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part yi 

Draft Posters. Leaflets and Forms 

Introduction 

I. Posters and Leaflets 

1401. In connection with the administration of any social 
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 to 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 Mote 10 of Part Y 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 consideration 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.l and R.4), the identity card (R.6), the 
medical certificates (M.C.12, 12Af;12±} and M.1 and 2) and 
benefit' claim forms (S.l and 1A, M.1, E.5 and 10 and F.2), the 
contribution card (C,l) and the various record sheets and 9« 
M.C.6 attd^S.S ánd 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 prepared 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 Form 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, 
ând 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 periods 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 no 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 
paper 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 throughout. 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 impression of some other finger if 
preferred. 

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

Section A. Draft Posters 

Draft Poster 1. 

Draft Poster 2« 

General Poster dealing with 
registration of employers and 
employees. 

Poster explaining functions of 
Medical Tribunal. 

Draft Poster 3» Poster explaining function of 
local Tribunal. 
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DRAFT POSTER 1 (See Part XI. Paragraph147(ü)) 

SOCIAL INSURANCE APT.    

REGISTRATION OF EMPLOYERS AND EMPLOYEES 

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

BENEFITS 

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

WORKERS^ 

CONTRIBUTIONS 

TO PAY FOR THESE BENEFITS THE EMPLOYERS AND THEIR EMPLOYEES 
WILL BECOME LIABLE FROM ............ TO PAY CONTRIBUTIONS AS 
FOLLOWS s 

EMPLOYER /Insert 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.l) FROM 

^ ^ (THE SOCIAL INSURANCE OFFICE AT      AND RETURN 
(IT TO THAT OFFICE AS SOON AS IT HAS BEEN COMPLETED. 

(EMPLOYERS WHO HAVE BEESÍ REGISTERED WILL BE SUPPLIED 
(WITH REGISTRATION FORMS TO BE COMPLETED BY THEIR 
(EMPLOYEES. WHEN YOU RECEIVE A REGISTRATION FORM 

0 (FROM YOUR EMPLOYER, YOU SHOULD ANSWER ALL THE 

(QUESTIONS CAREFULLY AND FULLY AMD HAND IT BACK TO 
(HIM.. ANY INQUIRIES WITH REGARD TO THESE REGISTRA- 
(TIONS SHOULD BE MADE AT THE       
(OFFICE AT       

SPECIAL NOTES WILL THOSE WORKERS MO CAN READ, PLEASE TELL ANY 
FELLOW WORKERS WHO ARE UNABLE TO READ WHAT THE 
SOCIAL INSURANCE ACT PROVIDES AND WHAT THEY HAVE 
TO DO. 
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DRAFT POSTER 2 (See Part IY, Section 2, Chapter 2, paragraph 765) 

SOCIAL INSURANCE ACT .,... 

MEDICAL TRIBUNAL 

The Medical Tribunal has been set up to assist the Social In- 

surance Board to detcraine 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 connection 

with applications for SURVIVORS' PENSIONS, the question whether 

death resulted froa an eiiployinent injury. 

The Tribunal, which is independent of the Social Insurance 

Board, consists of a legal chairnan and two doctors, who must not 

be nedical officers employed by the Board. 

In accordance with the Regulations made under the Social 

Insurance Act, 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? if reasonable notice is not 
given, ths hearing must not proceed without the applicant's consent« 

2. No person nay be present at the hearing except the appli- 
cant hinself and, with his consent, any other person who the 
Tribunal considers Day be likely to help then in giving their 
decision. 

5» The applicant nust be given written notice of the 
Tribunal's decision as soon as oa.y be practicable after the hearing. 

4. The decision of the Tribunal is final. 

The Medical Tribunal also advises the Social Insurance Board 

when an insured person complains about the nedical treatment v/hich 

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

SOCIAL INSUR.AUCE ACT   

LOCAL TRIBUNAL 

The Local Tribunal haa 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 Social Insurance Act# 

The Tribunal, which is independent of the Social Insurance 

Board, consists of a legal chairnan, 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 must hold a hearing of which reasonable 
notice is given to the insured person? if reasonable notice is 
not given, the hearing must not proceed without the insured 
person's consent. 

2. The insured person is entitled to be present at the 
hearing, and to be 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 case, 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 are considering their decision on the 
appeal, no other person may be present except the Clerk to the 
Tribunal » 

5. The insured person must be given written notice of the 
Tribunal's decision on his appeal as soon as may be practicable 
after the hearing. 

6. The decision of the Tribunal is final. 
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Section B leaflets 

Leaflet No» 

1 General Guide to Social Insurance 

2 Guide to Insured Persons 

3 Guide to Employers 

4 Medical Care 

5 Sickness Benefit 

6 • Maternity Benefit 

7 Employment Injury Benefits 

8 Funeral Grant 

9 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) to 
prepare and circulate a series of leaflets dealing with general 
aspect© 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 Ho. 1 A general leaflet describing the objects 
and scope of the scheme for the informa- 
tion of the general public. 

Leaflet Ho. 2 A leaflet giving more particular 
guidance to insured persons. 

Leaflet Ho. 3 A similar leaflet for employers. 

Leaflets Wos. 4 Leaflets dealing with individual benefits 
to 8. i.e. Ho. 4, Medical Care; Ho. 5, Sickness 

Benefit; Ho. 6, Maternity Benefit; 
Ho. 7, Employment Injury Benefits; Ho. 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 Ho. 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 Ho. 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 paragraphs 
4 and 5 of Leaflet Ño. 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 appointedUnder the Act, and of other 
matters of concern to employers. 

1416. Similarly, only a bare description of each benefit is 
given in Leaflet No. 1, but more detail is given in Leaflet No. 2, 
while full details with 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 specialised 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 anticipate such needs with 
any certainty. 



- 392 - 

Leaflet No. 1 

General Guide to Social Insuranoe 

Part Is Benefits 

1. 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 insured persons and their employers, and the State also 
contributes towards the cost (see Part II). 

2. Who is insured? 

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

What benefits are provided? 

The benefits provided under the scheme are as followsî- 

(a) Medical Gares that is to say, medical practitioner or 
hospital treatment during the illness, pregnancy, etc. of 
the insured person and the provision of essential medicines 
and dressings. 

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

(c) 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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(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 employmentj 

(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 accidentj 

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

(e) Fuñe ra 1 G-r a n t s cash payments 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? 

(a) In the first place 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, address etc., 
in order that a form of application for registration may be 
completed for him. 

(b) Y/hen 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 Institution in order that an 
identity card may be prepared for the worker. 

(c) 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 wishes to claim benefit. 

Part II; Contributions 

5. What contributions are to be paid? 

The contributions payable under the Social Insurance Act are 
as follows;- 
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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. 

/ßoiie. Insert here either the addresses of the Social 
Insurance Local Offices or particulars of the places 
at which those addresses may be found_î7' 





- 395 - 

leaflet No, 2 

Social Insurance 

Guide to Insured Persons 

1. All persons working in any industrial establishment, 
factory or other place of business at which at least .... persons 
are employed and which is situated within the area(s) of   

are required to be insured under the Social Insurance Act. 

2. Any question as to whether the Act applies to a particular 
place 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 establishment described 
in paragraph 1, he should give his identity card to his employer. 
If he has not received an identity card at that time, because he 
was not previously engaged in insurable employment, he should 
inform his employer, who will then complote an application for 
him to be registered as an insured person. When he has been 
registered as an insured person he will be supi^lied 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. 

A. Medical Care, which consists of treatment by a medical 
practitioner at a Social Insurance Dispensary, or where 
necessary, at a hospital as an out-patient or in-patient, 
and of essential 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 cash pa,yments 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 ho.ve to be satisfied and 
the method of claiming, are explained in Leaflet'5. 
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C. Maternity Benefit, which consists of cash payments 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 and 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 a 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 such 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. Funeral 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 made for any one of these benefits 
the insured person's identity card must be produced to the 
Dispensary or the Social Insurance Local Office at which benefit 
is claimed. 

5< Contributions are payable-under the Social Insurance Act 
as followss- 

Employer's contribution 

Worker's contribution 

In addition the State makes a supplementary payment of      

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

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

/Note. An addition should be made here giving either the 
addresses of the Social Insurance Dispensaries and Local 
Offices or particulars of the places where those addresses may 
be foundj/ 
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Leaflet No. 

Social Insurance 

ie to Employers 

1. All persons employed under a contract of service or 
apprenticeship 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) of        

are required to be insured under the Social Insurance Act...  

2. Contributions under the Act are payable in respect of 
each insured person as follows?- 

Employer's contribution 

Employee 1 s contribution 

in the following manner ....« 

3« Any question as to whether the Act applies to a 
particular place of business, or as to the employer's liability to 
pay contributions, and at what rate, for an individual employee, 
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 Act the employer is entitled to 
recover the employee's contribution by deduction from his wages 
for the period covered by the contribution, but is not entitled 
to recover it in any other way. 

5» If an employer has a business 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 must obtain a form of 
application for registration (Form Rl) from that Institution and, 
after completing it, send it to the Institution 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 RA) 
together with instructions for the completion and return of one 
in respect of each of his employees. 
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7. When the completed forms are received by the Institution 
the employees will be registered as insured persons and an 
identity card will be prepared 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 employer 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 employee 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). 

¿Paragraphs 5 to 9 set out the basic principles of the 
registration procedure, and will, of course, have to 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 
payment of contributions for his employees and the furnishing 
of any necessary notifications and returns to the Institution, 
e.g. 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 
employers1 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 TJ 

¿lióte* 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. 

Important Keep this 
leaflet for future 
reference 

What is Medical Gare? 

Social Insurance 

Medical Care 

1.A» Under the Social Insurance Act an insured person who 
is ill is entitled to receive, free of charge - 

(a) medical treatment from 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-patientj 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. All persons working in any industrial establishment, 
factory or other place of business at which at least ..... persons 
are employed and which is situated within the area(s) of ......... 

are required to be insured under the Social Insurance Act. 

What are the Qualifying Conditions? 

3« No qualifying conditions have to be satisfied by persors 
who need medical care on account of pregnancy or confinement, or 
treatment on account of an employment injury (see paragraph l.A(d) 
above). In other cases the insured person must have been employed 
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in insurable employment /during at least 13 weeks in the 26 weeks 
immediately before the date on which he first attended for 
treatment/» 

/The appropriate details of the actual scheme y/ill have to 
"be inserted hero, including an explanation of the effect of any 
"linking up" of illnesses provisions^ 

How Long Does Title to Receive Treatment Continue? 

4» Title to receive treatment continues 

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

(b) whenever necessary during pregnancy and the first six weeks 
following confinement in the case of an insured woman; and 

(c) in other cases v/henever necessary .during insurable employment 
and during a period of /thirteen weeks after the employment 
ends/. 

/The 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 Pare Obtained? 

5. The insured person will be supplied soon after his 
entry into insurance with an Identity Card (Form R.6) which he 
must produce whenever 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 needs medical treatment he should obtain 
from his employer a certificate of employment (Form M.C.3) and 
take it with his identity card to the Dispensary and give them to 
the reception clerk who, after making any necessary enquiries to 
confirm entitlement to medical caro, will arrange for the person 
to be examined by a doctor. If he has not been able to obtain 
Form M,C.3 from his employer he should explain the position to 
the reception clerk. 

7. After examining the person the doctor will give directions 
as to the treatment and medicine which are necessary, and in 
appropriate cases will issue 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 examination of the insured person, X-ray, etc., 
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 
consider 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 necessary 
for his recovery; 

(b) comply with the doctor's instructions; 

(c) not do anything which may prevent or prejudice his recovery; 
and 

(d) submit when required to be medically examined. 

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 confinement may 
be expected to occur, and will inform her when she should next 
attend the Dispensary for a further medical examination. 

By Whom is Title to Medica,! 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. Any complaint against medical treatment given under 
the Social Insurance Act as part of medical care is dealt with by 
an independent Medical Tribunal. 

^ote. Insert here either the addresses of the Social 
Insurance Dispensaries and Local Offices or particulars 
of the places where those addresses may be foundjJ7 
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Leaflet No. 5 

Social Insurance 

Important. Keep this 
leaflet for future 
reference. 

Sickness Benefit 

What is Sickness Benefit? 

