clerk to the Medical Tribunal)

Date ceesseoso

Form E.3B
[Suggested size 25 x 15 cms./
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Social Insurance Act eeese

Notification to Dispensary of Employment

Injury Award

Name of Insured

?erson . .....ou..........-.s.....Insurance Numbe

To.e........u.o...........Dispensary.

The above-named insured person has now been awarded employment

injury benefit,

*Form S.7 sent to JOU Oll cesevscecsssccccossssrsesn should therefore

be cancelled.

Signed eI 006500CE08 0008000000088 0

esssasssessese LOcal Insurance Office

Dateooooooot.oooeéouooo

[Buggested Size 15 x 15 Cmsy/

Form Ee4

* Delete this sentence if it is not appropriate.
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Social Insurance Act sees

Application for Injury Benefit

Insurance Number

IGOG'...OO.00.00!‘00...0..0...‘. residi_‘...g at 9 9 968 0.0 02O P8BSO
(Name in full)

Q.O..OGDAOOGOQCDOCOOOOOI.QQOOU...OO..IQ.Q hereby State that
my incapacity is due to an accident which I suffered on esceevaces

at ...e.........s..%*%4 in the following circumstanceS.e.esceses
[ ® .

9 P 6 0% Q0P PO CO O OO 0O OTO RN CODE GO OEO PGS G 0PSO P L EOP L0 LEeNSEeOENPOENDDN
when employed S8 sessscessevosscnscon by N I N A N N I A R S A )

® 5 € 99 00 ¢ o805 POESSCO DO SOEE 0L 068 0600 SISO BEN2NNNECED

(name of Firm)

and 1 claim injury benefit accordingly.
I declare that the information given above is true to the

best of my knowledge and belief.

Signature of insured

person Impression
of right
® 6 ¢ 00 0 s 08PV OO 6P HHCL L RN eSS thumb
Date 5 6 A ® & ¢ B 8O QPO O DS SHO 8 SBCL OSSPSR

Ferm E.5. /Suggested Size 20 x 15 Cms./
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Social Insurance Act .oe.e

Request for Medical Officer!s Report

Name of Insured ]

POrSOn ececcscssevecscasssessnenss Ansurance Number

To Dro-ooaoouue-oauuaeoco|, oecooeoeeoooDiSpenSer From esesesseSocial Insurance
: Office

Dobescssssans
This person has been certified by you to have been incapacitated
SiNce seccescsesscoree DY Treason Of scececcescocesssssscscscsscscecsss
which has been accepted as hoving been due to an cmployment injury.

As his title to injury benefit has ended or will shortly come to an ond
the question of his future title to disability pension is being considered.
Would you please be so good as to answer the following questions

with regard to the case, after you have next examined the insured person:

Question v Reply:

In your opinion

1. is the insured person's earning capacity
at present affected as a result of the
accident which happened on ecescecosose?

2. 1f 80, do you consider that his earning
capacity is likely to be permanently so
affected?

Will you please add any general observations
which may have a bearing on the matter.

Signed OQD.B...GOIOOCODCOCOOOOQOQOB.

Medical Officer

Dga.te es0 0000000000000

' Size 20 x 20 Cms.,
Form E.b. [Suggested Size 20 x &/







Name of Insured Person secoses0080cr0ee

Social Insurance Act eess
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Disability Pension -~ Payment Schedule

Insurance Number

ssctscscesssecsescsssssliocal Insurance Office

Disability Pension of ecesecsssseeses a month awarded with effcct £TOM seesoeescsoa®
Case to be Subfnit’bcd tQ the Medical Tribunal 'dgain Ol sececacecsesvrcsoseseacsancaoss

Period of
Payment

From To

Amount
Payable

Checked

Receipt for
© Poyment

(#dgnature or
thumbprint)

Date of
Paoyment

Remarks

Form Eo'?o

Total of payments at end

of 12 months from date at *







Social liasuraice 4Ct soee

notice of Award of Disability Pension

TO ©© 08000060600 66080606€55C0600H8 Insul’ance Nun'1ber

O & 000000 BLORECSIOSOGEEOERTOEE GRS

Sir,

Enclesed herewith is a copy of the Medical Tribunal's
decision with regard to your claim for a disability pension.

In accordance with that award you will be entitled to
receive a pension Of ceevevocesesose With effect fromesececeonoses
payable monthly in advance. This amount is calculated as
FOLllOWS:S eecovasconvsonccsccossossessosossososesasssossaonasoessossoo

Will you please call at this office to receive the first
payment ON sesscscesocssocose If you are unable to come to this
office, the enclosed Form 5,16 should be completed nominating
some other person to reéeive the payment on your behalf,

You, or your nominee, must bring this form and your identity
card (Form R.6) when application is made for payment.

Signed eesosocsoscesocsnnrns
veseescossoss.liocal Insurance Office

’Dateoosoo-oo;-aooooooa

[Buggested Size 20 x 15 Cmss/

Ferm E.8
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Social Insurance Act ...,

Notice of Award of Disability Gratuity

TO sovevescecsosscsnssnnasnse Insurance Number

¢ 6 02 00 0860800000005 0Ps o

Sir,
Enclosed herewith is a copy of the Medical Tribunal's
decision allowing your claim for a disability award.
As the degree of your loss of'earning capacity has been
assessed at less than 20 per cent., you are entitled to receive
8 d1Sability gLAtuity Of eveesevecsesssessss, in full settlement
of your claim, This amount is calculated as followsS: sesecesves
This sum will become payable to yOU ON scsvesrsvesvssescsnny
and you should call at this office on that date ta recelve the
payment. |
You must bring your identity certificate (Form R.6) when you
come to receive payment,
Signed seesecetossncsssessscs
cessvessessssssssss Local Insurance Office
Date seseeneecoscnnese

[Suggested Size 20 x 15 Cms./

Form E.BA,
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'Social Insurance Act .o

Notice of Disallowance of Disability

Pension Claim

TO oveeceevseseconoeannososs Insurance Number L.

@ 60920000800 000¢000000eoce

Sir,
Enclosed herewith is a copy of the Medical Tribunal's
decision on your claim for a disability pension.
Your claim has becn disallowed for the following reason -
560060600 060s6e000000600606080006000006e0000O0CEO0BeLEPP0sOCOCEOODODLED
S1gnedeievesessonssessescsocscesncoce
sessessssssessbocal Insurance Office

Date © © 8 a0 %P S0 008 0t HQ

/[ Suggested Size 15 x 15 Cms./

Form E.8B
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Soclal Insurance ACtsssccas

Notice of Disallowance of Survivors'
Pension Claim

TO coceeersosnvsosesnncsns Deceased Person's
Insurance Number

G e B8 BBeGBOLICLOEELECOCHESODDOES

Your application for a survivors' pension cannot be
allowed because the Medical Tribunal has decided that the
death Of teoeevsocrsennsecsincrassosss Was not the result
of an employment injury.

A copy of the Medical Tribunal's decision is enclosed.

Signed 8 0 0000 NPV OELELILEESOPLSGEODNEDLPEDS

0..-.000OOOOOOOIOOOCOLocal
Insurance Office

Date * P PG ORI S o9 sa e

[Suggested Size 15 x 15 cms./

Form E.8 C
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Social Insurance Act ...

Instruction as to Subsequent Payments of

Digability Pension

TO scevencsocssssessserocnncs Insurance Number

S 0 00 o0 9 88tV OOOSPEBDBSIOIOSIEIOPOEDPSNEYS

Sir,

The next payment of your disability pension becomes due on
teseeseasceasers et sans Will you please call at this office to
receive payment on that date, bringing with you this form and
ybur ldentity certificate.

If you are unable to come yourself, you should complete
Form S.l6 nominating.some othcr person to recelve the paynent
on your behalf, He should bring this form, Form S;l6 and your
identity certificate with him.

Signed ceeevescrsssnseerssesrs
eseveessessssss Local Insurance Office

Date S 9 eSS 60 080 °% 000N

[Buggested Size 20 x 15 Cms,/

Form E.9







Namo of Deceased
INSUPEd PErSON weveseosescssscensoracsorcenascarsess  Insurance Number o
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Social Insurance Act .ess

Glaim for Survivor's Pension

Ua*.e of B‘Y‘th PP EPIOLPRACHVPPIRPRNAISIDLOGOEPISRAICDRORS Date of Death PPPIPEIBIPILAFIIPOINCISISLL TP O8RS D

o To the Social lnsurance Beard

* Delete the

| declare that | am the w!dow/;erson having charge of- the children of the above named

inappropriate Insured person who died on seceevseevecreos.s a5 @ result of an Injury recelved on
alternative cevresservesesoresasas 101 the course of his employmenf by R T XYY T YRy
He was®  in receipt of injury benefit*  prior to his death
was not disabiltty pension
The following particulars relate to myself/to the children.
' Description Hame Father's fotherts Date of Place of Date of Marriage
Name Name Birth Birth to Deceased
Widow®
Chitdren 1 -
2 -
3 -
]

}

* If the claim is made by the person having charge of the child, particulars of the wife, and the date of
the decease ({f known) should be given here,

Form E£.10

| attach the following birth and marriage certificates:

CNOCOPAPININONTOIIPIINDTIPINPDRECENLRVOINGOADOIIVY
POLTR8PBPPCOITRINNCGOOSOEIITININNIELBEEOPOORRS
POOPPIVSIOIEIINIIIPOOIRDIPCTPIPUNPBRINEORPOIOIDOREH

090000 PORCOIPDPEEIPIPOOFCOOBOVPEIDOVEEPPRNOLHIOORY

| declare that the information given above is true to the best of my
knouledge and belief and | claim survivor's pension accordingly,

Signed ....‘..9.'."."0.',0......'..0. ‘mpress'on of
right thumb

Name 1" Fu]‘l"l'..l...’.""..’l'.l..
{Block letters)

e evscssgcsosssresnceny

Fu‘] addPOSS (AR AR R R N N AN N RN RN NS Y

GECONINOPOCLEINGLORICILUISIOPIOILOIOBLLIRAPEETES

.oate Poscererdovevesesocs
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For 0fficial Use Only

1t Information obtained with regard to the circunstances of the death of the insured person

S!gned (AR RN AN N AN P AN YN Y VNN E NS N ]

t.QDn.t'.ooolooou-ooatl-"Loca] lnSUrance Office

Date (R RN RSN AN RSN NE )

{1f. Cash Benefit Section

Claim papers herswith for consideration of survivor's pension claime
Sigﬂed ®0ObOePOCREBORER s st s boRbontenqesoboD

seessvssssasseasvesascervsl0Cal Insurance 0ffice

Date PRBILAaPHOROOEPRAED
V. Local Office
Decision on claim for survivor's pensiow.