1. Sickness benefit is a cash payaent 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 Insured? 

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

      are required to be insured under 
the Social Insurance Act. 

What are the Qualifying Conditions? 

3« The insured person must have been employed in insurable 
employment /during at least 13 weeks in the 26 weeks immediately 
before the week in which he became in capable of workT"* /The 
appropriate details of the actual scheme will have to be inserted 
here and in other parts of the leaflet which are enclosed in 
square brackets^/ 

What is the Rate of Sickness Benefit? 

4. ¿The rate of benefit or the method of its calculation 
as laid down in the Social Insurance Act or Benefit Regulations 
must be shown hore in detail, and in addition it should be 
pointed out, if necessary, that 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^ 

How Long Does Title to Benefit Continue? 

5. Sickness Benefit commences to be payable as from the 
fourth day of incapacity for work, and continuos so long as the 
insured person romains incapable of work, up to-a maximum period 
of /thirteen weeks/. 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. 
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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 becomes 
incapable of work within /six/ weeks after his earlier recovery, 
benefit becomés payable fron 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 ^thirteen 
weeks/ for which benefit is payable. 

7. If more than /six/ 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 applied 
anew and benefit, if due, becomes payable only from the fourth 
day of the new period of incapacity, and continues up to a maximum 
of /thirteen weeks/. 

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 vrtio will tell him how to fill in his claim 
for sickness- benefit. The reception clerk will retain the 
certificate and the claim for consideration of title to benefit. 

9. Benefit wiíl 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. This certificate will also be retained 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. 

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 at the Local Office in cash. 

11. The same procedure, as in-paragraphs 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 period of which benefit is payable ends (see 
paragraphs 5 to 7). 

12* If the insured person has received a medical certificate 
of incapacity from a private doctor from whom he has been receiving 
treatraent, he should take 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 card to the Local 
Office, who will instruct him as to the further action to be 
taken♦ 

14« If at any time the insured person is 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 nomination and the 
insured person's identity card when he or she calls at the Local 
Office to draw the money» 

Other Provisions 

15« Sicknoss benefit and injury benefit are not both payable 
for the same period of incapacityj 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 as to injury benefit will be considered. Sickness 
benefit and maternity benefit are not both payable for the same 
period; but, if the insured woman is incapable of work when her 
title to maternity benefit comes to an end, her possible title 
to sickness benefit will then be considered. 

16* The right to receive payment of sickness benefit in 
respect of any particular period of a week or less will be lost 
if payment is not claimed v/ithin eight weeks after the end of the 
period. 

17. An insured person may 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 been claimed; or 

(b) his incapacity*for work was caused by his wilful misconduct, 
or by a criminal offence committed by him; or 

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

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

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

(f) he neglects unreasonably to make use of the medical or 
rehabilitation services placed at his disposal. 
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18« A petson who wilfully makes a false statement or 
representation with a view to obtaining benefit for himself or 
someone else is liable on conviction to serious penalties by way 
of a fine or imprisonment, or both. 

By.Whom is Title 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. 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. 90 

¿Ñote. Insert here either the addresses of the Social Insurance 
Dispensaries and Local Offices or particulars of the places where 
those addresses may be found^ 
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Leaflet No» 6 

Icmortant Keep 
this leaflet for 
future reference 

Social Insurance 

Maternity Benefit 

What is Maternity Benefit? 

1» Maternity Benefit is a cash payment in lieu of wages 
to an insured woman during a cmrtsin period before and after 
her eôaflatfâmt. 

Who is Insured? 

2. -ú.11 persons working in any industrial establishment, 
factory, or other place of business at which at least .... persons 
are employed and which is situated within the area(s) of 

are required to be insured under the Social Insurance Act. 

What are the Qualifying Conditions? 

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 ¿7. 

¿The appropriate details of the actual scheme will have to 
be inserted hereJ/ 

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, that 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^/ 

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 daté, the insured woman is still employed or is in receipt 
of wages, as from the day following the cessation of wages. 
Benefit continues to be payable until six weeks after the day on 



- 407 - 

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 is Maternity Benefit Obtained? 

6. About seven weeks before her confinement is due, or 
as soon afterwards as she leaves employment, 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 claim 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 daiîê t-a call at the Social Insurance 
Office to receive the first layment 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 payments 
will be made week by week thereafter, so long as title continues. 

8. As soon as the confinement has occurred a certificate 
of confinement should be obtained from the dispensary doctor, 
and given to the reception clerk. 

9. If at any time the insured woman 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 woman's identity card when he or she calls at the Local 
Office to draw the money. 

Other Provisions 

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 the 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. 
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12» im insured woman may be suspended from receiving 
maternity 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• A person who wilfully makes a false statement or 
representation with a view to obtaining benefit for herself or 
someone else is liable on conviction to serious penalties by 
way of a fine or imprisonment or both. 

By Whom is Title to Maternity 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.) 

/Ñote. Insert here either the addresses of the Social 
Insurance Dispensaries and Local Offices or particulars 
of the places where those addresses may be foundj/7 





- 409 - 

Leaflet Ho. 7 

Social Insurance 

What are Smploynent Injury Benefits? 

1. When an insured person suffers an enploynent injury, 
that is to say, an injury which occurs in the course of and 
arising out of his insúrable eraploynent, then:- 

(a) he is entitled to a 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; hw ■ I I f '| m I »IM I Ml .1 1,11, ,■ ' 

(b) thereafter he becoraes entitled to further cash paynents 
as long as he suffers loss of earning capacity, which is 
likely to be permanent, as a result of the injury; this 
benefit is called disability pension; where the degree 
of loss of earning capacity is assessed at less than 20 per 
cent, a luup sun payment is nade instead of a disability 
pension; 

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

Who is Insured? 

2. All persons working in any industrial establishment, 
factory or other place of business at which at least «... persons 
are employed and v/hich is situated in the area(s) of    

are required to be insured under the Social Insurance Act, 

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

What are the Rates of Employment Injury Benefits? 

4. ¿?he rates of the various benefits or the method of their 
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, that injury benefit is not payable 
for any period for which wages are pa,id and is liable to be reduced 
when the person is an in-patient of a hospitalj7 
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How Long Does Title to Benefit Continue? 

5» (a) Injury benefit coamences to be payable as from the 
fourth day of the incapacity for work resulting from the injury 
and continues so long as the insured person remains incapable 
of work, but not beyond the date which is /ß2 weeks/ after the date 
of the injury. 

(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 continues to be assessed 
at 20 per cent, or more. 

(c) A survivors1 pension commences to be payable as fyon 
the date following that up to which disability pension was paid 
to the insured person, or from the date of the person's death, 
if no such pension was paid to him. 

(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 made earlier. 

How is Injury Benefit Obtained? 

6. Ylhen 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 him how to 
fill in his claim for benefit. The reception clerk will retain 
the certificate and the claim for consideration of title to 
benefit. 

7. Injury benefit will not become payable-'until after the 
insured person has been medically examined on his next visit to 
the Dispensary and received a further certificate of incaica city 
from the doctor. This certificate will also be retained 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 him. Benefit will be paid by the cashier 
at the Local Office, in cash. 
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9* The sanie procedure as in paragraphs 7 and 8 should be 
followed on each occasion on which a medical certificate of 
incapacity is received froa the dispensary doctor, until either 
the doctor certifies that the insured person is no longer incapable 
of work as a result of the employaent 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 fron whom he receives treatnent 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 hin as to 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 noninate 
a relative or other representative 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 money. 

How is Disability Pension Obtained? 

12. Shortly before payment of 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 employaent injury, the Local Office will refer 
the insure^ person for examination by an independent medical 
tribunal who will decide whether he has suffered a permanent loss 
of earning capacity as a result of the employment injury, and, if 
so, at what degree the loss is to be assessed. 

13. The Social Insura.nce Board will send the insured person 
a copy of the medica,! tribunal's decision as to his title' to 
disability pension and, if his claim is allowed, tell him when to 
call at the Local Office to receive payment of his pension, or of 
the lump sum payment if the degree of loss of earning capacity is 
assessed at less than 20 per cent. 

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

15. If the decision of the medical tribunal only covers a 
certain period, arrangements will be made for the insured person 
to be re-examined'towards the end of that period (as in paragraph 
I2) and for a fresh decision to be given on his case. 
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16. If at any time the insured person is incapable of 
going to the Local Office to receive payment of his pension, he 
should nominate a relation or other representative 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 money. 

How is a Survivors' Pension Claimed'? 

17. When an insured 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 survivors1 

pension, and told what documents, such as certificates of the death 
of the insured person, 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. Payment of 
survivors' pension will be made monthly in advance, and v/hen she 
receiveb 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 to 
the Local Office to receive payment of the pension, she should 
nominate e relation or other représentative to receive paymènt en 
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 receive payment ox disability pension or 
survivors' pension in respect of any particular period of a month 
or less, will be lost if payment is not claimed within six months 
after the end of that period. 

24. All title to a disability pension or to a survivors' 
pension will be lost if the pension is not claimed within 52 weeks 
after the date from which the pension would have been paid if it 
had been claimed at the proper time. 

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

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

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

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

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

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

26. A person who wilfully makes a false statement or 
representation with a view to obtaining benefit or pension for 
himself or someone else is liable on conviction to serious 
penalties by way of a fine or imprisonment or both. 

By Whom is Title to Employment Injury Benefit Decided? 

27. Any decision with regard to whether an insured person 
has suffered a loss of earning capacity as a result of a.n 
employment injury, and, if so, whether that loss is likely to be 
permanent and at what degree the loss is to be assessed, is to 
be given by the medical tribunal, as stated in paragraph 12, and 
that tribunal is also responsible for deciding whether or not an 
insured person's death resulted from an industrial injury. The 
decision of the medical tribunal on any of these matters is final. 

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. 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.) 

/ßo-te. Insert here either the addresses of the Social Insurance 
Dispensaries and Local Offices or particulars of the places where 
those addresses may be found^7 
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Leaflet No. 8 

Important Keep this 
leaflet for future 
reference 

Social Insurance 

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 ........ 
persons are employed and which is situated within the area(s) 
of         
    are required to be insured 
under the Social Insurance Act. 

What are the Qualifying Conditions? 

3. The insured person must have been.employed in insurable 
employment ,/during 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 herojJ 

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¿J 

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 seeing to the funeral. The Dispensary or the Local Office 
will give the person assistance 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. Y\Fhen 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 Loccl Office to receive payment 
of the grant. 

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

Other Provisions 

8. All title to a funeral grant will be lost if it is not 
claimed within 52 weeks after the dote of the death of the 
insured person. 

9. á person who wilfully a.akes a falso statenent or 
representation with a view to obtaining a funeral grant for 
himself or someone else is liable on conviction to serious 
penalties by way of a fine or iaprisonnent or both. 

By Whom is Title to Funeral Grant Decided? 

10. Decisions with regard to title to Funeral Grant 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. Insert here either the addresses of the Social Insurance 
Dispensaries and Local Offices or particulars of the places 
v/here those addresses nay be. foundjJ/' 
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How Decisions under the Social Insurance Act are Given 

1. Under the Social Insurance Act, 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. Any question, however, as to whether an insured person 
has suffered a loss of earning capacity as a result of an 
employment injury (see Leaflet 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 from an 
employment injury, is to be decided by an independent medical 
tribunal constituted as explained in paragraph 6 below. The 
decision of the tribunal on such a question is final. 

3» Except in regard to the questions referred to in 
paragraph 2, axiy person who is not satisfied with the decision of 
the Board has, in general, a right of appeal against the decision, 
but this right of appeal may be dealt with in special ways. 

4. Questions v/hich relate to whether the Social Insurance 
Act applies to a particular place of business, whether a certain 
employee is liable 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 of law, as distinct 
from one of fact, arises in connection with such a question, the 
Board may refer 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 may appeal to the Court against the 
decision. The court decision on such a question is final. 
There is no right of appeal against a decision of the Board on 
any question which is based solely on fact. 

5. In o„ny other case where a person is not satisfied with a 
decision of the Social Insurance Board, for exaniDle in connection 
with a claim for benefit, he may appeal against the decision to a 
local tribunal constituted as explained-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 chairnan, who is a 
lawyer of considerable standing, and two nedical practitioners» 
who must not be nedical officers in the enployment of the Social 
Insurance Board« 

7 « A local tribunal consists of a chairnan, who is a lawyer 
of considerable standing, one menber representative of insured 
persons and one aember representative 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 (see 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, advise 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 against the decision. This notice which must 
be given within 21 days after the dote of the decision, must 
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 the1 hearing 
of his appeal, and the claimant should attend at that time and 
place accordingly. If it is not possible for him to do so, he 
must notify the clerk of the local tribunal of the reasons as early 
as possible, in order thet 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 absence. 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 before 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 Decisions 

12. A 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 inforned of the 
result of the review, and of the effect of the review, if the 
original decision is altered. 





- 4X9 - 

Section 0 - Forms 
(See also Part V, Note 10) 

1. Registration Forms, etc. 

2. Benefit Forms 

Medical Care 
Sickness Benefit 
Maternity Benefit 
Employment Injury 
Funeral Grant 

3. Contribution Forms 

4. Appeal Forms 

/~Note. As regards the wording, layout, sizes and 
materials of the forms when prepared for actual use, 
see paragraphs 1405 to 
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Part VI 

Section C«1 

Registration and Record Forms 

R.l Employer's application for registration. 
R.1A Request to employer for further details. 
R.1B Returning duplicate Form R.l completed by employer. 
R.2 Notification to employer of registration number. 
R.3 Employer's contribution register sheet. 
R.3A Jacket for employer's contribution record. 
R.4 Insured person's registration form. 
R.4A Family registration form. 
R.5 Employer's list of employees. 
R.5A Notification to employer of insurance number of new employes« 
R.5B Letter to employer in regard to duplicate registration of 

an employee. 
R.5C Notification to dispensary of the cancellation of a dupli* 

cate insurance number. 
R.6 Identity card of insured person. 
R,6A Family identity card. 
R.6B Covering letter to insured person enclosing Form R.6A. 
R.6C Application for replacement of Identity Card. 

R»? Covering letter to employer accompanying identity cards 
for his employees. 

R,7A Notification to employer of insurance number of new entrant 
into insurance. 

R,8 Insured person's index slip. 
R.8A Action sheet in connection with duplicate registrations# 
R.8B Reference to Inspector in a duplicate registration case. 
R.9 Insured person's Contribution and Benefit Record Sheet* 
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Registrationt 
Social Insurance Act,«*»« No» Allotted! 

Employer's Registration Form 

Name of Firm 
in full 

Employer's Name 
(if different) 

Address of Princi- 
pal Plaoe of 
Business 

Telcphcne N«, 

Nature of 
Business 

Number of Employees liable to be insured  »••• 
Certified that the information given above is corroot. 

Signature of employer 
or stamp of firm 

R.1» Bate     

/Sugrested size of form 15 x 20^7 
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Für Official Use Only 

Action Taken 

Registration form chocked 

Industry Code lîumbor 
entered in space overleaf 

Serial number allotted and 
entered in space overleaf 

Forms R.2. and 11.3« prepared 

Forms Rs2. and Rf3* chocked 

Forms R.2., R.4. and R.5. 
issued 

Form R1 
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Social Insurance Act «.. 

From the Social Insurance Board 
Name of Firm 

Address 

Your reference 
Date 

Form JR.l is returned herewith 
in order that; REPLY 

X 
(a) it may be completed 

where marked X 
(a) Form R.l returned herewith 

completed. 

(b) it may be confirmed that 
the information given as 
to    

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 
correct the form accordingly 
and return it to this 
Office. 

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

(ii) The information giveri 
was not accurate and 
Form R.l returned 
herewith has been 
corrected accordingly. 

Date    

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

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

Form R.1A. 

/Suggested size of form 25 x 15 cms J 
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Social Insurance Act 

To    » «... Prom the Social Insurance Board 

    (Address)       

Your reference Date     

The enclosed Form R.l is returned because, according to the records 
of this office, you have already been registered under number ••»••> 
and contributions for the period as from      
are now due -fco be paid by you under that number. Perhaps you will 
let me know if there is any further difficulty in this matter. 

(signed)       

for Social Insurance Board 

form R.1B 

—IM   Ill« Ml III——— I III I—t— ■ I I i I ■ I ■ II ^——i—«W—■■————Iw— 

/Suggested size of form 15 x 20 cmsjj^ 
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Social Insurance Act 

Notification of Registration of Employer 

To! *     (Name of Firm) 

of s    (Address) 

(Telephone 
Number) 

Registration 
Number 

From the Social 
Insurance Board 

Your Reference 

Date 

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 duplicate 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. 

Form R.2 

Signed    

Social Insurance Board. 
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Social Insurance Act  

Employer's Contribution Register Sheet 

(Name of Firm) 

(Address) 

(Telephone Number) 

Registration 
Number  

Nature of Business, 

Number 
of 

Employees 

Contributions 
Received 

Amount Date 

Month 
Ending 

Number 
of 

Employees 

Contributions 
Reoeivfïd 

Amcunt D 

¿f"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 cn exchange of the expired cards J 
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(Front of Jacket for Employer's Contribution Record) 

Social Insurance Act 

Employer's Registration Number . 

Name of Firm 

Nature of Business    Local Office 

Referred to Date 

Special Notes 

¿lióte. This jacket 
áhould be made of 
stout paper or thin 
cardboard, and its 
dimensions should be 
rather larger than 
the Forms R.J etc. 
which it is to con- 
ta injJ^ 
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Social Insurance Act «. « « »... 

Insured Person's Registration Form 

Particulars of Insured Persons 

Insurance 
Number 
Allotted 

SURNAME IN MILL 

OTHER NAMES IN FULL 

MOTHER'S SURNAME 

FULL ADDRESS 

Date of Birth Day Month Year Place of Birth 

Sex Man Woman 

Mark with X 

Marital Single 
Status   

Widow 

Married 

Widower! 

Mark with X as appropriate 

/Civil Registration Number . 7/ 

If married give full name 
of husband/wife             

Occupation 

Signature of Insured Person 

Impression of 
Insured person's 
right thumb 

Date 

Signature of Employer 
or stamp of firm 

Name of Firm 

Address 

See Note 1 over- 
leaf 

Registration 
Number of 
Firm   « 

Telephone number 

Form R.4 



For official use onl? 

Insurability confirmed Initls. ...... Date, 

Insurance number allotted 
and entered at head of 
form and on Form R.5 

Assigned to 
Form M.C. 1 prepared, 
Initls. ...... Date. 

Dis ensary, 

Checked Initls. ...... Date 

/Notes. 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. For 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 
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Social Insurance Act .. 

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 /and also a photograph of himself? 
(this addition to be made only if photographs are to be used for identification 
purposes.) 

Particulars of Insured Persor 
0 Surname in Full 
« o 

Other Names in Full 

Address ............ 

Insurance 
Number 

Date of Birth Day [Month [Year! Place of Birth 

NAME OF WIFE 
in Full 

Date of Wife's Birth Day Month Year 

WIFE'S MAIDEN NAME Place of Wife's Birth 

Date of Marriage Place of Marriage 

Particulars of Dependont Children Marriage Certificate Herewith Yes/NoX 

If certi- 
ficate is 
attached 
enter 
"Ye3''here 

Full Nam© of Child 
Date of Birth 
Day]Month I Year 

■jPlace of Birth 
Birth Certifi- 
cate attached 

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

.■ Signature of Insured Person 
Impression of 
Insured Person's 
Rieht Thumb Delete as necessary if 

the marriage certificate 
or birth ccrtificatos 
are not attached. 

Enter number of 
birth certificates 
enclosed. 

For Official Use Only 

Particulars checked against Form R.¿+. 
Form R.6A prepared     Initials Date 
Form M.C«2 prepared Assigned to •».»•*».•.... Dispensary. 
Checked ............. Initials Date 
Form R.6A despatched with certificate Initials Date 

Form R,4A. 
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Social Insurance Act   

List of Em-plo.vees for Registration 
(to be. completed in duplicate) 

    (Name of Firm) 

     (Address) 
  Registration 

      (Telephone Number   
number) 

Nature of i&usiness          Reference    

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   

Date   

   _ r 

I[Note: Where contribution rates are to 

be related to the rates of wages, 

whether actual or notional, columns 

will have to be added in order that 

the necessary information may be 

furnished - See para. 376 and 392 

(Contribution Regulations)^ 
i ! 

J 

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

Registration 
dumber of Firm   

Social Insurance Act ... 

List of Employees for Registration 
.to be completed in duplicate. 

Name of Employee 
in Full 

Insurance 
Number 

Allotted 
by Social 
Insurance 

Board 

Form R.5 (continuation sheet) 

Name of Employee 
in Full 



Social Insurance Act   

Insurance Number 

From the Social Insurance Board 
Name of Firm 

Your Reference 

The attached Form R, 4« is rotumed herewith as the employee named thereon 

has already been registered 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 one from this Office« 

Any enquiry on this matter should be addressed to this Office quoting the 

above-mentioned insurance number* 

¿Suggested size 15 x 20 cmsj/ 
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Social Insurance Act 

Name of Firm 
From the Social Insurance Board 

(Address) 

Registration No, 

Insurance Numbers and ^   

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» 

Will you please state below what 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 number. 

Signed 
for Social Insurance Board 

To the Social Insurance Board 

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

Signed     employer 
or stamp of firm 

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

Signed    
for Social Insurance Board 

To the Sooii 

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

Signed    employer 
or stamp of firm 

Form R.5B, 

^Suggested size 20 x 20 cmj 
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Social Insurance Act 

Duplicate Regi s trat i on 

Dispensary 

Will you please note that Form M.C.I in respect of 

bearing Insurance Number should be 

cancelled. 

Signed 
Records Section 

Date 

Form M.C.I cancelled accordingly. 

Signed 
Dispensary 

Form R.5C. Date 

¿Suggested size 15 x 20 cms^/ 





Page 4 

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 «hen you leave his employment so 
that he may enter the period of your employment on page 3. 

IHhen you obtain further eraployiaent hand this card to your nes 
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 medical treatment (see page 2). 

Always quote your insurance Number if you write to the local office. 

On the death of the insured person this card should be taken to 
the Social Insurance dispensary at which he was receiving medical care, 
or to the local Social Insurance Office, 

Form R.6 

Insured Person's 

Identity Card 

¿Suggested size »hen folded 20 x 15 cms. 
to be very stout paper or cardboardT/ 

Form R.6 



{Address}. 

Fora R.6 

Page 2 

Social Insurance Act 

Insured Personas tdentitv Card 

Insurance 
Number 

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

your photograpKTT* 

You must also read the advice given on page 4. 

For completion by Insured 
Person 

Signature 

Prepared by 

Stamp of Social Insurance Board 

Dispensary 

Local Office 

X f 
/pte. Quit whichever is inappropriate to the requirements of the schemel/ 

Form R.6 

Employer's 
Registration 

Number 

Period of Employment Employer's 
Stamp 
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Social Insurance Act 

Family Identity Card 

Name of Insured Person 

Address Insurance' 
Number 

For completion by 
Insured Person onIm 

Signature 

Impression of 
Right Thumb _ 

¿or Photograph/ 

Dispensary- 

Local Office 

Prepared by 

Stamp of Social Insurance Board 

Form R,6A, See advice overleaf 

/Suggested size 15 x 20 cms^/ 
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Important Advioe 

This card is for use when any member of your family needs medical 

treatment) as provided under the Social Insurance Act 

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 bo made if a fresh card has to be issued. 

Form R.6A, 
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To     From Social Insurance Board 

Date      

The enclosed identity card, Forra R.6A is for use when any member of your 

family needs medical treatment, as provided under the Social Insurance Jet 

You should sign the card, if you can write, /and mako an impression of your 

right thumb in the space providedj^ ¿Jn the space provided above your 

photographj/* Instructions as to how they may receive treatment are given 

on the back of the card. 

Form R.6B 

X/5mit whichever is inappropriate to the requirements of the scheme» 

Suggested size 15 x 20 cmsjj7 
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Social Insurance Act 

Application for Replacement of 

Insurance Number 
(if known) 

I hereby give notice that I have lost my Social Insurance Identity 

Oard in the following circumstances 

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

¿T attach a photograph to be affixed to the new identity cardj^3 

Signed 

Address 
Impression 
of Right 
Thumb 

Date 

Witness 

Form R.6C 

/Note X ; Omit whichever is inappropriate to the requirements of 
the scheme. 