Ao Claim al]owed- Pension Of Cosnspvpscecevars O month payable from PO ESB P ABELOERABLIBEBRCODEE
Rate Ca]cu]ated aS fO]]OWS AR IR AT RS A RN ER I NN AR R R AR NN AN ]

B. Claim disallowed following reference to Wedical Tribunal on Form E.34,

CO Claim diSaI]OWed for the fO]}Owing F'GASON pevcoesrooscesesonessasocsescossesprebadscsoteaedto

Signed CPCOCOPROALGPORVIOOVIRLOPNCOEOLRVEPEDOEDROS ST

Cash Benefit Section

Date obeseveoedesocsonee

V. A. Form E.11 prepared for payment of pension and Form E,12 sent to applicant for pension.
B, Form E.8C sent to applicant with Form A.16A disalloming claim 0N sveeonsovessscscnsssvsvanes

c. Form A.la sent fO app]icant diS&l]OWing C]aim On weedertoensorsavoscesierd
Signed es0hOPEOLOSLLE000N0EPEERBROCOICREDADEROD

CheCkGd EPeRPIFPIPCA0E00000ETrETOLEITOBURIRNOOEOSH

sesnavasssarcsscassssnesslotal Insurance Office

Date sescessosnersensss

Form £.10
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Social Insurance Act soeee

Survivor!s Pension - Payment Schedule

Name of Deceased

INsured PErSON seccesesvscossessscacnee

ascsscsenssssscssss LOcCal Insurance Office

Survivor'!s pension of seveveesscesea month awarded with effect from

Sep 000000t TPIRS to LA R RERREENLE ENNNN] Of [EXENNNENEENRNEENENNNRENENENNESE}N ]

Persons covered by award

Insurance Mumber seseressscse ddepcesssee

Date of Relationship Date when

birth. to deceased title

Name will

coase
Period of : Receipt for

payment Amount payment Date of '
| Payable Checked (signature or payment Remarks

From { To ‘thumbprint)

Form E.11

Total of payments at
end of 12 months
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Social Insurance Act cs..,

Notice of 4ward of Survivor's Pension

TO € 500000000866 660000C6DBOCECECTS Registered
©9 DO O0OOBGOOHLOD60PLHH SO Number 6 00 000008 C00eatHEIEO
5% 006808 c068 06206006000

Madam,

Your application for a Survivor's Pension has been
admitted and a pension of ceeeieeoscscscscssscssses haS
been awarded to yoq with effect from .cevesecccsvccssnsnes
payable monthly in advance.

This amount is calculated as £OlloWS seesscescessse

2060680808080 e006000E6E6CEOGOCEHERROOECS P00 TSN @RGSO esOeS

Will you please call at this offlCe ON seecevossss

te receive the first payment, bringing this form with

you.
Signed P

....o.....,....Local Insurance Office

Date essateee

~ [Suggested Size 20 x 15 Cms,/

‘Form E.12
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Soclal Insurance Act seese

Instruction as to Subsequoent Payments

of Survivor's Pension

TO tivitvntnasnnnarn Registered

Chcebe B b es s Number escecosecscescrsssan

Madam,

The next payment of your survivor's pension becomes
AUE ON sescssscaoossoarssccnnns

Will you please call at this office to recelve payment
on that date, bringing this form with you.v'

Signed ©6 9009000008000 0000BFO0COCT OO
ssesssssssssssslocal Insurance Office

DAate sevsconnosossssnan

[Suggested Size 10 x 15 Cms,./

Form E.12A







F.1
F.2
F'B

F.4
F.5

F.6

Section C 2

Funeral Grant Forms

Claim for PFuneral Grant
Funeral Grant Claim - Action Sheet

Notification to Record Section of
Death of Insured Person

Record of Employment

Notification to Record Section of
Allowance of Funeral Grant Claim

Notice of Award of Funeral Grant
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Social Insurance Act ..o,

Claim for Funeral Grant

Name of Deceased Insurance
Insured PersOn  sceeevsctovesososaneannsssass Number [[ITT111 1}

Da&te OfBirth ® 8 5 £ 3% 4 8 SO & D Date Of Death & 000 02 06 50 BB &S OO0 8

To the Social Insurance Board

I declare that T am ...occvcoceennsncessssas the deceased
(tnsert relatlonship, if any;
if none, insert "not related to")

have paid

am lilable to pay the amount of

insured person named above, and I

the funeral expenses.

I attach herewith* (a) a copy of the certificate of the
insured person's death;

(b) his identity card (Form R.6);

(¢) a receipt for the amount of the
funeral expenses which I have
pald;

(d) detalls of the amount of the funeral
expenses which have not yet been paid.

¥ Jtems which are not applicable should be deleted.

I claim funeral grant in respect of the insured person's
death.

Signed ® & 0B OO & 60 9O 0 & D8 b K HO OO R DP O
Impression of
Name in full covvesccoseccvsvacnse Right Thumb

(Block Letters)

Full address 5+ 90000 08060200 80600000CES

5 5 9 Db S E&EDSGEESEDODPE S BS QL PO DO

Date 0 % 6B o eS8 F O YOO DES OO

Note. If you have any difficulty, the local Social Insurance
Office will help you to complete this form.

Form F.1l.
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Social Insurance Act c.iecevecs

Funeral Grant Claim - Action Sheet

(Mr. P 0 & 0 6 0 B
Name of Insured (Mrs. ......... Insurance
Person (MiSS seveconss Number [{ 1111111}

Date of death coeeveveocors
Name of Claimant ...cececvecoosnvos
Address of Claimant .sseeovecsosnoe

1. Record Section

(Form F.1) completed in this dispensary, together with a
copy of the certificate of death, the deceased person's
identity card, and the following documents

© & 0 5 09 ® 085 66 PO O SO SO S O6 O D OGS OB OGO S S0 G &0 S0P LSOO A SOEE SN O

|
Attached for consideration is a claim for Funeral Grant
\

(any information relative to the claim which has been
given by the applicant should also be noted here)

According to the records in this dispensary the deceased
| person was entitled to medical care up to the date of his
| death. (Delete any part of this statement which is not
| applicable.)

Signed @ 8 0 6 0 8 90 0 S S O F 2P QO OB 00
cesssecsssecssess Dispensary
Date 5 6 & % 6 0 & 5 8O

II. Record Section

Please see Form F.4 attached. Will you please confirm
that the insured person was entitled to medical care
immediately prior to his death.
Signed o o @ b ae » bo & & ¢ S B eSS PO E SO
«.eoo00cial Insurance Office

Date veavevsonss

Form F.2



- 538 -~

ITT. s.eeeeeves S0cial Insurance Office

A, It has been confirmed that the contribution

Dalete A condition for entitlement to medical care
or B, immediately prior to death was satisfied.
whichever l '
does not {B. According to the information received the
apply deceased person was only employed in

insurable employment during ..... weeks
within the 26 weeks immediately preceding
the date of death.

Sj.gned 4 8 o 0 B W O S O ST N¥O S S EGS SN B o0

e s eseroaseenaes Record Section

Date 000.9...0!‘..0.0
IV. For completion by the Local Office

(a) Title to medical care satisfied ...../Enter Yes or No.

If not, number of weeks of
employment in qualifying period .....

Claim disallowed. Form A.8C sent on c.veves

(b) Deceased person's identity card received ......
/Enter Yes or No.

If not, what resason was given for its absence?

8 68 C DO O 6 ® 6 G S A I QG E B DO OO S E O S B S SO S LS SN DSOS OO LS S PO SO N O

(c) Copy of certificate of death received .......
' /Enter Yes or No.
If not,what alternative evidence
of death was given? ..ceosvcsssoosscs tedcecosocen e

(d) Funeral Expenses amounting t0 +....
paid ceess /Bnter Yes or No.

If not paid, why not and what evidence has been
given .as to the amount of the expenses?

© 8 3060066056 c8s 0 ®0 o0 00 0 0 ® 800006009 00 6006 00 © 06 09 000806060800

(e) Claim allowed. Amount payable ..... coasoaens ce e ees
Eintered on Benefit Schedule Number F. ...

(f) Form F.6 sent to claimant on .ceeeve.
(g) Form F.5 sent to Record Section on .ecec.s
Part IV

Completed by ..... Date .c....
Form F.2 Checked by ceevsos Date ......



Record Section
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Social Insurance Act .....

Name of Insured
Person ceveees

Insurance

ceoneseess Number [T TTTTI1 1]

Please note that information has been received that

the insured perscn named above died ON teeosocsoseososscoesooes

Signed tevecevecosrscsccccsocncs
veessrssssses Dispensary

Date covevsvsecssocacnscs

Form R.9 noted

, Form F.3

Record Section

Date o 6 e ¢80 0 0O 0

/ Suggested size 20 x 15 cms._7/
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Soclal TInsurance Act ...0.coco

Puneral Grant

Name of Deceased Insurance
Insured Person ceeverescuansocsconse Number | Vi3 {11 ] 1

Date of Death v.oeceveecosncsanssnnnos

Record of deceased person's employment within 26 weeks prior to
death '

{a) as _shown on his identity card (Form R.6)

Employer's Registration

From To Number

(b) As furnished by applicant

Tmployer's [Fezistra-

From To Rate of Pay Name tion  NoO

Completed by . vscomssnocsmonsvoo
Date sescececses consense LOCA&L Insurance Offics

Form F.4







Social Insurance Act .....

Notification of Allowance of Funeral Grant

Name of
Insured Insuranca
PETSON tvvvessosesnncssnessssss Number HENERERE

Date of Death evveeecoscconnnonn

Record Section

Funeral Grant in respect of the death of the above named
person has been pald $0 .cuivecececersscscnesonnossncevsccsonsone

Address 6 o 2 5 62D O DSOS P OO P OO H P O E PO HB PO DE S s e P b

Sigx]ed $ 9 00 ¢ 50 80008 S HO BB OSOEO 6 OO O

® &6 9 % 00 200> W e o0 s P O I.Ocal OffiCG

Date ® 9 0 2 950008005 * DS EeSEPe

Form R.9 noted

? 90 000 808P OB OO L EC OGO L PG OB SO S

Record Section

Date svveacons

/_Suggested size 20 x 15 cms./

Form F.5.
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Social Tnsurance Act .eeveess

Notice of Award of Funeral Grant

TO socesevesssessonssss Insurance Number
of Deceased
e @ o B9 o ¢ 6 8 ® 8 O & O Person
Sir:

Your application for funeral grant in respect of the death
OF tevvevsonsecnocccsoonans +es0s has been allowed.
Will you please call at this office ON evevercvsnseronons

to receive payment of the grant, bringing this form with you?

Sj.gned 0!'0.'!9._00000. OOOOOO ® ®» o 0
cesssssss Local Incurance 0ffice

Dat@ 6 ® 068 800 080 o 8 9 8 % 00

/ Suggested size 15 x 12 cms./

Form F.6
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Part VI

Section C.3

Contribution Forms

Contribution Card.
L;st of Employers in local office area.
Advice as to number of employees recorded on Form C. 2
and record of first issue of stamps.
Local office record of employer (Procedure A)s
Local office record of employer (Procedure B).
Notice to employer as to purchase of insurance stamps.
Application by employer for insurance stamps.
Schedule of stamp sales by local office.
Return of contribution card when employment ceases.
Request by new employer for contribution card.
Issue of contribution card to new employer.
Reqguest to former employer for return of contribution
card.
Application by employer for credit for lost or spoilt
insurance stamps and cards.
Register of applications on Form C.1l1. '
Notification toremployer of allowance in respect of
unused stamps.
Notification to local office of allovance as on Form
C.11C.
Notification to employer of credit in respect of
stamped cards referred to on Form C.1l.
Notification to employer of disallowance of appllcatlon
on Form C,1l1.
Reference to Inspector for inquiry of employer.
Schedule of Contributions for the Month.
Notificetion of missing inswurance numbers in the
schedule of contributions. '
Request to employcr for balance of contributions due.
Advice to employer of credit for contributions paid in
excess.