Suggested size of form 20 x 20 cms^ 
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Social Insm 

Toi   «... Name of Firm 

Address 

Your reference:     Date        

I enclose herewith Form R.5 and continuation sheets on which have been 

entered the insurance numbers which have been allotted to your employees. Will 

you please note these numbers in your records, 

I also enclose Identity Cards, Forms R.6, for all your employees and 

request you to be so good as to give each one his card after he has signed it, 

if he can write, X/and make an impression of his right thumb in the space pro- 

vided on the car£¡7. If a person who enters your employment in future has no 

identity card, will you please complete a Form R.A for him and send it to the 

Board for action. 

Will you please be so good as to acknowledge the receipt of these forms on 

the slip below which should bo detached and returned to this office. 

(Signed) .................... 

"Social Insurance Board 
Form R,7 

FORM R.7 (Attachment) 

Social Insurance Act ..... 

Registration 
Number of Firm 

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

Forms R.6, have been given to the emplqyees as requested. 

(Signed)     * 

Stamp of firm .................. 

/Notes. The necessary additions should be made when contribution cards also 
have to be issued with this form. 

^ To be omitted where a photograph is to be used for identification 

purposes^ 

Registration Number 

From the Social Insurance Board 
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Social Insurance Act 

Registration 
Number of Firm 

To:.    Name of Firm From: Social Insurance Board 

    Address *  

Your reference :     Date 

With reference to Form R.4. recently sent in by you for 

    Insurance Number , 

which has now been allotted to him, should be noted in your records. 

Will you please be so good as to give him the enclosed 

Identity Card, Form R.6,> after he has signed it, if he can write, 

x/and made an impression of his right thumb in the space provided 

on the card?. 

(Signed) 
Social Insurance Board 

Form R.7A 

¿x To be omitted whére a photograph is to be used for identifica- 
tion purposes. 

Suggested size of form 20 x 20 cmsJ7 
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Social Insurance Act 

Insured Person's Index Slij 

Insurance 
Number 

Surname in full 

Other names in full 

Mother's surname 

If married woman, maiden 
name .,.., 

Married 
Single 
V/ idow "" 
Widower 

Address 

Date of birth Place of birth 

Occupation 

Employed by- 
Registration number of Firm 

Fame of husband/wife 

Assigned to   
Dispensary 

Form R.8 

^Suggested size 10 x 15 cms^,/ 
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Name of Insured Person 

A. Records Section 

The two index slips (Forma 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 reference to the relative Forms R,4. and advise 
further action. 

Signed ...»      
Index Section 

Date    

Delete B or C and D as appropriate 

B. Index Section 

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

Signed       
Records Section 

Date     

C. Contribution Section 

It has been confirmed that the two insurance numbers quoted above refer 
to the same person and Insurance Number     has been cancelled« The 
relative Forms R.4> R.8 and R.9 have been noted and Form R.5C has been sont 
to the dispensary. Will you please delete the entry on Form R.5 relative 
to this number» 

Signed     
Records Section 

Date *. 

D. Index Section 

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

Signed      
Contributions Section 

Date ..................... 

Action completed accordingly« 

Signed 
Ihdex Section 

Form R.8A 
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Social Insurance Act    

Duplicate Reeistration 

(Name of Insured Person) 

Insurance 
Numbers 

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 Number      

B. for Insurance Number 

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     
Records Section 

Date    

Form R,8B 



- 448 - 

Records Section 

The replies to the four questions overleaf are; 

 1    

 2    

3*       

4    

Additional Remarks (if any)    

Signed 
Inspector 

Date 

Form R.8B 



- 449 - 

aocial Ingurance Act 

Insured Person's Gontribution and Benefit Ree ore" 

Insurance 
Number 

Insured person's 

Surname 

Other names 

Date of Birth 

Sex H/F Date of coming 
into insurance      

Insert X Single Married Widow Widover Occupation ...... 
as appro- ' " ■ '• " 
priate Registration No» 

— " 1   — of employer ..... 

B. C ent Record 

Form R,9 
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C, Benefit Record 

From 

/Notes. Suggested size 20 X 20 cms. 

Material to be usod - fairly stout paper or thin cardboardj^ 
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PART VI 

Section C.2 

Medical Care Forms 

M.C.I. Insured Person's Index Slip. 
/M.C.2. Dependants' Index Slip^jJ7 

M.C.3. Employer's Certificate of Current Employment. 
M.C.4. Record of Employment. 
M.C.5. Record of Attendance at Dispensary and Period of 

Entitlement to Medical Care. 
M,C.6. Medical Case History. 
M.C.6A. Medical Record. 
M.G.7. Application to Another Dispensary for Medical Papers. 
M.C.8. Transfer of Medical Papers to Another Dispensary. 

M.C.9. Request to Record Section for Form M.C.I. 
M.C.10. Action Sheet for "No Identity Card" Case. 
M.C.ll. Instructions to Insured Person as to Date of Next 

Examination. 
M.C.12. First Certificate of Incapacity. 
M.C.12A. Intermediate Certificate of Incapacity. 
M,C.12B. Final Certificate of Incapacity. 
M.C.I3 Reference of Insured Person to.Hospital. 
M.C.13A. X-Ray or Other Laboratory Examination. 
M.C.I4. Prescription Form. 
M.C.I5. Medical Stores Stock Sheet. 
M.C.15A. Medical Stores Stock Sheet - Dispensary. 
M.C.16. Order for Medical Stores. 
M.C.I?. Requisition for Medical Stores - Dispensary. 
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Social Insurance Act 

Name of insured person 

Address .......... . Insurance 

Number 

Date of birth 

Married 

Date of commencement 
of insurance 

Single 

Widow 

Wid ower 

Form M.C.I 



Form M.C.I, Suggested size 10 x 15 cms^J 
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Social Insurance Act 

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 .. .. Dispensary 

This is to certify that 

Insurance Number   has been employed and insured in 

this establishment continuously since   and is still 

employed there. His rate of pay is   per week/month. 

x^însert here A or P as below according to method of payment 
of contri but i onf.^ 

Signed   
(or stamp of firm) 

Employers' Registration No. 

Date 

Where contributions are paid by means of stamps affixed to 
contribution cards insert "His current contribution card 
has been stamped for the period   to   

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

4*0 M 

Suggested size of form 15 x 15 cmSjJ7 

Form M.C.3. 





- 455 - 

Social Insurance Act 

Application for Medical Gare 

Name of Insurance1 

insured person   number 1 [ 

Date of first application for mecTicrtl care (luring present 
illness    

Record of employment within laot 26 weeks 

(a) as shown on Identity Card (Form R.6) 

Employers' 
Registration No. 

(b) SES:' shown on Form M.C. 

Employed by 

from 

Reglatration No. 

Rate of pay    per week/month 

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

Completed by 

Reception clerk 

Dispensary 

Date 

Form M.C.4. ¿^Suggested size 20 x 15 cms. J 
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Social Insurance Act . 

Period of entitlement to medical care 

Name of insured person 

Name of Doctor providing treatment 

Date of commence- Date UTD to which t.* V v-» vy J- W 'n'IAVV'  _ > . » I _ • 
ment of treatment person is entitled 

to receive treatment 

__ÜJ Í2J„  

Form M.C.5. £" Suggested size 20 x 15 cmsJ 





Sooial Insurance Act ........ 

Name of Insured P.erson », 

Date of Birth 

Dispensary 

Insurance 
Number 

Bane of j^d^t^ttJäsent Dlagn08ls Lhsae&We ei Morl-, I 

Doctor ! From I Tr> I Tfc^/vm i Tä I 

Form M.C.6 (man) 

¿ Note. This form sliould be ürinted on a stiff paper or thin 
cardboard as a pouch to hold other forms relative to the 
insured' person's medical treatment^/ 

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

Suggested size of pouch 25 x 20 crag? 
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Social Insurance Act 

Medical Record 

Name of Insured Person 
Insurance 
Number 

Date of Birth     Dispensary 

Date of first 
examination 

For completion by nurse 

Height   

Weight         

Occupation   

Temperature   

Pulse rate      

Dates of subsequent examinations 

/Other data as 

necessarj/  

For completion by doctor 

Diagnosis of morbid 
condition   

Whether morbid condition 
due to accident   

Whether capable or 
incapable of work 

In the case of a pregnant 
woman expected date 
of confinement    

If incapable, dates of 
certificates of 
incapacity issued ... 

date of 
confinement 

Initially 
Subsequently 
(with dates) 

Treatment recommended 

Pharmaceutical products 
prescribed 

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

Form M.C.6A. £ Suggested size 20 x 15 cms J 
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Social Insurancs Act 

Dispensary- 

Address 

Insurance 
Fumber 

This insured person is receiving medical care at this 

dispensary at present, but the name of your dispensary is shown 

on his identity card. Will"you please be good enough to forward 

Form M.C.I and any other medical papers which may be in your 

possession relative to him. 

Signed 

Dispensary 

Date 

To   Dispensary 

Form M.O.I and other medical papers herewith. 

Signed 

Date 

■Dispensary 

/"Suggested size 20 x 15 cms_7 

Form M.C.7. 
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Social Insurance Act 

To    Dispensary 
Insurance 
Number 

The attached medical papers relate to emergency medical 

treatment given to the above-named insured, person, who is under- 

stood to have been assigned to your dispensary. The insured 

person has been advised to attend at your dispensary for any 

further treatment which he may need. 

Signed   

   .Dispensary 

Date     

£*Suggested size 15 x 15 cms^JZ 

Form M.C.8. 
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Social Insurance Act 

Insurance Number 

Record Section, 

The above named person, who has applied here for medical 

care, has produced his identity card showing that he has been 

assigned to this dispensary, but we have no trace of the receipt 

of Form M.C.I in respect of him. 

Will you please forward Form M.C.I for him accordingly. 

Signed 

Date 

Dispensary 

Dispensary 

Form M.C.I herewith. 

Signed 

Record Section 

Date 

£"Suggested size 15 x 15 cms J 

Form M.C.9. 
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Social Insurance Act ........ 

Applicant for Medicaj. Care without Identity Card 

Full Name of Applicant 

Address     

, Dispensary 

Insurance Number, if 
quoted on Form M.C.3| 

Date of Birth Name of Employer ... 

Particulars of current Employer » s 
or last employment. From to     Registration Number    

Foira R.A attached/not attached (delete as necessary) 

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

ßigned 

Dispensary 

P.' Record Section Insurance Number H j 1 1 ! I {[refers. 
Dispensary   shovm on Index Slip, Form R.8. 
Will you please prepare and attach Form M.C.I and Form R.6, 
delete Part C and D and pass this form to the Dispensary. 

Signed 
Index Section 

Ç. Registration Section No trace in Insured Person's Index-» 
Will you please register, and prepare the usual Forms 
R.6, R.8, R.9 and M C.l. 
Form R.8 should bo sent to this Section but the other 
form should be left attached to this form. 

Signed 
Index Section 

2* Record Section Insurance Number ill IllJi I allotted. 
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 
Registration Section 

E, Dispensary Insurance Number' refers 
allotted 

Forms M.C.I and R.6 herewith 

Signed 
Records Section 

F» Inspector Will you please see the emp3.oyer and advise him of the insurance 
(in new number and at the same time chock that compliance is in order, 
registra- o*—* 
tion cases) igned          

    Dispensary 

Form M.C. 10. Date ;     
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Social Insurance Act 

Insurance 
Number F 

Dispensary 

You should attend this dispensary for further medical 

examination on 

Signed 

Date 

Form M.C.ll. /[Suggested size 10 x 15 cmSjJ7 
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SOCIAL INSURANCE ACT .... 

Serial Number 

 —  First Medical Certificate 

of Incapacity for Work 

Mr. 
To Mrs. 

Miss 

I certify that I have examined you today and that in my 

opinion you are incapable of work by reason of    

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

on      

Doctor ' s signature     

Date      

Any other remarks by Doctor5- 

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

least a week. 

Form M.C,12. ^/Suggested Size 15 x 15 cmsjj? 

/lote. This form might be combined with form S.l7 

Insurance 
.. .Numberf 
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SOCIAL INSURANCE ACT 

Serial Number 

Intermediate Medical Certificate 
of Incapacity for Work* 

Mr. 
To Mrs. 

Ms s 

Insurance 
.Number! i T 

I certify that I have examined you today and that in my 

opinion you are incapable of work by reason of 

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

ficate of incapacity which was given to you. 

Doctor's signature 

Date 

Any other remarks by Doctor;- 

*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 aize 15 x 15 cmsj? 

/Note. This form and Form S.1A might be combined7 
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SOCIAL INSURAICE ACT ..... 

Serial Number 

Final Medical Cert te of Incapacity for Work 

Mr. 
To Mrs. 

Miss 

Insurance 
.Number! j 1 

I certify -that I have examined you today and that in my 

opinion you are incapable of work by reason of 

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 resume work today/ 

tomorrow/ on .'      * 

Doctor's signature 

Date 

Any other remarks by doctor 

* The date to 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 cmsj// 

¿Ñote. This form and Form S.1A might be combined/ 
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Sooial insurance Act «.«».» 

Reference of Insured Person to a Ho; 
for Examination and Treatment 

Insured person»    Insurance number^ [ 1 y ~y~] 

X e To the *6A4«a490oette9«9»**ea*»«e»«»e Ho SpxtaX 6 

I have seen the insured person' named above and in ny view he needs; 

(a) to be examined and treated by a specialist*; 

(b) to receive in-patient treatmentn 5 

for the following reason 

I shall be glad to have a report as to the action taken* 

Signature of Doctor       

Dispensary 

>0««« #£•««>©« 

* Delete whichever is inapplicable 

II. To Dr. 

• «<•••0a«0*ep**««*s«0* «Dispensary 

The insured person named above has been seen and 

*(a) has been found to be suffering fron«    
and instructed to return to your Dispensary for treatment accordingly 5 

w(b) is receiving treatment at this hospital as an out-patient for 
 he appears to be capable* of work5 

incapable 

*(c) has been admitted for treatment as an in-patient of nhis hospital 
suffering from..   I vill notify you of the date 
of his leaving hospital as soon as he is discharged® 

a Delete whichever is 
inapplicable 

Form M.C»13» 

Signed» 

For the»Hoopital» 

Date 
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Social Insurance Act ...» 

X-Ray or other laboratory Examination 

Fame of insured 
person ......... 

Insurance 
Number i i i 1 

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

Signature of Medical Officer 

Date 

laboratory Report 

Form M.C.13A 

Signed 

Date . 
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SOG m, INSURANCE -ACT ..... 

Iption Porm 

Serial Number 

.Dispensary 

Name of 
Insured person 

Insurance 
.Number T 

I Prescri-ption 

Por Record Purposes Only 

Signature of Doctor 

Date .., 

II, Prescription dispensed 

Signature of Dispenser 

Date 

Form M.C.14. /Suggested, size 20 x 15 cmsJ 
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Social Insurance Act .... 

Serial Number 
in Drúg list 

MINIMUM LEVEL OF STOCK 

Medical Stores Stock Sheet 

Item  

Form M.C.I5 
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Social Insurance Act .... 

Modical Stores Stock Sheet 

Dispensary 

I torn 
Surial Number 
in Drug list , 

MINIMUM IEVEI OP STOCK 
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Social Insurance Act 

. Serial Number 
of Order   

Order for Medical Stores 
(To be completed in triplicate) 

Fromî Central Medical Store 

Social Insurance Board 

Please supply drugs as listed below according to the Standard 
Drug list. 

Signed 
Stores Clerk 

Countersigned 
Biedical Officer 

in charge of stores 

Date 

II, Drugs as ordered supplied herewith. 

Signed .... 

Date 

III, Drugs received. 

Signed 
Medical Officer 

iu charge of stores 

Date ,,.. 

IV. Accounts Division, 

Form M.C,16 

For necessary action. 
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Social Insurance Act ..,, 

Requisition for Medical Stores 
(To be-c ompleted in duplicateT 

Dispensary 

.Serial Number 
of Requisition 

I. To the Central Medical Store 

Will you please supply this dispensary with drugs as listed 
below. 

Signed    
Dispenser 

Countersigned  ».  
Medical Officer 

in charge of dispensary 

Date     

II. Drugs as requisitioned herewith. 

Signed 
Stores Clerk 

Date    

III. Drugs received. 

Signed »     
Medical Officer 

in charge of dispensary 

Date     

Form M.C.17 
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Part VI 

Section C«2t 

Sickness Benofit Forms 

S.l. Claim for Sickness Benofit - First Certificate. 
S.1A. Claim for Sickness Benefit - Intermediate or Final 

Certificate. _ 
¿3.2. Claim for Increase of Benefit in Respect of DependantSj^/ 
S.3« Certificate by Employer in Fupport of Benefit Claim by 

Employee. 
S.3A. Certificate by Employer of Return to Work.of Employee. 
5.4. Reference for Independent Medical Examination. 
S*4A. Report on Independent Medical Examination. 
5.5. Sickness Benefit Claim - Action fheet. 
S.5A. Sickness Benefit - Continuing Claim. 
S.6» Sickness Benefit - Hospital Treatment Case. 
S.7. Notification to Dispensary of Approaching Termination 

of Title to Cash Benefit. 
S.8# Cash Benefit History Sheet (MAN). 
S.8A. Cash Benefit History Sheet (WOMAH). 
5.9. Local Office Action Sheet. 
5.10. Notification to Record Section of Award of Cash Benefit. 
S.10A. Notification to Record Section of Termination of Cash 

Benefit. 
5.11. Notification of Reduction in Rate of Benefit. 
5.12. Cash Benefit Index Slip, 
5.13. Cash Benefit File. 
S.13A. Request to Another Local Office for Benefit File. 
5.14. Cash Benefit Payment Schedule. 
S.14A. Suspense Schedule. 
5.15. Authorisation to Cashier to Pay Benefit. 
5.16. Authorisation of Insured Person to Pay a Representative. 
S.17» Sickness Visitor's Report. 
S.18. Notification of Decision on Appeal - Disallowed. 
S.18A. Notification of Decision on Appeal - Allowed. 
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SOCIAL INSURANCE ACT 

Claim for Sickness Benefit 

First Medical Certificate Insurance 
Number f 

I   residing at 
(Name in full) 

hereby state that I was certified on    to be incapable 

of work and I claim sickness benefit aocordingly. 

I was last employed as      at the establishment 

of     and finished work there 
(Name of Firm) 

at a.m./p.m. on 

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

of my knowledge and belief. 

Impression of 
Eight Thumb 

Signature of 
Insured Person 

Date 

Form Sél. 
¿Suggested size 15 x 15 Cms/ 

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

Claim for Sickness Benefit 

Intermediate or Final Medical Certificate 

Insurance 
Number P 

I    .residing at. 
(Name in full.) 

hereby declare that, because of incapacity for work, I have not 

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

claim benefit accordingly. 

Impression of 
Right Thumb 

Signature of 
Insured Person 

Date 

¿Suggested size 10 x 15 Cms7 

Form S.1A. 

¿Note. This form might be combined with Form M.C. 12A and with 
Form M.C. 12B7 
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SOCIAL INSURANCE ACT    

Claim for Dependant's Benefit 

Insuranc e 
Number 

I      residing at 

who have claimed    benefit, hereby apply 

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

Wife 

Children 1. 

Name in Full 
(Block Capitals) 

Date of Marriage 

Place of Marriage 

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 belief. 

Signature of Insured Person 

Date 

Impression of 
Right Thumb 

¿Note. This form will not be needed unless 
specific increases of benefit are to be 
provided for dependants^ 

Form S.2. 
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Social Insurance Act. 

Certificate by Employer in Support 
Claim by Employee 

To :       • • (Name of Firm) From: 

Benefit 

Employer's Registration No, 

, (Address) 

Office of Social 
Insurance Board 

Will you please furnish the information requested below with regard to the 

employment of 

address           

Insurance number O—l~J—i -113—XJ 

who has claimed benefit and is understood to 

have been employed in your establishment up to 

Signed», 

Social Insurance Board 

To the Social Insurance Board 

This is to certify that the insured porcon named above: 

(a) has been employed in this ostabilnhinent continuously from     

I&e**fate**a*"week*5*"""*' which he was paid wages at 

(b) has been absent from work on account of —■'f- continuously since the 
latter date; pregnancy ^ 

(c) has been or will be paid wages at.the rate of a wook during 
the period of absence from work up to und including (insert 
the last date for which wages wi?J. be paid if absence continues); and 

(d) has had     contributions paid in respect of him since the 
last ¿monthly/ period for which a ¿inonthl¿7 contribution roll was forwarded 
by me. 

I certify that the above statements are true to the best of my knowledge 
and belief and I assume full responsibility as to their correctness. I also 
undertake to notify the Social Insurance Board within 24 hours on Form S.3A of 
the return of the employee to my employment, 

IMPORTANT. Employers who furnish Signed   
incorrect information with regard 
to their employees render them- designation...... 
selves liable to serious penalties. Employer's Stamp. 

Form S.3.    
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Social Insurance Act    

Certificate "by Employer of Return, to Y/ork of Employee 

To the Social Insurance Board Prom    (Name of 
firm ) 

(Address) 

Name of insured person 

Insurance number 

?/ith reference to Form S.3 completed by me on 

I hereby inform you that the above-named employee returned to 

his employment with this firm on      195 • • 

Signed 

Resignation 

Stamp of firm 

Date 

IMPORTANT: Employers who furnish incorrect information with 
regard to their employees render themselves liable 
to serious penalties. 

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

Reference for Independent Medical Examination 

Referenco by 
, .................Dispensary 

>• Social Insurance Office 
(Delete whichever is not appropriate) 

Particulars of Case; Insured Person's Insurance 
Name       Number ft | \ 

Address 

Date of Nature of 
Birth     Occupation 

Certified to be incapable of work by reason of 

during period from Date of las 
certificate 

Particulars of 
earlier periods 
of incapacity 
within last 12 
months. 

i From i To Cause of incapacity 

Any other relevant 

details including 

reason for refe- 

rence. 

To Dr, 

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

furnish a report on Form S.4A. as to his capacity for work. 

Signed..o............... ) 
) Delete 

.Dispensary. ) as 
  ) nece- 

.Social In- ) sary. 
surance Office) 

Form S.4. Date 
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SOCIAL INSURANCE ACT 

Report on Independent Medical Examination 

Dispensary 

       .Social Insurance Office 

(delete as necessary) 

Name of Insured Person      * Insurance 
Number I "i ( | 

Date of Examination         

I have examined the above named person and in my opinion 

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

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

Signed 

Date 

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. 

(c) He is incapable of work at present, but I 
should like to see him again in ....... weeks 
time, if 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 is capable of work as a 
   at once/after a period 
of training, 

(e) He did not attend for examination for the 
following reason (if any is given)   
  - if no reason is given, insert 
"NONE". 

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

¿^Suggested size 15 x 20 CmsV 
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Social Insurance Act .... 

Sickness Benefit Claim - Action Sheet 

Name of Insured Person    

Date of Birth   

Date of commencement of incapacity 

I. Record Section 

Attached for consideration is a claim for sickness benefit 
on Form S.l. made by the above-named insured person. 
Forms    are also attached. 

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

Signed      

  Dispensary 

Date    

II. ..    Social Insurance Office 

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 has satisfied 
the contribution condition for the receipt of sickness 
benefit. According to the information received he was 
only employed in insurable employment during   
weeks within the 26 weeks immediately preceding the date 
of commencement of incapacity as shown above. 

Signed       
Record Section 

Date     

/Suggested size 20 x 15 cms./ 

ITorm S.5. 
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Social Insurance Act .... 

Sickness Benefit - Continuation Claim 

Name of Insured Person    «. Insurance Numbej 

To     Social Insurance Office 

Attached for consideration is a continuing claim for sickness 
benefit on Form S.1A. made "by the above-named insured person. 

The person has been instructed to apply to your office for 
payment on   

Signed 

Dispensary 

Date 

¿ouggestod size 10 X 15 ens/ 

Form S.5i 
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Social Insurance Act 

Sickness Benefit - Hospital Treatment Case 

To the . , ... t « » . Hospital 

Ro. . t * ................ . . . (Insured Person) 

Insurance Number 

Hftme Address 

With reference to Form M.C.13 completed by Dr.  .............. 
on . . .   In respect of the above-named person, It Is noted that the 
Insured person (a) Is receiving treatment as an out-patient at the hospital and appears 
to ke Incapable of work; (b) has been admitted for treatment as an In-patient. 