[Feyoe}yy sejoy ejededag sas = |ejuojey pue szig eyf

- Braft of Contribution Card

3,

1.

for the value of stamps on a card which is lost or destroyed.
{f this card is found it must be handed in at a Social
Insurance 0ffice,

Instructiens to Employers

Buy stamps regularly and only from Social Insurance Office.
Ysu must hold a card for each of your employees. {f you

have no card for an employee, apply to the Social Insurance
Office for one,

¥hen you receive a card enter your registration nusmber and the
date employment commenced in the space on the front of the card.
Affix a stamp to the card for each week (beginning Monday} or
part of a week during which the insured person is employed,
unless a stamp has already been affixed for that week.

Affix stamps tefore wages are paid. The insured person’s con-
tributions may then be deducted from the wages, but cannot be
recovered from him later,

Each stamp must be cancelled immediately after it is affixed
to the card, by writing across it in ink (or with a metal die)
the date on which it is affixed.

{f the insured person leaves your employment before the end

of the period of the card, enter the date of his leaving an
the front of the card, see thet the card is stamped up to

that date, and send it at ence to the Social !nsurance 0ffice.
At the end of the period of the cards, send the cards of all
yogr employees properly stamped to the Social Insurance Office
in ene packet, New cards for use during the next pericd will
then be sent to you.

Ferm C.1.

Back Qutside of Card Front
This card is the property ef the Social Insurance Board SOCIAL INSURANCE
General Instructions CARD
1. This card is for payment of Social Insurance Contributions only. INSURAKCE T
. No undertaking can he given that any allowances will be mads NUMBER

PeriOd ®#sccorencsscese to 0080800900030 085

SURNAME OPODEEBLOCANOOONDOBINPLBSDDBERNDOIVPODEOPOREO

(BLOCK LETTERS)

Gther Names

iﬂ FULL $PODIQOPIIOVOIDIONEBICIDRVORBOOOVINNSLEIOEDE

ASORESS €03004043000V0OIGIOONOCIOINGGRABIPAVEIVCDODEO

90820000800 0BICABVOITOCTIENEOLDOOBIFINO0OS

CONTRIBUTION RATES TO BE
ENTERED HERE

(N
v

Registration number EMPLOYMENT KOTED 1N
of Emplover COMMERCED ;E¥DED | Social lnsurance Uffice

fForm C.1.

- 15 -




Left

Inside of Card ) Right

Rame of INSUrod POrSON w.ieeossseacccoscccscassose

DATE CANCEL ALL STAMPS

HARNING,

i —

{nsurance Number

Do not remove a stamp from this card. Any person who does so, or who buys or sells an

fnsurance ¢ard, or a used stamp, or affixes a used stamp to an insurance card, is liable to a

heavy penalty,

1 2 3 4 5 6

7 8 9 10 b 12
13 14 15 16 17 18
19 20 21 22 23 24
25 26 FOR OFFICIAL USE

27 28 | 2 30 n | ®

33 34 35 36 37 38

¥ | 4 i 82 83 m :
AR
&

is 16 87 18 190 50 .

51 52 53

THIS CARD MUST BE SENT TO THE SOCIAL INSURANCE OFFICE TO
BE EXCHANGED FOR A NEW ONE IMMEDIATELY AFTER .euvivvccea
AND NOT LATER THAN (XXX XX SRR RS FA AN N E AL S RN AN N NN 2
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Notes with regard to the Draft Contribution Card (Form C.l.)

1. The stamp should be of sufficient size to be easily handled;
probably about the size of a normal postage stamp, approxi-
mately 2 cms. by 1.7 cms. As to its design, see paragraph
1254(a).

2. The card should be of sufficient size to take 52 stamps on
one side only - so that they can all be seen at once without
turning the card over. - Approximate over-all dimensions if
stamp is size suggested at 1.23 cm. by 16 cm.

3. The actual size may have to be determined in relation to
employers' existing filing arrangements, e.g. for holding
other documents in relation to their staffs.

4. The material of the card should be reasonably durable but at
the same time capable of being folded in two to protect the
stamps on the inner side. The gum on the stamps may dry,
and the stamps may flake off if the cards rub against one
another, (See also paragraph 1236.)

5. The arrangements of the weekly stamp spaces is capable of
adjustment to suit any special circumstances, e.g. for the
purposes of accounting. A provisional additional 53rd
space is indiceted for use in years which have 53 londays.

6. The stamp spaces are numbered on the draft, but it may be
considered preferable to print the actual date of commence~
ment of each week in its relative space. Other dates on the
card have been left blank for completion when the cards are
sent to print.

T A “For Official Use" space has been provided, e.g. for
entry of any necessary data, such as issue of new card,
number of stamps affixed and noted in records.

8. The list and terms of instructions and the terms of the
"Warning” note above the stamp spaces will -depend on the
provisions of the Contribution Regulations.

9. Although it means more work, it will be of assistance to the
Social Insurance Office edministration and to employers to
have the name and insurance number entered on both sides of
the card.

10. Note 74 Part V deals with certain matters relating to the
exchange of cards which may affect their design.
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Social Insq;gnce ACt G ao L8 bon s

Iist of Employers who will need

1o buy Insurance Stamps

Local Office secvenssssnsnen

Name of Employer

Registration Number

Number of EmployeeJ
(divided into Wage
Classes if appro-
priate)

Form C.2
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Social Insurance Act eees

Local Office eesvenssese

Accounts Section

The total number of employees of the employers within
the area of the local office named above is as follows:

seees employces in +.... wage group
esese employees in «.ee¢ Wage group
ceeey EMPlOyeesS 1IN seess WAZE Lroup.

Will you please send the necessary initial supply of
insurance stamps to the local office accordingly.

Signed tevecvecsssrecrnone

Contribution Section. Date sssvevoese

Stamps SCNTE eeevsoes AL cervevnosee

s 0 s 0o e at e 8 % ¢ 908 0o

¢ 90 00 s 0 a-t e 0 &0 00000 g »

Signed ese v e.0p9000c08 0000

Form C.2A Accounts Section. Date veeseasoes

/[Suggested size 15 x 15 cms,/







Name of Firm R
Address Secrsessrcosscasvencosten
Telephone NumbeXr ecocesessecccscecs

Nature of Business Sesssasssneses

Socisl Insurance Act eses

Record of Stamp Sales and Card Exchanges

Loca.l Office o090 00 ecstrertte

Registration No. of Employer sesessrecete

Number of Employeces as

shown on Form Ros €vseecacnsseoseatoanol
(Where necessary provision should be made
for showing the number in each wage group)

Stamp Sales Cards eichanged
Date| Number | Amount || Date |Number | Amount || Date | Nember |{ Amount || Date | Number
[Thote. This form should be printed as an index card
or slip
Form Ce3

[féuggested size 15 x 20 cms._7
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Social Insurence Act ..se.

Local Office Record of Employer

Nme of Firm € B 0t 2 0 8 8 &8 O 0 08O ¢S 00 S0 Local Office 8066 00 % 0 0 988
AdGress o...ceeccessvessossses Registration No. of Employer ....
Telephone NO: c¢vovecncesssee Number of Employeecs as

shown on Form Reb5 cvceecscenooas
Nature of Business ....6s00c0

Date of Inspector's | Number of | Notes with regard to Visit
Visit Employees

/Note. This form should be printed as an index
{ card or slip/

Porm C.3%A

/Sugpested size 15 x: 20 cms/
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Social |nsurance fict seses

To From

(Name Of Firm) ceP0sBe0ePTINOIGIRPBOSOE $0C0DPUBERCUREIIEEERNSOUBERIDS

(AddPess) sesececococorscnascsonssonse Local Social insurance Office

Date emevessecarosencoobevdl

| understand fronm the head office of the Social Insurance Board that your
firm has been registersd under the above-mentioned number,

hs fromecesccsssesse, whon the Sociel Insurance Act comes into forcs, you
will bacome 1iable to pay contributions in resgect of your employees, by affix-
ing Insurance stamps to the contributicn cards which have been issued to you.

Application for the insurance stamps should be made in dupiicate on the
enclosed Farms C.5 as and when you requive them, When the fora has been com-
pleted the two copies should be brought, together with tha necessary money or
cheque for the value of the stamps requisitionsd, to this Office, where the
stamps y111 be supplied and one copy of the form will be receipted and re-
turned to you.

Further copies of the Form C,5 will be supplied to you on requost,

I also enclose for your information a copy of Leaflet 3 which explains
the duties of employers under the Social Insurance Act.

(Signed)o.....’....-............o.oeoo..

for Social Insurance Board,

Form C.4,

A:gbggcsiad size 15 x 12 cmé?r
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Social Insurance Att eese

hpplication for Insurance Stamps.
{to bo complotad in duplicato)

Date.....-........

Employer!s Referente svecesssesccss
To the Social Insurance Board
Will you please supply -to the bwarar insurance stamps as sat out below:-
vesvsone SHAMPS At svaveoscrnesos 101a) VATUC ceseucssrecsossncnnce
esscnvee StANPs at sesavescsssces T0tal ValUe eoscoccecorcasccncnce

sesssee Stém;'s at (XX RN RSN YY) Tct'!' anue (XXX NE RSN RR R L2 4

in return for which the bearcr will furnish __cash * for the amount

cheque
Of devescvcvactanhs
Signed.......'...."..Q"'..'...............
Name Of Firm......................................

Registration NO.¢ooo-ouooosotco--------oo-oovv-o--coe

* Dolete whichever is inapplicable

For official use only

| acknowledge the receipt of _cash * to the valua of ceveeseconsossoncnsacns
cheque '

000000080830 0008202060080000000 0000000

for Social Insurance Board
Form 8.5.

/__?ugges’ced Stze 15 x 12 cm_§7







- 5563 -

Social Insurance Act

Amounts received in payment for insurance stamps

P04 000000000880 Ilocal Officeo D&te o0 00 b 00 s

Registration Number
of Employer Amoun# received
1'.
2.
B
4.
. b,
6.
ete.
Total amount reoéived
Total agreed with value of‘stamps issued.
Signed 4 0 0 & 9 0 8 580 0O > EE SR CaShiero
Porm C.6

[Buggested Size 25 x 15 cms/
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Soctal Insurance Atteeesss

To the Sociat Insurance Board Local Office

The .enclosed COR*ribution card for.......u_........n..
isescsnsescsnsesisarnsssrceelnsuranca Numbe .
is returned as he Yeft ny GMﬁ‘Oymeﬂt ONescossnosencsscossense
His rate of wages at that date W2S.eeseessssssacssssseed HOOK

3|gn9d.....u.u........-.nun.n
Hame of FifMecessesosnsoscncassasse

Registration,Numbef;,..............

Date COPPBNEE LRS00 000CESOVENRINOOGTY

For Official Use only

Insurance card filed.

Intls...........Date......n.uug

Form C.7,
jgbggesied Stze 15 x 10 cqéf







Social Insurance Act .oeo
Request for insurance Card
Da‘tesa.baoaoeooooanoa-eeeooc

To the Social insurance feard Local Offtice Emplioyer's Rofarencoaccosecs

BFCSIINCOIPIOURNOCOOISVIRIRICOECIEENETOE

Wil you please send me the Insurance Card 0f.ocemossovaseccsccasa
casssosnscnsoncscssassancnacacanssalNSUPANCE Number
who ontered my employment ONuoesesasssssscencessnsoccssronrensancosoases
His rato of wages fScoeececscoscsccassacscsoccscasoassascssnsscosd WEEKn

According to his Identity Gard he was Jast employed by the employer
whoso Registration Moe §SccasesscanscssOfecnecsconoeosooosonctessscosso

signad0«--'000.60.'.!0cnnoniqo'oeu-.’b‘b

Name Uf Fir‘mﬂfOoﬂaﬂlOlﬂC.O'O..IOQ.QQ.‘.

Registration NOQOOI.'O.BIBOOD'Q.CCCCOQO

¢ This forn should not be used 1f the omployee has no ldentity Card and
cannot quote his Insurance Number. Instead he should bs asked to com-

plete Form R.4 which should be sent to the Social Insurance Board.

*If no date has been entered in the ldentity Card enter "Date not shown®.

Form C.8, Pol o000

_[_?uggested size 15 x ‘iZ} cm_§7
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For Official Use only

heotion intls, Date

Contribution card traced and sent to new
employer with Form C,9, ’

Contribution card not traced, Form C.10
sent to former employer

Contribution card received, and sent to
new employer with Form .9,

Form C.8,
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Social Insurance Act ...

Jo Name of F‘rm|000000|d0-c!¢|no.nnvuoo From-ooa'oote.o-;onosoo..LOca‘ Office
AddreSSjcioo.ooiocccnoou.oooooeuillb

ReQiStrai10ﬂ Number..'llt..l.tot..O' Date COE0EBRERD T EEINOOERCLRANNEEOTN

Your reference,

In reply to your request 0faesovesescsccescocecase} enClose
herewith the contribution card Ofoouuquceccooo'nnoooo..ooqo.co.o

.eo...-.......a.n...e.s........lnsurance NumberL“};~}_};ql_l“;1’123

Signedouo:-ejo.uoeooos-ostoaoooec

for Social insurance Board

Form C.9,

ijggested size 15 x 10 ugﬂr
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Social Inhsurance Act o.es

To Name of FirMecoconcorsssssceasesse FPOMesessoascnseaseslocal Office_
Address..OOOOOI.l.'..l.'...o..l...

Registration Number.seesseseessees Dato

80840800 0h00l000sssVEsOcenS

r'e-.0.00000\'..l..on..v.!ln.o."au.

SAVBE 0004808000800 00200000008000

SROEBSNCL eI NIRIQBEINRIEBISIOIRYTY !nsuraﬂce Number£‘i‘!~i‘m‘1“u

This insured persen is understood to have iaft your smployment on
...................n...uu..but there is no trace Qf the f‘eceipt
of his insurancs card in this office.

If the contribution card is still in your possession will you please
forvard it with Forn C.7.

S‘gned...'0'.0....."‘.......'....

for Social Insurance Board

Form C.10.

/3uggestod Size 15 2 10 cag/f

s

~
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For Official Registered
Use Only Number of

Application .es.
Social Insurance Act ....

Notice of Loss or Degtruction of, or Damage to Contribution
Giard, or Demage to Insurance Stamps

From: Name of FMployer siseciesesssessss. To the Social Insurance Board
Address I.O..DGOIG'.O.I."‘OI.'.J..

Registr&biOﬁ Numb(‘r * 5 0 v ODUYSOGORDOIESDS
Roference ecoesecccessesoscocnessnosns
(deleto parts which are not apwroprlate)

Part A

I give notice that on secessieesccenss, the contribution cards for the
employees named in Part D below were lost, destroyed or damaged in the
following circumstances, whils in my custody:

PO BB RNOISEIPED IO O ELTEPAEINNLNOIEOILIODUYOOOPOLALDOEEONLII NSO ICIISIOSEEITS
9906000 2L 000 RSEP 00000 80CAbOCISEBOPEUBIOPPCOCEENGCBI00006C08E000000ERCVEIEICEROISION

000?000 0 00 0.0,V 000 00 ¢ 00 8000088808080y B ec e 8oL 8000000080080 080000800000y

Eart B
I give notice that on ceivesevonscoserey sessenssesss insurance stamps
each of sveviivceieenrones value were upOlled or rendered unfit for use
in tie following circunmstences, while in my posse351on°

LACTE UK BN BUIN R B B S S AF I BN B BN BURN 2R BE BYNN BN BE BN SR T N RE BBV BN RC R NCRC Y RN NU R NN RN AT B U RN R B B RN AR RN B BB BN N A NI

P08, 00 90 00 €800 00 808080 4L0REEs Ve NS0 000S L0 e0e0 89000 90D 800000000000

G

Part ©

I 6nClOSE ceecvececcoacnsenesss (Bnter numbsr of stamped contribution

cards or insurance stamps enclosed) and I apply for credit to be allowed in
respact of insurance stamps as follows:

9008 PO OLO OB P EENSAIDPPOIOTRT OSSN SRLEDOLEONNCEEIOOEPOIIID SIS ESIDPOESICLOIOEODOERNOGEINOEONPOROEOED

I declare that the particulars I have given in Parts A, B and D of this
form are true to tHe best of my knowledge and belief.

Signed:
}'}nployer ........."..'.'...‘.....

Date 600 0u 8 0800000008000 es90000s00C0

Part D
Name of Fmployese Insurance Homber and rate of insurance

Number sbtoaps alfixed to card

"U
td

For Official Use Only

Form £.11
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Social Insurance Act .e.s

Register of Applications for Credit in Respect of
Lost or Spoilt Stamps or Cards

Registration |Date (if any) | Date of Settle-
Registered | Date | Name of Employer | Number of |of Reference ment of Remarks
Number Employer to lnspector Application

1

2

Form C.11A.
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Social |nsurance Act eses

Registered
Humber of
Application.........
TOuossenassorssessanvsens(ame of Employsr) From the Soclal Insurance Board
......................(Address)

...............-......(Registration NO.)

Your Referentlaesecsssssssesascscsacsses Dato eescacesesrcorssecane

Your apprfcation datedessssssessesssfor cradit in respect of spoilt
fnsurance stamps has been allowed and the local office atesessscesessssnncsne
has been authorised to issuo to you on production of this form and without
paymeﬂf.-...........-..........1nsurance Stamps of...........-........va‘u@.

Signed...q..o...-o.........oo-.o--oo

Statip of the
Social Insurance Board

jshggested Stze 15 x 12 cqéf

Form C.118,
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Social Insurance Act ...

Registered
Humber of
Application.sesscocase

To the Social Insurance
Local Office atno'paooooo.velobno

dvoPLOOIPRIAIBNOILEDD

Datfx no..bo!oaa'.l_.c tose

An application made DY ceossascenssses, Registration Hoseorovasnsnonann
for credit in respsct of spoilt insurance stamps has bean allowed and the
eployer has been advised to apply to you for the 155U8 0Fussccsscesceorance
insurance stamps 0f.cveeocenscscscesncoassvallio,

You are accordingly authorised, on the production to you of Form C.li8,
to issue such stamps to the employer without payment.

After the stamps have boen issued this form should be signed and filed
under the employer's Registration Number.

Signedeoioaléao'a-aooQIOOCQIIDGUGOO

Stamp of the
Social Insurance Board

Stamps issued

SignedGGQQOOQoaonoeeobaeoov
o.oooo.-.oooosGOODGIOLOCa] Office

Form C.11C,
ijggested Size 15 x 12 cq§7‘
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Social Insurance Act ...

Registered
Number of
Application .ecoas.

TO soessveceens (Name of Employer) From the Soccial Insurance Board

ec’o--oooo’a- (Addr(BSS)

sesvessscsss (Registration No.)

Your reference .ieescevsccsscca Date as postmark

Your applicetion dated oveneevsss for credit in respect of lost
or damaged contribution cards has been allowed to the extent shown in
the schedule overleaf, and the individual record of each employee
nemed therein has been noted accordingly. You will, of course, be

* liable for payment of contributions in respect of any periods of
employment other than those quoted in the schedule.

This form should be retained by you for production on request,

Sign(ad.00.‘.0......'..6..0.60.

Stamp of the
Social Insurance Board

Form C.11D
(Suggested size 20 x 20 ciis)
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Name of Employee

Insurance
‘Number

Period

Contributions Credit

From

To

Number

Value

Form C,11D
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Social insuranca Act ..ee

Registered
Humbar of
App] icat‘onn..nunnn
T0sseesonesnsoesscasacens(llame of Enployer) From the Social insurance Board
oonoqnouooooao..oucoocn(AddPQSS)

OCC.".I....C.l..'I....(Registration No')

Your rEfGanceo.;o-0.0-04.00-00.-.-.-0--. Date

Your application dated.eessessesssccneafor credit in rospect ofveseessaces
..-......-..o.-..........................‘...has received Oareful cons‘dera"
tion, but it is regretied that 1% has not been found possible to allow your
application,

Signed...ﬂ....I'..l.....‘.......C..‘.I.O'..

Stamp of the
Social Insurance Board |

Form C,11E,

jghggasted Stze 15 x 10 cqéf
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Social Insurance Act eoes

Reference to Inspector

Employer's Name seeeerescsccsscne Registration No. scevceveaase

Address ® 00 68 0602 8008002 oo e eee D

TelephoneN.OQ ® 0600 5 00000 eE PR

To the Inspector ' FYOM veesoeesvessssseeee Division

¢ 0 00 69005 09 0008 s I’Ocal Office

(delete as necessary)

You are requested to visit the above-named employer and make
onquiries and report to me with regard to the following matters:

/Bdd particulars on which enquiry is to be made, e.g.

1. The circumstances relating to the loss, damage or
destruction of contribution cards or insurance
stamps referred to on the attached Form C.ll and
particularly in regard t0 s.ccesestenvsccsocsnses

2. The failure of the employer to return his
employees' contribution cards for the period
eNnAded c.seesvoscsscsassassy and to obtain new cards
for use during the present period.

3. The failure of the employer to apply for any
insurarlce Stﬂn}ps Since 8 6 2 0 8 0 4 8 0 06 02 08B S SN N e 6

7

°
—

Signed P 5 & 008 680000 0D s s

Date ® 0 9 00 40 AD O3 SN OSNOBSEDLDPEESGESES

Form C.12 [Suggestec Size 20 x 15 omg/
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Social Insurance ACt.eeveas

Schedule of Contributions for the Month..eoeose.