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.l and return 
the form to this office as early ais possible. 

This claim will In due course be referred to the local Sflclal Insurance Office at 
  »    and, If 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 

To the ......... .    Dispensary 

Form S.l completed herewith. 
Q> -W 
•2 A, The patient will be able to attend the local office to receive payment of benefjt. 
CL O 
g B. The patient will not be able to attend the local office to receive payment, and he 
^ does not wish his benefit to be paid to any other person. 
O e 
® C, The patient will not be able to attend the local office and he desires payment of the 
" benefit to be made to 

(Name) (Address) 

who Is his 
(Relationship to insured person) 

Signed 

./.Suggested size 25 x 15 caSjJ 
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Social Insurance Act ..... 

Notification of Terminal Date of Cash Benefit 

Name of Insured Person Insurances 
Number I 

To    Dispensary 

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

sickness benefit, 
maternity 

title to this benefit will, in the absence of unfore- 
Her ' 

seen circumstances, end on    

Signed 

Local Insurance Office 

Date 

/Suggested size 10 x 15 cms7 

Form S. 7 





Social Insurance Act 

Cash Benefit History Sheet (MAN) 

Name of Insured Person 

Date of Birth 

Insurance 
Number 

Sickness Benefit Periods 

Began Ended 
Nature of Duration 
Incapacity I Weeks I Days 

Special 
Notes 

III. Funeral Grant Paid. Date of Death 

Form S.8, 

/Suggested size 15 x 15 cms/ 

¿ßote. In view of the extent of the use to which this 
form will be subject, it should be printed on 
fairly stout paper// 
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Employment Injuries 

Injury Benefit Periods 

Began Ended Duration Special 
Weeks j Days Notes 

Disablement Pensions 

Percentage p Specia 
Disability Notes 

Survivors' Pensions 

Date of 
death 

Pension awarded from 

Changes in Dependency 

Date Addition Deduction 

Form S.8 



Social Insurance Act 

Caah Benefit History Sheet (WOMAN) 

I. Name of Insured Person ..Insurance 

Number } 
Date of Birth   

II» Sickness Benefit Periods 

Began Ended 
Nature of 
Incapacity 

Duration 
weoko Days 

Special 
Notes 

Maternity Benefit 

Benefit P?JLd 
Duration 

From To Weeks*] Days 

Date of 
Expected 

Confinement 

Actual 
Date of 

Confincraent 

IV. Funeral Grant paid. Date of death   

¿Suggested size 15 x 15 cmsj 

/Note. This form should be a different colour 
from the Man's Form S.8. _See also note 
on Form S.8 as to material/. 

Form S.8A. 
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Employment Injuries 
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Local Office Action Sheet 

Name of (Mr, 
insured (ftirs« ««««•••«« 
person (Miss 

Insurance Number I 

Local Social 
Insurance Office 

Date of Birth 

1« Date of commencement of incapacity    

2» Cause of incapacity     
Has Form E.2 been received? ........ o  /Enter Yes or No 

3. Date of receipt of claim         

4-6 (a) Normal rate of vages or wage group 
(as shown on Form 3,5) « 

/] • « 9 9 a é « / 

•+$ Va; iMüX'íiiax raue uj. wages or wagö group 
(as shown on Form S. 5)   

(b) Wages paid during absence from work /T5er WQQk from 

(as shown on Form S.3)   /per month to 

5» Contribution condition satisfied     /Enter Yes or No 

If not, number of weeks of employment in the 
. qualifying period?     

Claim disallowed. Form A,8A sent on .............. 

6, If incapacity commenced before date of claim is explanation for delay 
in claiming satisfactory? ............ /Enter Yes or No 

7e Claim allowed as from ............... 
after allowing for waiting period     to    

Record Section notified on Form J, 10 on    

8, Rate of Benefit allowed. I -, », ,,   . j 

* If the rate of wages paid 
exceeds the full rate of 
benefit otherwise payable, 
no payment of benefit will 
be due and Form A,10A should 
be issued. 

Full weekly rate 
as determined on 
rate of wages 

Less: weekly rate of 
wages paid 
during sickness* 

Adj ustment during 
 hospital period 

Net rate of benefit due 

Form S,9 

Prepared ty   Date 

Checked by    Date 

/Suggested size 25 x 20 cms,. 
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9. Date of termination of title to sickness benefit 

10, Record oJ ?ayment s 

11. Particulars of any ch.o.nges affecting title to or rate of 
benefit, ¿/e.g. cessation of period of entitlement, considered 
to be no longer incapable of work, disqualified under the rules 
for receiving benefit for a certain period, person enters or 
leaves hospital, or payment of wages by employer discontinued^ 

( New rate of benefit     

Delete as / „ . , 
necessary J Disqualified for period   

( Claiti disallowed as from 
( termination of entitlement on 

Form S.ll, A,10, A.10A* or A.10B sent 
(delete three not appropriate) 

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

Signed    

Checked   

Date     

Form S.9. 

a week 

to ... 
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Social Insurance Act 

Notification of Allowance of Cash Benefit 

Name of Insured Person .................... Insurance 

Number Q 

Record Section 

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

( Sickness Benefit as from 

Delete 
as 

Necessary 

(Waiting days  ..to   ) 

Maternity Benefit as from   

Funeral Grant. Date of Death 

Signed 

.Local Office 

Date 

Forra R.9. noted 

Record Section 

Date 

/Suggested size 15 x 15 cmsj 

Form S.10. 
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Social Insurance Act 

Notification of Termination of Gash Benefit 

Name of Insured Person    Insurance 
Numb er f I I I .1 f 

Record Section 

With reference to Forro S. 10 sent on    title to 
benefit ended on   for the following reason. 

in sickness cases, nature of incapacity, 

Code number 

signed 

.Local Office 

Date 

Form R.9. noted 

Record Section 

Date 

¿Suggested size 10 x 15 cms? 

Form S.10A. 
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Social Insurance Act ,.,, 

To    Insurance 
Number 

With reference to your claim for   benefit, 

the full rate of benefit otherwise payable to you has been 

reduced as from by    a week because 

/Insert reason, e.g. you are in receipt from your 

employer of   a week during your absenwe from 

work, or you have been under treatment in hospital 

since that dav^. 

( Signed)      

for the Social Insurance Board 

Date    

¿Suggested size 15 x 15 cms/ 

.Form S.U. 
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Social Insurance Act 

Cash Benefit Index Sli] 

Name of Insured Person 
Insurance 
Number m 

Address       Sex M/F 

Benefit file sent to     Local Office 

¿Suggested size 10 x 15 cm§7 

Form S.12 
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ers «««à 

To be folded 
along this lirte 

Ihsuranco Number 

Capitals) 

Other Names 
(In full) 

Stamp of Local 
Insurance Office 

/Suggested size when folded 15 x 20 cms,/ 

Form S.13 

¿Note. This is the design of the outside of the benefit pouch referred to in 

the note following paragraph 673» On the injside of each half there shoul 
be a pocket to hold the benefit claim pacers/ 
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Social Insurance Act . 

Application for Benefit File 

UTanie of Insured Person 
Insurance 
Number T 

To    ,   Local Insurance Off ici 

Will you please forward to this local office the Benefit 

File in respect of the above-named person, from whom a benefit 

claim has been received in this office. 

(Signed) 

.Local Insurance Office 

Date 

       Local Insurance Office 

Benefit File herewith 

(Signed) 

Local Insurance Offic e 

Date 

¿Suggested size 15 x 15 cms? 

Form S.13A. 





Benefit 

Loca] Office 

Social Insurance Act .... 

Cash Benefit Payment Schedule. 

Name of 
Insured 
Person 

Insurance 
Number 

Particulars of payment 

Farai S.H 

Total 

Schedule 
Number . 

Oste of Preparation 
of schedule   

Ackno'iiledgment of 
Receipt of 
ÄfBount Statc-d 
(Signature or 
thusîbprint) 

Payments Issued as shovn above 
Signed  

Cashier 
Date .... 





Social Insurance Act ........ 

Benefit 

Local Office 

Suspense Scheduto 
Suspense 
Schedule Nuisbcr 

Noinber of 
Entry 

Naae of Insured 
person 

Insurance 
Number 

Particulars of Payment Acknosledgement 
of receipt 
(Signature or 

thuabprint) 

Transferred 
fm 
Schedule 
Nuaber 

Expiry 
date 
(8 weeks 

after date 
at k) 

I 

I 

i 

Total paid j | 
:—i 1 Payments nade where receipted above. 

Other payments not claiBed in time. 

Signed       
Cashier 

Form S.14Â 
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Social Insurance Act ...» 

lote for cashier 

Warne of 
Insured Person. 

Insurance 
number 

»Benefit due 

Amount 

Schedule 

Entry 

Signed 

Date 

¿Suggested size 10 x 15 cms? 

Form S, 15 
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Social Insurance .Act . ♦.. 

I hereby authorise you to make payment of 

my benefit to     
(name) 

of      
(address) 

who is my        « 
(state relationship) 

Signature of 
insured 
person 

Date ... 

Forra S.16 
¿Suggested size 15 x 12 cms? 
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Social Insurance Act .... 

Sickness Visitor's Report 

.Local Insurance Office 

Name of insured person Insurance Number | 

Address 

Incapacity conmonced       Cause of 

Date of last certificate      incapacity 

To the Sickness Visitor 

It is desired that a sickness visit should be made to the above-named person for the following reasons; 

Will you please furnish a report on the form below. 
Signed 

Sickness Visitor's itepnrt 

î. Date and tine of visit. 
2. Shat was the insured person doing at the time 

of the visit? 
3. If he »as «orking, «hat work was he doing? 
4. What is his normal occupation? 
5. When docs he think he would be fit to resume work 

for an employer? 
6. Has he «ork to go to when ho ceases to be 

incapable of work? 
7. (a) If he could not be seen because he was not at 

home at the time of the visit! «here sms he? 
(b) Is there any reason to think that he was at 

work at that time? If so, particulars of the 
employment should be given, if known. 

(c) Is it possible that his absence from home (night 
retard or prejudice recovery? 

8. Is he following the doctor's instructions as to 
medicine, diet, rest, etc.? 

Reply 

Additional retaarks as to the insured person's general condition: 

Signed 
Sickness Visitor 

Form S.17 ¿Suggested size 25 x 15 cms/ 





~ 503 - 

Social Insurance Act.... 

Notification of decision on a- 

Insurance 
Number 

Address 

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

Signed 

.Local Insurance 
Office 

Date 

¿¡Suggested size 10 x 15 cms/ 

Form S.18 
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Social Insurance Act.... 

Notification of 

Insurance Number 

Address 

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

and accordingly you should.    

Signed, 

Local Insurance 
Office 

Date 

/Suggested size 15 x 15 cms/ 

Form S,18A 
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Section C.2. 

Maternity Benefit Forms 

Certificate ñf Expectatiñn of Confinement and Claim for 
Ma ternity Benefit. 

Certificate of Confinement. 
Maternity Benefit Claim - Action Sheet. 
Local Office Action Sheet. 
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Serial No, Social Insurance Act ........ 

   J Certificate of Expectation of Confinement 
and Claim for Maternity Benefit"" 

To . . ô©®®ôô»cor6r)oo«oci0ep»#©e Insurance Number 

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 .. month ...... year„ 

In my opinion confinément care should be given in a maternity 

hospital*. 

Any other observations by the 
medical officer or midwife 

Signature 

««•«»•««•»«•««•«A*««»* 

Medical Officer/Midwife* 

 .Dispensary 

delete as necessary Da te ...... 

II. I hereby claim maternity benefit in accordance with the 

certificate at I above. 

I ceased work as ...... at the establishment 

I do not expect to receive any wages or salary from my employer 

in respect of the period for which benefit is claimed. 

Signature 
of claimant 

Da te * • . » s. i o9«*»e»e«ea»e 

Impression of 
right thumb 

Note ; Maternity benefit cannot be paid for 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 pr for which you are in receipt of a wage 
or salary irç excess of the rate of benefit to which you 
would otherwise be entitled. 