(Perio

6 068 08 088002 60

d betweenesoacoesso

o...o..'.o..-..}o..‘...(ﬂddl"eSS)‘

Reference a8 e 800 00 02ces0

nandvooootooooicoooﬂ)

ceess(Name of Employer) Registration Noe ..eees

I certify that the following is a full schedule of the .,
persons employed by this firm on.:eeeescess..., and that the
information given with regard to their employment and wages is

correcte
Signature of employer
or stamp O0Ff firM e,eecscscsosesce
Date croececcncsa oo
Serial |Insurence | Name of Employee {Insured|Employment
No. Number Wage Comm-:Ended Remarks !
lenced i
1
0 :
I T e R R ——
e e i B
e B e S
S N N AU A A——
7 ......
8
..... 5 . I
10 .............. N
11 ’
7 12
13
i "
15
LT N I
17
18 . an
19
20
A: TOTAL OF INSURED SALARIES: NUMBER OF EMPLOYELES
B: EMPLOYEES' CONTRIBUTIONS (% of A) in respsct of whom con-
C: EMPLOYER'S CONTRIBUTION (% of A) tributions are being
D: TOTAL AMOUNT OF CONTRIBUTIONS DUE paid according to this
(B+C) form ® ® 6 o0 06800 S PO S S G

Porm C.1%
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Social Insurance Act esoe

Continuation
Sheet No.
to Form C.13

o e & 0>

Schedule of Contributions for the Month ,.ceo00

(PeriOd betweenooo..onoo.onand o'oofoooootunaoo)

Serial
No.

Insurance

Nunber

Name of Employee

Insured

Empldyment

Remarks

Wage

OM—
men%ed

i Ended

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

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

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

........

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

NUMBER OF EMPLOYEES
in respect of whom
contributions are

D:. TOTAL AMOUNT OF CONTRIBUTIONS DUE (B+C) being paid accord-
o ing- to this form

Form C.13

Continuation

Sheet
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Ingtructions for Completing the Schedule of Contributions
(Form C.13)

THE SCHEDULE SHOULD BE COMPLETED IN TRIPLICATE, IPF POSSIBLE IT
SHOULD BE TYPED; OTHERWISE IT SHOULD BE COMPLETED IN INK IN LEGIBLE
WRITING. THE SECOND COPY WILL BE RETURNED TO THE EMPLOYER AND WILL
SERVE AS A RECEIPT.

THE MONEY CORRESPONDING TO THE CONTRIBUTIONS DUE SHOULD BE
SUBMITTED WITH THE SCHEDULE.

CONTRIBUTION PERIOD: STATE CLEARLY IN THE HEADING OF THE SCHEDULE
THE CONTRIBUTION PERIOD COVERED, If wages are paid weekly, it is
necessary to submit only one schedule for a period of four to five
weeks in accordance with the standard calendar instructions issued
by the Board.

IF MORE THAN THE FIRST PAGE IS NEEDED TO LIST ALL THE INSURED
WORKERS, CONTINUATION SHEETS, DULY NUMBERED, SHOULD BE USED.

IF CONTRIBUTIONS IN RESPECT OF MORE THAN ONE CONTRIBUTION
PERIOD ARE PAID AT THE SAME TIME, A SEPARATE SCHEDULE FOR EACH CON-
TRIBUTION PERIOD SHOULD BE COMPLETED.

DATA CONCERNING THE EMPLOYER: The name of the employer and his
registration number should be clearly entered.

DATA CONCERNING THE EMPLOYEE: The names of the employees should
be listed in the same order as that followed in the previous schedule,
omitting the names of employees who have left insurable employment and
adding at the end the names of employees whose employment commenced
during the month. As regards the new employees please enter the date
of commencement of employment in the appropriate column.

If an employee included in the schedule leaves his employment
during the contribution month, insert the date of departure in the
appropriate space, If an employee left his employment during the
preceding month and no notification to this effect was included in
the relevant schedule, his name should be repeated at the end of the
present schedule, together with the date of termination of employment,
without any mention of salary.

The insurance number of the employee should be accurately stated.
When an employee enters employment without being able to present his
insurance card he should be registered with the Board by means of
Porms R.4 and R.5. If such forms have not been completed in respect
of a worker who is listed in this schedule and whose insurance number
is not known, they should be completed forthwith and attached to the
- schedule.

Enter carefully the total sum of insured wages in respect of
employees included in the schedule and calculate the total employees'
and employer's contributions by applying percentages ... and ...
respectively to the total sum of insured wages.

ANY REMARKS OR ANY QUERIES AS TO THE WAY IN WHICH THIS SCHEDULE
SHOULD BE FILLED SHOULD BE NOTED IN THE COLUMN RESERVED FOR "REMARKS",

(The most important statutory provisions concerning the collec-
tion of contributions, penalties, sanctions, etc., may also be re-
produced on this form.)
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Social Insurance Act ,eeeee

]

TO eeeeceassssnsesess(Name of Employer) From the Social Insurance Board
PR te 5 LEED) DEEE veeeoecoccocanvsnes
sesereesscsasssnes(Rogistration No,)

Your Reference LR B K K SR L AN AR U RE SN B BN B B N B AR K N N 3

In the Contribution Schedule (Form C.13) for the month of
sesssascsesasess the social insurance number of the following
employees is missing:

Name of Employee Social Insurance
Number to be
Stated by Employer

Qe BB OLESOEREBILIEesOPLOEE (AR E A EEREEENEARNE N
L2 2R BRI B AN AN B SR LR AU BN O B BRI N N LN RN BRI NE RN E A
Mo s R cs st TR e L A RN RN N
[ LA BN BN B R BN BN N BN BR B B BE B I ) L 4 2 5 02 04880 00O
L A R N RN BRI I N W) esssessccrsrirens
86 8 058 020N 5 9 0 S 8000V OSOse.
Ssevsvessessrseruneetoa IR RN ENEEN NN NE RS
R RN WA W SN I W ) ovsvssessessrans
R EEE R RN RN N IR ) PeEReserss st Bsed

Please return this form within a fortnight, duly completed with
the insurance numbers required, If these are not known please attach
the registration forms (Form R.4 end Form R,5) of those employees who
are unable to show their social insurance identity card.

(Signed) U R R BN B B B BB B B BE B AN I BRI 3R 2R B B N 1
for the Social Insurance Board

Form C.1l4
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Social Insurance Act ...

TO sevevessenseasssse (Name of Employer) From the Social Insurance
Board
cecscssessssasesss (Address)
Date ® 9 O ¢ & 68 8 8500 4088200 080
seeacscssesssssses Registration No.

Your reference ececececsccsccccces

From the information furnished by you on Form C.13, it
appears that the total amount of contributions due from you for
the period ended .eieeeecriosnsccenes WAS seeevesossesssns

As, however, the total of the monthly payments made by you
for that period only amounted t0 ...eeeesecsesesessy 1 shall be
glad if you will forward to this office a cheque for the balance
Of eveccceccosnncensns

The cheque should be crossed and made payable 1o the Social
Insurance Board.

(Signed) LAL AN AR K I L B IR IR AR 2R N 2R a0 B B BN BN BN 2N Y I 4
for the Social Insurance Board

Form C.15
[Suggested Size 15 x 15 cmg/
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Social Insurance Act oo es

TO svenvsesssaasases (Name of Employer) From the Social Insurance
Board

ceessessesssessessss (Address)

’ Date eeeeennsnncccionnens

seecsseascesscsesssss Registration No. '

Your referenct cicesceccscccrsascs

From the informatiQn furnished by you on Form C.13, it
appears that the total amount of contributions due from you for the
period ended ......................° WAS eeeessccvscssves

As, nowever, the total of the monthly payments made by you
- for that period amounted t0 «eeviveeiviese...., the excess payment
Of veeseeeecesenenneasss hag been placed to your credit in the
records of this office, and may accordingly be deducted from your
next monthly payment of contributions.

(Signed) ® 6 0000060006400 ¢0 002000080 r080
for the Social Insurance Board

Form C.16

[Suggested Size 15 x 15 cms/
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Part VI

_ﬁ}_eotlon Cud.

Appeal Forms

Insurability Questions

A'l .
A.2,
A.3.

A4,

A.7.

Application for decision by Social Insurance Board.
Index record of application on Form A.l.

Request for comment by interested persons on summary
of the case.

Certificate of appointment by the Social Insurance
Board of person to hold an inquiry in regard to the
application for decision.

Notice of proposed hearing in regard to the applica-
tion for decision.

Notice that a question of law is to be referred to the
Court.

Covering letter acéompanying the copy of the decision
of the Social Insurance Board.

Benefit Questions

A.8.

A.BA,

A.8B,

A.8C.

A.9.

A.10,

A.10A.
A.10B.

Decision by Social Insuranoe.Board on title to medical
care.

Decision by Social Insurance Board - Contribution
Condition for sickness benefit not satisfied.

Decision by Social Insurance Board - Contribution
Condition for maternity benefit not satisfied.

Decision by Social Insurance Board = Contribution
Condition for funeral grant not satisfied.

Decision by Social Insurance Board as to cessation of
entitlement to medical care.

Disallowance by Social Insurance Board of claims for
cash benefits, when period of entitlement ends,

Disallowance of claim by reason of receipt of wages.

Notice of disqualification because of breach of rules.
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A.,11l., Reference to Medical Tribunal of complaint about
medical treatment.

A.12, Insured person - appeal against decision on a benefit
claim.

Lel3s Application for dispensary papers in connection with
a medical care appeal,

A.14, Notice of Tribunal lecting to Chairman of Tribunal.

A.14A, Notice of Tribunal Mecting to applicant for disability
pension,

A.14B. Notice of Tribunal Meeting to complainant about medical
treatment.

A.14C, Notice of Tribunal Meeting to medical officer.

A.14D, Notice of Tribunal Meéeting to nedical member of
Tribunal.

AJ14E, Notice of Tribunal Mceting to panel member of
Tribunal.

A14F. Notice of Tribunal Meeting to appellant.

A.14G. Notice to Social Insurance Board of hearing of
appeal. :

A.14H. Notice of Local Tribunal Mecting to an interested
person,

A.,15. Tist of cases for consideration at Tribunal Weeting.

A.16, Decision of Medical Tribunal on disability pension
guestion.

A,16A, Decision of Jledical Tribunal on surviver'!s pension
*  question.

A.17. Decision of Iocal Tribunal on an appeal.

A,18. Disallowance of Survivor!s Pension Applicatione.
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Social Insurance Act ...

For Official Use Only
Registration No. ...

Form of Application for the Decision by the
Social Insurance Board of an Insurability Quesgtion

Important Note

Any person who desires to obtain the decision of the Social
Insurance Board on any question as to -

(a) whether the Social Insurance Act should be applicable to a
particular establishment;

(b) whether a certain person is or was employed under &
contract of service as an employee or apprentice, or
is to be treated as so employed;

(¢) who is or was liable for the payment of contributions
as the employer of a certain insured person; or

(d) at what rate contributions are or were payable by or
in respect of an insured person;

must complete carefully Part A, B, C or D respectively of this
form and also give in Part B any additional information relevant
to the question, and send the form to the Social Insurance Board
at 4 8 6 0 8 6 0 0 80 80 P s s et L N I I A

Part A Name of Fstablishment ..essceveeescosssss Bmployer's
Registration No., (if any) .....
Full Address of Establishment ....ciicevunernnsnn

0 060 8 0000086800000

Number of persons employed in the establishment ..........

I hereby apply for a decision as to whether the establishment
named above should be an establishment to which the Social
Insurance Act is applicable.

(Signed) 9 060009 0000
Stamp of Firm Date sveevve

Part B Name Of PETSON sevs.nvecesessersssresseess lnSUrance
No. (if any)

AGdress Of DerSON seeetseesrencsseseecessees Date of birth ceveee.s
Name and address of Bstablishment at which he WOTKS eeececsccesancs

LC RN BT R B R A B IR BN B BRI B BN B A B R B B 2B SR SN AE B B I B A ]

Nature Of WOTrK 4 cvieteveoaartsnsosstosiosecscenssssassassane
By whom i5 work controlled cicesorseeceoseronoervasasnsnosncs
Date of commencement of work seiee.ve..... Date of end of work,
if terminated ceevescoas

I hereby apply for a decision as to whether the person named
above was employed under a contract of service as an employee or
apprentice, or is to be treated in accordance with the Contribu-
tions Regulations as S0 employed, 8iNCe ssvicenveessassy Or during
the peI‘iOd eseabecesreraens ‘bO seevsserar sty While WOI‘king
at the establishment named.

(Signed) ®Pevedesvsses s
Address © 8 8 % 22 0 000 0P BSOS DP

Date L BN B I IR B N
Form A.1.
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Part ¢ Name of insured persSon csesesessscsssasesslngsurance

UNAERERERR

Enploybd DB essoseorsessseasssnccne at 9 28 00 0 98 5SS 0NN TSP Ne e

sreesesseasssesses{give nane and address of place of work)
FTOM veeveansenee £9 aenevenssnsss(if enploynent has ended)
Name- of person by whom wages are pald cieeciisiesrscccavanns

T hercby apply for a decision as to who is or was liable for
the payment of contributions as the employer of the above-naned
insured pcerson for the period since c.coceevas, OF fTOM cveevness
'tOoooo.a-c.t

(Signed) -...0‘0......’..'
" ACGAYESS s erevssserssat e
Date e

Part D Name of insurcd PETSON tesiesessssecsssses . insurance

No.'i |I |‘l i |-

Emplos’ed as 'll‘.l...’l.-...;.ll by ccout-q.'nucl.no..clonnop:lgl.

ceseereercasasseassses(Zive nane and address of establishnent)
FLOM vevevnnnnccnnad $O suravesananes (if employmént has ended)
Ratb Of ‘Jang.-...a.......o-.

I hereby avpply for a decisgion as to the rate of contribution
payable in rcspect of the abeve-named insured person for the period
Since 0&09.900:.000'00000009 Or fror;l .OOO..I..."B. to .DI...AI.OO

(signed) voeveecencnonce
AdATeSS iesccecsesnssnne
 DALE soseene

Part E To be completed in all cases

Please entor here any othor detalls relating to the matter on
which a decision is requested, and indicate particularly on what
grounds it is considered that the advice already given to you nay
have- been incorrect. '

I declare that all the_inférmétion given by nie on this
application is true to the best of ny khowledge. and. belief.

(signed) ‘....'..-.’..'..
Form A.le. Date ececeons
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Social Insurance Act e

Registration
No. of
Application seccecen

Application for Decision of Social Insurance Board

Application made DY eeevreeccescosroncoe
"lddress ¢ & 0 2 20 008 00 000N e e
Subject of question raised «..iceivevecosceonssss

® 66 0 0 00O D oW PP SO OEOSEESIDSPIDL

Sum]:lary Of DGCiSion ".0...0..'......COl'i...l.......lbl....l..

LA LR I B B B BN A I AN 2R B R B B B R B I NI B S Y B I IR N N S RSN Y )

Form A.2. /Suggested size of Form 15 x 15 ems/
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Social Insurance Act ...

Registration
‘No. of
Application «eeeeoes

Application for Decision of Social Insurance Board

TO ocoecsceccacasosvanssas Fronn the Social Insurance Board
© 9 00 600 T 0SS 6O O 9N A PGS SO Date QS postn]ark

00 & 860 G000 ses e e dbe

In the matter of an application made DY ceceeceersecrssscscocsnsos
for a decislon of the Socilal Insurance Board, with regard to

the enclosed is a suwmmary of the information which has so far been
furnished with regard to this matter:

As 1t appears that you are a person who 1s or may be
Interested in this matter the Board would be glad if you would
furnish below your conments as to the correctness or otherwilse
of this summary and any further infornation which you may be able
to give relative to the subject.

(Signed) ® 0 0 & 0 9 0 0 0 0 08 80 oo
for the Soclal Insurance Board

Comments and further information

I declare that all the information
given by me above is true to the best
of ny knowledge and belief

(Sl ned) * 6 00 0 00080 C P

Date o o 5 & &6 00O
Porm A.3.
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Social Insurance Act ...

Registration
No. of
Application seeeevocess

Application for Decision of Social Insurance Board

L 2K IR K B I B I BN 2 I N B B BN B IR B Y B A A AT I I S A RY RS B RN R N NN WP R R iS hereby &pDOinted
in accordance with the Social Insurance Adjudication Regulations to
hold an inquiry into the question raised By ciescecesccocvaocscnans

® % 3 08 60 0 00 2 00 089 e >0 s On LR L B A B2 N BN B BN BN 3N B BN BE I BN B BN B BN A

(Signed) ® @ 008500 009084500000 00¢e

A person authorised to
sign on behalf of the
Social Insurance Board

Date ® 6 & 0 & 9 P80

v [Sugzested size of Porm 15 x 20 cmg/
Form A.4
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Social Insurance Act ...

Registration
No. of
Application .c.eeevees

Application for Decision of Social Insurance Board

TO ® 4 0 0890 ¢ P20 00 8000 e BSOS OSSN TSESE
® 8 00D 08 4006000 LPSIEP OSSN CEES

LA I I R B I I I I B K IR I R BN BN NN BN BN BN

In accordance with the Social Insurance Adjudication Regula-
tions, the Social Insurance Board has appointed ....ceeecececeses
teecoeesescscsssssssssessesesss 0 hold an inquiry into the question
raised DY eececvecoeseococscsssssanearessssanesssss and this is to
inform you that he proposes to hold a hearing with regard to the
matter at ....oceeeriiiteesicesicscncensse On the seveieasa., day

Of ® 8 98 0080000008008 ry 8 660 2000 at ® 6 8 80 08 P eSO EE S 0OPOS S CES IS

You should be present at the hearing and bring with you the
following documents

CEE B B B B SR 2L B AT 28 B RN Y OF BN BN BN BN BN BN BN B B RN B A B I I B AN B SR AR 2 R IR BN B R B AN BY BN B BN B IR I A B R N I

® ® 8 0 8 0 08 009 B S OG3 OSSP DPO O O0N SO NSO S0 GO0 O 00009 eSS eI SEOOSSIEES

(Signed) ® 0 0 0 0 & & 5 00 06O O 0 08 0 e 0
for the Social Insurance Board

Da‘te ® 00 8 0 ® & 0> 0 00
[Suggested size of Form 20 x 20 cmg/
Form A.5
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Social Insurance Act ...
Registration
No. of
Application .e.eceevces

Application for Decision by Social Insurance Board

TO eeeeescsesccsssasesasesnsnss FPFrom the Social Insurance Board

secoecccsseessssecnssssssseses Date as postmark

LN B B IR U AN IR R B B AY B B I N R I B B I BN I )

In the matter of an application made DY ceeeevsvcvroccvoncecs
for a decision of the Social Insurance Board, you are informed
that a question of law has arisen in connection therewith and
the Board have decided in accordance with the Social Insurance
Ad judication Regulations to refer the question to the Court for
decision.

(Signed) & 5 0 & 0 6 8 0 60 060 W 2 v P e N
for the Social Insurance Board

/[Suggested size 15 x 20 cmg/
Form A.6
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Social Insurance Act ...

Registration
No. of
Application civeceen

Application for Decision of Social Insurance Board

TO L B LI I B B B NN N R I I B IR RN R N N R Y
®© 806600 ¢evsessetessnNeaoe

G 8 26 8 090 00 00 00 OB N SE L PGS

Enclosed herewith is a copy of the decision of the Social
Insurance Board with regard to the application made on eceeeees

® 0 08800 0808000089 0

If you arz dissatisfied with the decision so far as it
relates to any question of law, it is open to you, within 30 days
of the date mentioned hereunder, to appeal against it to the

Court. In all other respects the decision of the Social
Insurance Board is final.

If you are in doubt as to whether any question of law arises
in relation to this decision, you are entitled to ask to be
supplied with a statement of the grounds of the decision.

(Signed) ® 86 0 869006 e8 e e 000

for the Social Insurance Board

Date * 00 &80 0
/Suggested size 15 x 20 cmg/

Form A.7.
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Social Insurance Act ...

TO @ ® 4 8 & 0 & DO "B OO OO P OO O N A s Insurance
Number

® & & 0 600 0 85800 0 0 00y o e o0

With reference to your application on .eieeescecesseses fOP
medical care, you are informed that you are not entitled to
‘receive such care under the Social Insurance Act because you had
not on that date been insurably employed during at least 13 weeks
within the 26 weeks immediately preceding the date of your
application and accordingly did not satisfy the condition for
entitlement laid down in the Social Insurance Benefit Regulations.

(Signed) eseceseecoccecscsoras
for the Social Insurance Board
Date eeveeesnas
[Suggested size 15 x 15 cms/
Form A.8
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Social Insurance Act ecease

Insurance
To ® 4 % ¢ 6 8 0 @ 48 s QS e GG 9T EPC AL OSSP e I\Imber

|

L A N R 2 I I I A A I A A N A N I I I SO )

With reference to your application for siclkmess benefit
as from sees.... you are informed that you are not entitled
to receive such benefit under the Social Insurance Act because
you had not been insurably employed during at least 13 weeks
within the 26 weeks immediately preceding that date and
accordingly did not satisfy the condition for entitlement laid
down in the Social Insurance Benefit Regulations,

(SignEd) $essesercp et

for the Social Insurance Board

D&te I AR R NENNE RN ENE NN NRNN]

/Suggested size 15 x 15 cms/

Form A,.8A
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Social Insurance ACt ceees

Insurancel

AT,

To (AR AR A R AR N N‘.lmber

48000 srvstss0s a0 800Ny

With reference to your application for maternity benefit as
from seeeeeecssssyou are informed that you are not entitled to
receive such benefit under the Social Insurance ict because you
had not been insurably employed during at least 26 weeks within
the 52 weeks immediately preceding that date, and accordingly
did not satisfy the condition for entitlemsnt lald down in the
Social Insurance Benefit Regulations.

(Signed) ssssasessssacassntpePPe
for the Social Insurance Board

Date [ AN NE BEENNEEENNEENEENNERESENES ]

[Suggested size 15 x 15 cms/

Form A.8B
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Social Insurance Act .....