Form M.l. 
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Social Insurance Act 

Certificate of Confinement 

Serial No. 

To        Insurance Number 

I certify that I assisted at your confinement which 

occurred on 

Signature 

Medical Officer/Midwife 

Date 

Any other observations by the Medical Officer or Midwife 

¿""Suggested size 20 x 15 cms._7 

Form M.2. 
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Social Insurance Act 

Maternity Benefit Claim - Action Sheet 

Name of Insured Person 
Insurance Number 

Date of Birth 

Expected date of Confinement 

Claimant has been instructed to call at Local Office on 
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 

Dispensary 

Date 

Social Insurance Office 

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   
weeks within the 52 weeks immediately preceding the date 
six weeks before the expected date of confinement as 
shown above. 

Signed 
(Records Section) 

Date 

Form M.3 
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Social Insurance Act   

Maternity Benefit 

Local Office Action Sheet 

Insurance Number!__ 

Name of insured person     Local Social 
Insurance Office 

Date of Birth ... 

1. Expected date of confinement   Actual date of 
confinement 

2. Date of cessation of w^rk 

3. Date of receipt of claim    

4. (a) Normal rate of wages  /per week 
(as shov/n on Form S3) per month 

(b) Wages paid during 
absence from work 

. /per week r-*™ ■ ■■■ 'r. i rnm 
per month 

5. Contribution condition satisfied  /Enter Yes 
or No 

If not, number of weeks nf employment 
in the qualifying period   

Claim disallowed. Form A.8B sent on   

6. If benefit is claimed for period before date of 
receipt of claim, is explanation for delay in Enter Yes 
claiming satisfactory?  / or No 

7. Claim allowed for period from 

Record Section notified on Form S.IO on 

a Fu11 weekly rate as 8» RatQ of Dönsrit j jo +*-> i, j aetermined on rate 
allowed ^ of wages 

Alteration during 
benefit period as 

from 

*If the rate of 
wages paid exceeds 
the full rate of 
benefit otherwise 
payable, no pay- 
ment of benefit 
will be due and 
Form A.10A.should 
be issued. 

Form M.4. 

Less weekly rate of 
wages paid 
during absence 
from work* 

Adjustment dur- 
ing Hospital 

 period  
Net rate of benefit 

due.    

Prepared 

Checked , 

Date 

Date 
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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 

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, or payment of wages by employer discontinued^? 

(New rate of benefit   a week 

Delete as (Disqualified for period ......... to .... 
necessary ( 

(Claim disallowed as from 
(termination of entitlement on   

Form S.11, A.10., A.10A. or A.10B. sent 
(delete three not appropriate) 

12. Record Section notified on Form S.10A of termination of benefit. 

Signed  *  

Checked  ...»  

Da t e           
Form M*4 



- 511 - 

Part VI 

Section C»2 

Forms 

E.l. Employer's Accident Book - Cover. 
EklA, Employer's Accident Book - Page of Book. 
E.2. Employer's Report of Serious Accident. 
E.3. Employment Injury - Action Sheet. 
E.3A. Disability Pension - Action Sheet. 
E.3B. Survivor's Pension - Reference to Medical Tribunal 
E.4. Notification to Dispensary of Employment Injury Award. 
E.5. Application for Injury Benefit. 
E.6. Request for Medical Officer's Report. 
E.7. Disability Pension - Payment Schedule. 
E,8. Notification of Award of Disability Pension. 
E.8A. Notification of Award of Disability Gratuity. 
E.8B. Notification of Disallowance of Disability 

Pension Claim. 
E.8C. Notification of Disallowance of Survivor's 

Pension Claim. 
E.9. Instruction as to Subsequent Payment of Disability 

Pension. 
E.10. Claim for Survivors' Pension. 
E.ll. Survivors' Pension - Payment Schedule. 
E.12. Notice of Awards of Survivors' Pension. 
E.12A. Instruction as to Subsequent Payment of Survivors' 

Pension. 
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Front of Book 

Social Insurance Act ... 

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 therein5 

(c) to submit in triplicate a notification to the Board on Form 
E.2 within 24 hours of each serious employment accident which 
occurs in his establishment, which causes either 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 
to render the injured insured person incapable of work for 
three days, subsequently renders him incapable of work for at 
least that period, 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. 

IMPORTANT; Employers who do not comply fully with the 
requirements of the Rules with regard to the 
maintenance of accident books render themselves 
liable to serious penalties. 

Form E.l 
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Social Insurance Act ... 

Employer's Report of Serious Accident 
to the Social Insurance BoarcT" 

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

¿jtfOTE; Please read instructions on back of the 'Form// 

Name of Firm »   Employer1 s 
Registration No. ... 

Address   

Telephone Ho.       

I. (l) This is to certify that at    a.m. on 
p.m. 

the  day of   19   

(name of employee) of    

  (address) Insurance number   suffered 

a serious employment injury as followsî   

(give brief description of nature and extent of injury) 

(2) The circumstances of the accident were   

(give brief description as to how the accident occurred) 

II. Employer's Observations      

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

Signature     

Designation    

Stamp of Firm   

Date      
Form E.2 
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Instructions as to Completion of Form E.2 

A serious accident is defined as one which causes either the 
death of an insured person, or an injury to an insured person 
as a result of which he is likely to he 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. 

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. If/here 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. 

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

In Part II the following should be included: 

(a) brief 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 

(c) 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 of the information given 
therein. Employers who do not comply fully 
with the provisions with regard to the 
submissiDn of accident reports or who furnish 
incorrect information in them render themselves 
liable to serious penalties. 

Form E.2 
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Social Insurance Act »... 

NaBB of Insured (Mr, 
Person (Mrs«.    Insurance Number 

(Miss 

Date of Birth     Local Social Insurance Office 

1. Date of cominencement of Incapacity ........... 

2. Cause of incapacity     

3. Date of receipt of claim     

4. (a) Normal rate of wages (as shown on Form S.5) (a) Normal rate of wages (as shown on Form S.5)       pe'" 
e seek montn 

(b) Wages paid during absence from work    per ^jifrom    
(as shorn on For. S.3) l"r *ort 

5* Date of accident 
(a) as shown on Form E,2         ) Any discrepancy between these 
(b) as shown on Form E,5     ) dates must be investigated. 

6. Is it agreed that (a) the insured person suffered an accident at nork?       ) 
(b) the work on which he was then engaged was insurable     ) answer 
(c) the insured person's incapacity resulted from the accident ) yes or no 

at work?    ) 

If the answer to any of these queries is "No" the claift should'be refused and form A,10 should be issued, 

7. Claim allowed as from     
after allowing for waiting period     to       

Record Section notified on Form S.10 on      

8. Rate of Benefit allowed 

* If tho rate of wages 
paid exceeds the full rate 
of benefit otherwise 
payable, no payment of 
benefit will be due and 
Form A.lOA should bo 
issued. 

Full weekly rate as 
determined on rate 

of wages 

Weekly rate of 
wages paid during 
absence from work* 
Adjustment during 
hospital period 

Net rate of 
benefit duo 

Prepared by Date 

Checked by ...................... Date 

Form E,3 
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9 (a) Date of termination of title to Injury benefit 

(b) Date ten weeks before date of termination ..... 

10. Record of Payments 

11. Particulars of any changes affecting title to or rate of benefit, (e.g. cessation of period of 
entitlement, considerad to be no longer incapable of work, disqualified under the rules for 
receiving benefit for a certain period, person onters or leaves hospital, or payment of »ages 
by employer discontinued). 

Delete as 
necessary 

(New rate of benefit     ..a week 

(Disqualified for period     ..to .... 
(Claim disallowed as from 
(termination of entitlement on      

Form S.11, A,10, A.10A, or A.lOB sent (delete three not appropriate) 

12. Record Section notified on Form S.lOA of termination of benefit, Including cases »here person becomes 
capable of work before entitlement ends. 

Signed . 

Checked 

Form E,3 
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Social Insurance Act .... 

Disability Pension - Action Sheet 

1. Name of Insured(Mr, 

Person íMrs* terson (Miss 

Insurance 
Number 

Date of Birth Local Social 
Insurance Office 

1. Date of Accident ................. 

2. Injury Benefit paid from    to .... 

3. Does Medical Certificate on Form E.6 indicate¡ 
that insured person is still suffering i 

disability as a fesult of the accident? 

II.Clerk to Medical Tribunal 

answer 
yes or 

no 

Case submitted for consideration by Medical Tribunal of 
claim for disability pension. Relative papers are attached. 

Signed 

Local Office. Date. 

III.Local Office 

Medical Tribunal's decision on Form A.16 is attached. 

Signed 
(Clerk to Medical Tribunal) 

Date, 

IV.Cash Benefits Section 

Relative claim papers herewith for consideration. 

Signed 

.Local Office. Date, 

FormE 3A 
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V. Local Office 

Delete the 
tino Items 
which are 
not applic- 
able. 

A. Award of disability pension agreed. 

(0 Pension should be paid at the rate of ,   a month 
from     calculated as follows    

The case should be submitted to the Medical Tribunal again 

(il) Gratuity of ............... should be paid to the insured person. 
This amount has been calculated as follows     

B. Disability pension claim should be disallowed on the ground that 

Signed 
Cash Benefits Section 

A. Form E.7 prepared for payment of pension and Forms E.8 and S.16 sent to 
insured person. 

B. Form E,8A sont to insured person. Gratuity paid 

C. Form E.8B sent to insured person dlsr.1 losing claim. 

Signed 

Checked 

Local Insurance Office 

Form E.3A. 
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Social Insurance Act »  

Survivor's Pension - Reference to Medical Tribunal 

Name of Insured 
Person . Insurance 

Number 

Date Of Death »I»e«e«e««aaäee« 

Name of applicant for pension 

1. Date of Accident      

2. Injury Benefit paid from  to   • 

3. Disability Pension paid from ......... to ...» 

Loss of earning capacity assessed at   .per cent« 

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     

-—  Cash Benefit Section. Date..., 

III. Cash Benefit Section 

Medical Tribunal's decision on Form A.16A is attached. 

Signed .............«o.o..». 

(Clerk to the Medical Tribunal) 

Date 

Form E.3B 

/Suggested size 25 x 15 cms^ 
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Social Insurance Act ••.•. 

lury Awe 

Name of Insured 
Person .Insurance Numb eu 

.Dispensary« 

The above-named insured person has now been awarded employment 

injury benefit. 

♦Form S«7 sent to you on     should therefore 

be cancelled. 

Signed 

Local Insurance Office 

Date, 

¿Suggested Size 15 x 15 CmSj/ 

Form E©4 

* Delete this sentence if it is not appropriate. 
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Social Insurance Act ... 

Insurance Number 

(Name in full) 
residing at .......... 

hereby state that 

my incapacity is due to an accident v/hich I suffered on   

,P*m' in the following circumstances, 
p.m. 

when employed as .... by 

(name of Firm) 

and I claim injury benefit accordingly. 

I declare that the information given above is true to the 

best of ray knowledge and belief. 

Signature of insured 
person Impression 

of right 
thumb 

Date 

Farm E.5. /Suggested Size 20 x 15 Cms,] 
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Social Insurance Act 

Medical Officer!s Report 

Mame of Insured 
Person           Insurance Number 

Po Dr0c«*oe9e9&6»Cxspensray P^rom oceeeeagSocial Xnsuranc© 
Office 

Date * 9 9 9 9 9Q • 6 

This person has been certified by you to have been incapacitated 

since »••«•••••»••o*«* by roason of »•••••«••••••••*•••••••••••••••••* 

which has been accepted as having been due to an employment injury. 

As his title to injury benefit has ended or will shortly come to an end 

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; 

Quo stion Reply 

Will you please add any general observations 
which may have a bearing on the matter» 

Signed 
Medical Officer 

Form E.6. 