- coen Insurance ) T
Number of )
...‘.‘.'..'....'.....9 Deceased persm ) j

With reference to your application for a funeral grant
in respect of the death of Sebocasarsreresevcctrosrontna
you are informed that you are not entitled to receive such a
grant under the Social Insurance Act because that person was
not immediately prior to his death qualified to receive medical
care under that Act and accordingly the condition for entitle-
ment laid down in the Social Insurance Benefit Regulations is
not satisfied in your case,

(Signed) 0‘-1..0...0.0‘0..".9.’0..;
for the Social Insurance Board

Date LIS A A ) [ AN B I A I

/[Suggested size 15 x 15 cms/

Fom A G8C




.
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Social Insurance Act e

TO ® & 0 0 5 8P 6 E S P VL SO E BSOS E OSSO Insllrance Nw’nber

LR R 2 B A 2R B I B K I R I Y S I R N Y

With reference to your application for medical care, you are
informed that your title to receive such care under the Social
Insurance Act wlll CEASE OfN seevenveccrsvssoscscas

If you are of the opinion that this decision is wrong, it is
open to you to appeal against the decision to the Local Appeal
Tribunal ab ceeeevcioreosasvcroconnsssasenssanessnss Any such
appeal must be nade in writing and should explain for what reasons
you consider that the decision is wrong.

(signed) vevecevencessscossassnss
for the Social Insurance Board
Date crecessesensns

[Buggested size 15 x 15 cms,/
Forn A.9.
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Social Insurance Act ccees

{nsurance

To 00000 PPIBLPOCIOLTIOIPBLANLOIRNTERSOBDOsOCDPODDS Number

BOBELEOINOLARNADPNOI0BLONBRDPOO0028000800050000 080

With reforence to your claim for ciieveerovesssaeesss, bonsfit, you are
informed that you are not entitled to receive such benefit beyond .ecsevcosruone
to which date benefit has been paid, because <..ecevsscaciooscnesarocrisenrares

PPOORBPOELODO0CNBNOANILDINIPGOOLELONOEO00000C0RISIPVPACENOCREBOINOORORARPIOSROBIDY

[insert reason, e.g. by that date you had received sickness benefit for 13 weeks,
or you had recelved maternity bensfit for six weoks from the date of your
confinement, or as you returned to work on the following day, or after enquiry
i1t is considered that you are no longer incapable of work,/

If you are of opinion that this decision is wrong, it is open to you to
appeal against the decision to the Local Appeal Tribunal at seveeveeiscesceserene
Any such appeal must be in writing and should explain for what reasons you

consider that the decision is wrong,

(Signed) doraBOCOOLecROtbobROOCONPREDOGOLYL

for the Secial Insurance Board

Date eerevsecevssvRbOGERRROC bt eRbObbeE

Forn A.10 [Suggested size 20 x 15 cms,/
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Social Insurance Aet seees

Insurance

To PODSIOEC0L02 80800002 CLRBURNRLERROPNIDBOONBOIGS Number

PCODASBDOLEEOIOFOOVIVCLOLBENITENEOOEOIOCEARBDOONDY

Kith reference to your claim for sisscescecesessecasss bonefit, no payment of

bonofit can be made to you at present as it ts undorstood that your employer is
paying you wages during the period of your absence from work at a rate which is
not less than the rate of benefit to which you would otherwise be entitled.

If you are of spinion that this decision is wrong, it is open to you to
appeal against the decision to the Local Appeal Tribunal at seecesveseccarsccnce
Any such appeal must be in writing and should explain for what reasons you

tonsider that the decision Is wrong.

(Signed) S80sdcsecssvecscoveetReBORORROS

for the Social Insurance Board

Date BOESLOIUNSISA0ORINPOILCOIPISIOIBIGSIIOIOS

[Suggested size 15 x 15 cns.J
Form A.10A
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Social Insurance Act ,ene

TO ceececeessecessvscoscancen Insurance Number

|

PR BSSN GGt s et ROO OB ES

With reference to your claim for ............. benefit, it is
considered that in accordance with the Social Insurance Benefit
Regulations, payment of benefit must be suspended for a period of
cerssesavscnsesWOBKS FYOM cevncesvrsesencofor the following
reason: -

ég?serf reason, €.g. you were engaged in remunerative work during
© Period ,.,eeeverececetO veossasecssssssfor which you claimed
and received benefit, or you failed to submit yourself for
medical examination when required to do sq§7

If you are of opinion that this decision is wrong, it is open to
you to appeal against the decision to the Local Appeal Tribunal at

eevessscsssse Any such appeal must be made in writing and should
explein for what reasoms you consider that the decision is wrong.

(Sigrled) 'EEEEEREEENRNERERENNNENENNEE R NN ]
for the Social Insurance Board

Date ' EEEEE I R I N A BN BN NN I B 4

[Suggested size 20 x 15 oms/’

Form A, 108
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case Number s8seevrov e d

Seci nsurance Act ..o

Complaint regarding Medjfcal Treatment

Insurance
Name of Insured Person N Number

I To the Clerk

.'.I......‘I'OO'D...Q.OQ...". Mad‘ca] Tr'buna‘
Hill you please submit to the Tribunal for their consideration the attached

papers relative to the complaint of the above-named insured person.

s‘gned COEPURNINBAIDALINPICOOOBRITEIDOIGCOITIOED

Appeals Section
Date CODOEDPOSODPIORLORONRRBDPINCUIOERDHIDROD

1. Appeals Seation

This complaint has been considered by the Medical Tribunal and their

findings thereon are as folloms:

BOOEEPRGORPRLONTOINOORNECOEVECIBLATIRIDENONONNINSICOOaItItrIoveEOcOtertiodonsbostances
.OOCQU»QQOOlooonc.0000-llo.o.lnob-l..0-0.-0.0oo.c-olCQOIDO.!I..OO0.0o'o..l.bﬂl..

PP OIPITIIE0T000BENECE0C0000CE0EICNETIIINIRNEIRTIIsUENINERTINIRQeOEPetiIotnenetonibol
Sigﬂﬂd e000800000600000000p08008 Cha’rmaﬂ

ceevsacesvesvene ( Med‘ca]'members

Sseevcessonssne ( of the T"ibuna‘

Date ePoSLGABOLOROPOEEROQROOCRAVOBRGENOROEBAS D

[Suggested size 25 x 15 cns.]
Form A.11
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Social [nsurance Act oosee

Appea) Against Decision on Benefit Claim

Insurance
To Name of Insured PerSOon cueeescessrossceccscnoscossns Numbap

AddFGSS GO PLLINNNNI0RCRECOEBALORILDELLPEOENQNORERCEOCRERS

BOPRIDIIOLORPEOEOBE000OPEPDOCOCPOCLOO0BPPPOLOOS0S

If you wish to appeal against the decision notified to you on Form soeeeaes
With rogard 10 your c1ain fOF veevesensernsernsneesssrsnnes benafit, you should
conplete the following statement, setting out clearly the grounds on which you
consider that the decision was mrong, A notice will be sent to you in due

course telling you when your appeal will be heard by the Local Tribunal.

Signﬂd PCIEVREISLNI00CERETEOIENBOIIVNIEROS

for the Social Insurance Board

Date 20280000000 0000000v s toPtORDOOIRNRGEY

To the ss0esssssacrecnnescossessscasese LOCA! Tribuﬂa]

| hereby give notiee of appeal against the decision referrod to above, bocauso |

consider that it is wrong for the folloming reasons:

GG PB0000000000000000008000000030C00PN0R0PVNAONIBRCOBRR00000800600000000500000004

DIDENDAOIBADENPPINNOORORPEOC RN INODPROIIINEOONORROBRBERNCNCORO0R0DORNORCERESDPAD

Impression of
Signature of Right Thunb
Insurﬂd PGFSOH $0008P0s000 LTINS OOGOIOOSS

Date B0LEROERSEEPCCOIICDICOPNBDONNNCCOEIORROSRS

Form A.12
[Suggested size 25 x 15 cns.7







- 593 -

CasevNumbBr sssevscsscese

Social lInsurance Act voees
Application_for Dispensary Papers

Insurance
Name Of 'nsured Person 08B EEVILLPI00PIFTGELIIEIRDROORNES Number

To the $0csevsnoscerBOLOIREOEROPOIRCERBOY Dfspensary

The above-named insured parson has stated that he wishes to appeal against
the decision notifiod to hin by you on Form A.9 that he is no longer entitled to
roceive medical care under the Social insuranco Act. Will you please be good
enough to forward your papers with regard to the case (including Form M.C.5)
showing for what periods he has been in receipt of medical care. The papers
will be returned to you in due course,

SiQHEd 680co 0008600000080 0000800000000

Clark t0 thoeeeeoseesnese Lotal Tribunal

Date 004080000200 0000C0RTCEIRIBRIOOISIIOISYP

To the G006LQ0CH0IVRREROSSERPGOLINDREESD Loca] Tr'buna]

Relevant dispehsary papers herswith,

Sﬁgned $00c0scessecaRescsa0O ORI OOIRTISY
sressenssstrssserrans DiSpensal‘Y

Date 000000000 08CPPIOPRIVROIERRIORSEPIDY

TO the coo..c.fno‘.lot-.vl..o..‘.o.i'.t'b Dispeﬂsaf‘y

Papers returned herewith together with a copy of the Tribunal's decision for

any necessary action,

S,gned BP0 RLOERROCETESIPCLABBLINRNOOCROOICY

Clork 10 the ..ceseceesos Local Tribunal

Fom A.]s Date B002020008030000000 0000000000 R0RA0S

Buggested size 20 x 15 cns./
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Social Insurance Act eeeee
Notico of Tribunal Meeting to Chairman of Tribumal

$ir,
As agreed | have issued notices of a nooting of the coscsccesssssasecessene

AeMo

Ir’buﬂag t@ be hB‘d Oﬂ VIC000DADO0OH00RTELECCEVOBY at g80Ce0C0600DES p ﬂ
el o

" | onclose herawith 2 Vist of the cases whick are to bo considersd at the

weoting, and copies of the relevant papers,

Sigﬂed 0000000008000 OPOC0E0BOIFOBOOGIS

Clerk to the Tribunal

Date PB0A0DBUOIDOCOSOORPRACGEOROOQSGLROERS

[Suggested size 15 x 12 ense/

Form A.14
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Social Insurance Act seese
Notice of Medical Tribunal Meoting

fre )
To HMrs. ) 608880860080 CCIOVEETSO0S0000RSI0ROPPACNORCRIES Case Number seevenens

Hiss )

X
This is to notify you that your application for disabilit pension has been
survivor's
submitted by the Social Insurance Board to the B6000000000080€0600000000000000858

Medical Tribunal at seeeceessscocaesecsscasess and will ba considored by that
A,

Tribuﬂal at sseasvescesssss . Ofl cescocssecsecevssassesnsensosessscccrsccasstone

Def e
Ui1) you please attend the meeting of that Tribumal a quarter of an hour
before that time and bring this form with you.

If for any reason you find that you will not be able to attend at that time
will you please notify me at ons> on tho form below and let me know whether you
consent to the Tribunal dealing with your claim in your absence.

signed COOPIICBOOIENOORNVOROCSIOHIRLBIRDOOES

X Clerk to the Tribunal
Delete whichever does not refer

Date Scessseernssvissesstessscntsinsoned

To the Medical Tribunal

I snall not be able to attend the weeting at the time stated on this form
consent

and | do not consent

to my claim being dealt with in my absence,

S‘gﬂed ePses¢eL D000 0080000 RCRIOIGES

Date PP NI a0 A0E00G5890200 060000

LSuggested size 20 x 15 cnso/
Form A.14A
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Soclal Insurance Act sesee

Hotico ¢f Medical Iribunal Meoting

Wr. )
To fHrs. ) OB EDEPO6RBPEL00DIS0EN0OEOR0REE0OPPDEREOOS Caso Number eeecssssse
Hiss )
This is to notify you that your complaint with regard to the medical treat-

ment raceived by you will be considured by the esccesesceccssnconan Hod ical
el

Tribuna] s‘tting at 0880 PCOEIOSEPIIEINDOEOS On 298028000 PQRNEDEARO Y at [EX N NN )] p m
Will you ploase attond the meeting of that Tribunal a quarter of an hour

before that time and bring this form with you. !f for any reason you find that

you will not be able to attond at that time will you please notify me at once on

the form below, giving your reasons,

The Tribunal is empowered to consider your complaint even 1f you are not
present at the hearing, unless you have given them a reasonable explamation for
your absenco.

Signed PtecavcengeesRIsOBTRRBORROEOERTOSRROR

Clerk to the Tribunal

Date B00CsseORbOPQILRRBIGNRNIRNLORONNOGTIORDT

To the Medical Tribunal

| shall not be able to attend the meeting of the Tribunal at the time stated

on this forn for the following reason:

1800000000 0000060080000000065800868000058500Ga0sba0s80s000sir008000000e0s0sensss

0506 6008000000006000000085ucsssa000000008880600s000sE0000800e0800aI080000s80s00S
Signed $eee080000008880000060 000000000

Date 008880008000 000000PPRBTROOBORLDR

Form A,148

[Buggested size 20 x 15 cms./







Social Insurance Act coose

Notjce of Medical Tribuna) Meeting

To Dr. 20080000600 0000000000000006000000050 DiSanSGPy Case Number ecosscesocs

Sir,

A complaint‘uhjch has boon received from eccsccsrssconsessscscsnsssnsveccsn
! ]
Insurance NumbeA; | J ’ ! ] [ [ L_L with regard to medical treatment given by

you, is to be considered by the «.eceesescecesassosssss iledical Tribunal sitting
Adelle
Pella

at GEOOVORIBORPOBLO00808CO80802 on [ R XN ER NN NS NNNNNENNNARENE NN NN ] a‘t Sedoo
A copy of the complaint is attached.

It would be of assistance to the Tribunal if you could attend the Tribunal
meeting at that time in order to furnish them with your observations with regard
to the complaint. 1f you will not be able to attend will you pleass sign the
statement below and furnish any remarks which you may wish to make in the matter.

Signed 0P DEI0000EO0E00SPIPRIEIIORON0SEVIOD

Clerk to the Tribunal

Date (I RN A NN R A Y R RN A R R A Y LN )

To the Medical Tpibunal

| shall not be able to attend the meeting of the Tribuna) at the time stated

on this forn, Hy further remarks are as follows:
DIOCQ.UCIQGDBOGO."00009.00DOGG.OOOOOOOCOQOIQ...l".I...'lll...d.ldﬁlQ..'..ﬂlI..'
090..0...'..IBOGO.'Q'..Q‘D..ﬁ.0..0...0"I.QO!l....!0.Il.'000......'0.'.‘..}.'0.‘

Signed PEORN0L000AN0O0SCLENPNE0EOPPIBCY

itedtcal Officer

Fol‘m Ao‘qc Date GesnrseeiebetsssoesnboB ot taT PO Oe

[Suggested size 20 x 15 cns./







- 598 -

Social Insurance Act o.uee

Notico of lledical Tribuna] Meoting

Sir,

Th‘s is to notify you that a meetiﬂg Qf_the ‘l‘.t..lb..l.'.ln"’..l Medica‘
Tribunal will be held at eoceveseecssconnersssse ON socescessrcosrsrcecssrcescs
Aalfte

comnencing promptly at seeeeaa™
Pefle

| encloso herewith a list of the cases which are to be considersd at that

meeting, Copies of the rolevant papers will bo available at the meeting.

If for any reason you find that you will not be able to attend, will you
please notify me accordingly as sarly as possible in order that | may get

someono elsa to take your place on the Tribunal.

Signed PeseRGNRNGEIGROVNTINGILOLOOREDORRRERS

Clerk to the Tribunal

Date 0086000000000 208000000006000800000¢

[Suggested size 15 x 12 s/

Form A.14D
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Social Insurance Act ayeee

Notice of Local Tpibunal Heeting

Sir, :
This ¥5 to notify you that a meeting 0f the sseceseccesssccessescons LOGAI

TNbUGa'f “‘1‘ be hEld at afBedeeseRBeRateOODOD on 9209400000000 0000 000000000008

dofs
Dolle

comaencing promptly at ceeeoss

{ enclose harewith a list of the appeals which are to be considered at that
meeting and draw your attention to the following extract from the Adjudication
Regulations,

"Regulation 16{4) (a) no member of a panel shall sit as a member of a tribunal
during the consideration of a case -

(1) in which he appears as the representative of the
claimant; or
(i1) by which he is or may be directly affected; or
(1ii) in which he has taken any part as an official of an
association, as an onployer, or as a witness."

1f any of these provisions apply to you in relation to any of the cases
listed, or, {f for any reason you find that you will not be able to attend will
you please notify me accordingly as sarly as possible in order that | may get
someone else to take your place on the Tribunal,

Coptes of the relevant case papers wil) be available at the meeting.

SigﬂEd BLESCLSONIPIPIIPOICEEPPIELRICENLA Y

Clerk to the Tribunal

Da‘l:e QB0 AO Lo LI eI PO EERDOOBIBEBEDOOES

Form AG)4E

[Suggestod size 20 x 15 emg.7
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SECia] !nsurance ACt ceoese

Notice of Local Tribunal Meeting

Hr. )

io Mrs“ ) 0000000080880 PCRICABOLEINDARORO0BEDRD2OI02F case NUMbBF SR8CEIPDYVESD
Hiss )
This 15 to notify you that your appeal against the decision of the Social
Insurance Board with regard 1o your tit19 40 eeeceveoessaversccasescssss bonofit

uill bo dealt with by the sosceecscsacnseccss. Local Tribunal sitting at
dole
CHLBONALL 2B B A6 080020 RVADNVOECDCH 0“ X EYYEY YR FREX SRR NRRRRRRNNR Y Y ) at .-.,.." p‘m.
%111 you please attend at that address a quarter of an hour before that time
and bring this form with you, You may, if you wish, be represented at the

hearing by any other person nof being a lawyer.

If for any reason you find that you will not bo able to attend at that time

will you pleass notify me at once on the form below, giving your reasons,

The Tribunal is empowered to determine your case even {f you are not present
at the hearing, unless you havo given them a reasonable explamation for your

absencg.

Signed (XXX X TSI REN SRR NARRSNNR SRR RN NN 0

Clerk to the Tribunal

Dat@ 9800000 APELINEOBECEREO0COEBFCITOOIBD

To the Local Tpribunal

| shall not be able to attend the meeting of the Tribuna) at the time siated
on this form for tho following reasons

Te80006000P6000208008L8CT000CA2GRPOROB0GEBCONLEOL0EENCROCIRENPOBO0G00E0ONIBIIDIDY
93...Q‘0.'...9’.0."....nG!’.bo@oﬂe"@oﬂ.........'.............'...‘.‘......".6
signﬂd 00s00scs0seteoosesPRORDNEEREIOLOS

Form A,14F

Date 008004060900 00000020660000838000000

[Suggested size 20 x 15 cmsy/
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Social Insurance Act voees

Notice to Social lnsuragée Board of
Hearing of Appeal

Case
Number sesscecsccoce

Sir,

The appeal Of e mmmOon lnsurance Numbar tsevecee

s to be OOHSidOred by the Local Tr'buna‘ sittlng 3 P
Aol

Pelte

on GOBBOOCIOIRNINOLERCOIPIOOOIRIAROIIROIBDOIIIPSD at [ AT TN NN NN

if you propose to bs ropresentod at the hearing will you please advise your
representative, who should not be a lawyer, to attend at that address a quarter

of an hour before the timo stated above.

S‘gned G000 00000000000 000000000000000000

Clark to the Tribunal

Date 006900000000 0000sRb0CbOOVEsORIOIEDOD

Form A,146

[Suggestod siza 15 x 17 cns./
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Social Insurance Act oeese

Notice of Hoaring of Appeal

Gase HWbor sevevceescces

Siry

As 1t appoars to the Chaiman of the esesessesesscesscvsscrssase Local
Tribunal that you may be interested in the case of sasscssssvssrensssecccncvescss
Insurance Humber seeeeevenvesccoes AQArOSS seeversseseascssnnsvsvesnessrascseceny
he has asked me to let you knom that the appsal is to be considered by the

Tribunal Sitﬂﬂg At seceecosscescsscessrsnsse Ol ssnsecsveascancesscssssosossntos
a.m.

Pelle

at [ EXENE X )

If you intend to bs-present at the hoaring you should attend at that address

a quarter of an hour bofore the time stated above,

S’gned PS0COPOUDOOITNEINEOEDINNENOCOPOSS

Clerk to the Tribunal

Date BOOEPOSROSLELONLOIDENNNOOSISSRROIRED

Forn A.14H [Sungested size 15 x 12 cngy/
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Social Insurance Act oeess

List of Cases for Considoration

3t seeoesesse Tribunal Mooting O eecssseses

Name of insured
person

Insurance | ~ Case ature of Timo fixed
bunotit

nunmbep nunber for hearing
fnvolved

Spocial
notes

Form A5







. e
22 8 X
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.
g

Socfal Insurancs Act seees
Decision of Hedical Tribunal

Case
Number ecsensse

in regard to the claim for disabjiity penston made by cveceeceoscecccacaces

2960000000000 080000000CIBEVEPECE8r00000000snsto Insurance Number ‘ l | L_L_J_;[_l_J

we have examined and questioned him and we find that j insert findings of

OBOBIOEPRNTBCOOINISRNOBROOPENNEISLIOOESRPECLINIIBINEPIY ) faCt uater!a‘ to

$0040CA90RCO0CEP000008000Q000C0PORISIOORICANINISIRAROITESSS ) the dOGiS‘On

NCC R0 CCEEDRB0L0YPCEDRNLCICRPISOPRBIDOIOONRROOIDORNNETLS )

and that

(a)

(b)
(¢)

(d)

has *
he ];;;';E;'suffered a loss of earning capacity as a result of an
onployment injury;

(1f the deciston on (a) is "has not" the rest of the decision
should be deleted)

is _*
that loss Y

the loss of earning capacity 1s assessed at seseeee por cento;

*this deciston is fi

*this deciston s provisional and should be reviewed 1n .....months,

likely to be permanent;

* Dalete whichever is inapplicable,

Form A.16

Slgﬂ0d Ry Chairman

o--oo-noo-ooogno.o-fuo'( Medica‘ Yembers

o.--ouconolnuo-oocooool( Of Tribuna]

Date evsseccsssscoscrscocscrncancsrcosen

Buggested size 20 x 15 cos.]