Date •«•••*•.»»•.»•«.e 
¿¡Suggested Size 20 x 20 Ciï%7 
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Social Insurance Act .«.« 

Pension - Payment Schedule 

Name of Insured Person     Insurance Number 

»Local Insurance Office 

Disability Pension of »  a month awarded with effect from 
Case to be submitted to the Madical Tribunal again on 

Period of 
Payment 

From To 

Amount 
Payable 

Checked Roceipt for 
Payment 

(signature or 
thumbprint) 

Date of Remarks 
Payment 

Total of payments at end 
of 12 months from date at * 

Form E.7. 
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Social Insurance :-»ct »»»» 

Notice of Award of Disability Pension 

... Insurance Number; 

6*e«eee0B«64««o*»«»«»6«e#« 

Enclosed 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    with effect from. 9*0 

payable monthly in advance. This amount is calculated as 

follOWSs ••»••••»•••••••••«•••••«•••oaoAtfto»*«*# 

Will you please call at this office to receive the first 

payment on    ».. If you are unable to come to this 

office, the enclosed Form S.16 should be completed nominating 

some other person to receive 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 . © • © • » 

.....Local Insurance Office 

Date «.»..•...».«».»e.G 

¿Suggested Size 20 x 15 Cms.7 

Farm E.8 
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Social Insurance Act ...» 

Notice of Award of Disability Gratuity 

Insurance Number 

Sir, 

Enclosed herewith is a copy of the Medical Tribunal's 

decision allowing your claim for a disability award. 

As the degree of your lose of earning capacity has been 

assessed at less than 20 per cent., you are entitled to receive 

a disability gratuity of    in full settlement 

of your claim. This amount is calculated as follows 

This sum will become payable to you on 

and you should call at this office on that date to receive the 

^ou must bring your identity certificate (Form R.6) when you 

come to receive payment. 

Signed 

Local Insurance Office 

Date 

/Suggested Size 20 x 15 Cms^T" 

Form E.BA. 
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Social Insurance Act »..« 

Notice of Disallowance of Disability 

Pension Claim 

Insurance Number 

Enclosed herewith is a copy of the Medical Tribunal's 

decision on your claim for a disability pension. 

Your claim has been disallowed for the following reason 

Signed. 

.Local Insurance Office 

Date 

/"Suggested Size 15 x 15 CiaSjJ^ 

Form E.8B 
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Social Insurance Act 

Notice of Disallowance of Survivors1 

Pension Claim 

Deceased Person1sr 
Insurance Number I 

Your application for a survivors' pension cannot be 

allowed because the Medical Tribunal has decided that the 

death of »       was not the result 

of an employment injury, 

A copy of the-Medical Tribunal's decision is enclosed. 

Signed 

*•••••••••Local 
Insurance Office 

Date •■>•••«••<>••••« 

Suggested Size 15 x 15 cms^/ 

Form E.8 C 
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Social Insurance Act »... 

Instruction as to Subsequent Payments of 

Disability Pension 

Insurance ¡Number 

Sir, 

The next payment of your disability pension becomes due on 

     Will you please call at this office to 

receive payment on that date, bringing with you this form and 

your identity certificate. 

If you are unable to come yourself, you should complete 

Form S.16 nominating some other person to receive the payment 

on your behalf. He should bring this form, Form S.16 and your 

identity certificate with him. 

Signed 

Local Insurance Office 

Date 

¿Suggested Size 20 x 15 Cms,/ 

Form E.9 
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Social Insurance Act »... 

Claim for Survivor's Pension 

Name of Deceased f 
insured Person    Insurance Number I 

Date of Birth ...................................... Date of Death 

I. To the Social Insurance Board 

* 
* Delete the I declare that I am tho »Idoi/person having charge of-the children of the above named 
inappropriate insured person »ho died on     as a result of an injury received on 
alternative    in the courso of his employment by      

He was* in receipt of injury benefit* prior to his death 
was not disability pension 

The following particulars roUte to myself/to the children. 

Description Name Father's 
Name 

* If the clâim is made by the person having charge of the child, particulars of the wife, and the date of 
the decease (if known) should be given heré. 

attach the following birth and marriage certificates: 

I declare that the Information given above is true to the best of my 
knowledge and belief and I claim survivor's pension accordingly. 

Signed     Impression of 
right thumb 

Name in Full »  1—  
(Block letters) 

Full address       

Firm E«10 
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Information obtained with regard to the circumstances of ths death of the Insured person 

Signed ,, 

•Local Insurance Office 

III* Cash Benefit Section 

Claim papers herewith for consideration of survivor's pension claim* 

Signed 

».Local Insurance Office 

IV. Local Office 

Decision on claim for survivor's pensioa. 

A. Claim allowed. Pension of «  a month payable from 
Rate calculated as follows      

8. Claim disallowed following reference to Medical Tribunal on Form E.3A. 

C* Claim d isa Honed for the following reason         

Signed 
Cash Benefit Section 

V« A, Form E.ll 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 disallowing claim on      

C. Form A.18 sent to applicant disallowing claim on     

Signed 

Checked 

    Local Insurance Office 

Form E.10 
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Social Insurance Act ,» »> 

Survivor1 s Pension - Payment Schedule 

Name of Deceased 
Insured Person ..      Insurance Nimber 

    Local Insurance Office 

Survivor's pension of   ...a month awarded with effect from 

«•...» «a«#.».«. tO « a « « * « « . .#« «»o.. Of .««a. 

Persons covered by award 

» ..... •.« 

Kam© 

Date of 
birth. 

Relationship 
to deceased 

Date when 
title 
will 
cease 

Amount 
Payable Checked 

Receipt for 
payment 

(signature or 
thumbprint) 

Date of 
payment 

Remarks 

Period of 
payment 

Total of payments at 
end of 12 months 

Form Ball 





Social Insurance Act « «.» 

Notice of Award of Survivor's Pension 

Registered 

Number .. 

Madam, 

Your application for a Survivor's Pension has been 

admitted and a pension of     has 

been awarded to you with effect from        » 

payable monthly in advance. 

This amount is calculated as follows   

Will you please call at this office on   «.. 

to receive the first payment, bringing this form with 

you. 

Signed  *... 

.Local Insurance Office 

Date •.....«. 

/Suggested Size 20 x 15 Cms¿J 

Form E.12 
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Social Insurance Act .».«« 

Instruction as to Subseauont Payments 

of Survivor's Pension 

To   «      Registered 

• Number •»e 

Madam, 

The next payment of your survivor's pension becomes 

due on 

Will you please call at this office to receive payment 

on that date, bringing this form with you« 

Signed 

.Local Insurance Office 

Date 

/Suggested Size 10 x 15 Cm%7 

Form E.12A 
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Section C 2 

Funeral Grant Forms 

F.l Claim for Funeral Grant 

F.2 Funeral Grant Claim - Action Sheet 

F.3 Notification to Record Section of 
Death of Insured Person 

F.4 Record of Employment 

F.5 Notification to Record Section of 
Allowance of Funeral Grant Claim 

F.6 Notice of Award of Funeral Grant 
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Social Insurance Act ...... 

Claim for Funeral Grant 

Name of Deceased 
Insured Person 

Date of Birth 

Insurance 
Number [ 

Date of Death 

To the Social Insurance Board 

I declare that I am     the deceased 
(insert relationship, if any; 
if none, insert "not related to") 

insured person named above, and I am
hxJable^to pgy amoiint of 

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); 

(c) a receipt for the amount of the 
funeral expenses which I have 
paid 5 

(d) details of the amount of the funeral 
expenses which have not yet been paid. 

* Items which are not applicable should be deleted. 

death, 
I claim funeral grant in respect of the insured person's 

oigned .................. 

Name in full   
(Block Letters) 

Full address ...»     

Impression of 
Right Thumb 

Da te *.4......... . « . » 4 . • 

Note. If you have any difficulty, the local Social Insurance 
Office will help you to complete this form. 

Form F.l. 
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Social Insurance Act 

Funeral Grant Claim - Action Sheet 

(Mr. 
Name of Insured (Mrs.    

Person (Miss    

Date of death . 

Name of Claimant .. 

Address of Claimant 

1 « Record Section 

Attached for consideration is a claim for Funeral Grant 
(Form F.l) completed in this dispensary, together with a 
copy of the certificate of death, the deceased person's 
identity card, and the following documents 

(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    

    Dispensary 

Date .......... 

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    

 Social insurance Office 

Date 

Form F.2 
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III.  o Social Insurance Office 

A. It has been confirmed that the contribution 
Delete à condition for entitlement to medical care 
or B, immediately prior to death-was satisfied. 
whichever 
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. 

Signed        

  Record Section 

Da te ...•»•..o.»..«* 

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    

(b) Deceased person's identity card received   
/Enter Yes or No. 

If not, what reason was given for its absence? 

(c) Copy of certificate of death received ....... 
/Enter Yes or No 

If not, what alternative evidence 
of death was given?         

(d) Funeral Expenses amounting to   
paid ..... /Enter Yes or No, 

If not paid, why not and what evidence has been 
given .as to the amount of the expenses? 

*eo»««9ee»o*QO«ooa*»oeea« 

(e) Claim allowed. âmount payable    
Entered on Benefit Schedule Number F. ... 

(f) Form F.6 sent to claimant on     

(g) Form F.5 sent to Record Section on ....... 

Form F.2 

Part IV 
Completed by ..... Date    
Checked by     Date ...... 
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Social Insurance Act   

Name of Insured 
Person ...... 

Record Section 

Please note that information has been received that 

the insured person named above died on        

Signed        

   Dispensary- 

Date     

Form R.9 noted 

Record Section 

Dato »•««••eo» 

/"Suggested size 20 x 15 cms._7 

Form F.3 

Insurance 
Number [ 
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Social Insurance Act 0 0 «Î O P « ü o 

Funeral Grant 

Name of Deceased Insurance 
Insured Person <>     r!umber "1""I TT 1 1 Tl 

Date of Death   

Record of deceased person's employment within 26 weeks prior to 
death 

(a) as shown on his identity card (Form R»6) 

From To 
Employer's Registration 

Number 

From To Rate of Pay 

Completed by .«ûop'scoftofloeftçiiôû 

Date        Local Insurance Office 

Form F.4 
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Social Insurance Act 

Notification of Allowance of Funeral Grant 

Name of 
Insured 
Person . 

Insurance 
Number 

Date of Death 

Record Section 

Funeral Grant in respect of the death of the above named 

person has been paid to 

Address 

Signed 

Local Office 

Date 

Form R.9 noted 

Record Section 

Date 

/""Suggested size 20 x 15 cms.7 

Form F.5o 
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Social Insurance Act   

Notice of Award of Funeral Grant 

Insurance Number 
of Deceased 
Person — 

Your application for funeral grant in respect of the death 

of     has been allowed. 

Will you please call at this office on 

to receive payment of the grant, bringing this form with you? 

Signed 6oo*oö««oae»oa 

Local Insurance Office 

Date 

/""Suggested size 15 x 12 cms^ 

Form F.6 
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Part vi 

Section C.5 

Contribution Forms 

Cil Contribution Card. 
C.2 List of Employers in local office area. 
C.2A Advice as to number of employees recorded on Form C.2 

and record of first issue of stamps. 

Ci3 Local office record of employer (Procedure A)i 
C¿3A Local office record of employer (Procedure B). 
C¿4 Notice to employer as to purchase of insurance stamps. 
C-.5 Application by employer for insurance stamps. 
C.6 Schedule of stamp sales by local office. 

C¿7 Return of contribution card when employment ceases. 
Cw8 Request by new employer for contribution card. 

Ci9 Issue of contribution card to new employer. 
C.10 Request to former employer for return of contribution 

card. 
C.ll Application by employer for credit for lost or spoilt 

insurance stamps and cards. 
CillA Register of applications on Form C.ll. 
C.11B Notification to-employer of allowance in respect of 

unused stamps. 
C.11C Notification to local office of allowance as on Form 

C.11C. 
C,11D Notification to employer of credit in respect of 

stamped cards referred to on Form C.ll. 
C.UE Notification to employer of disallowance of application 

on Form C.ll. 
C.I2 Reference to Inspector for inquiry of employer. 
Cil3 Schedule of Contributions for the Month. 
C.14 Notification of missing insurance numbers in the 

schedule of contributions. 
C;15 Request to employer for balance of contributions due. 
Caló Advice to employer of credit for contributions paid in 

excess. 





This card Is the property ef the Social 
General Instructions 

Braft of Contribution Card 
 Outside of Card 

Insurance Board j j 

1. This card is for payment of Social Insurance Contributions only. 
2. No undertaking can be given that any allomances will be made 

for the value of stamps on a card which is lost or destroyed. 
3. If this card is found it must be handed in at a Social 

Insurance Office. 

Instructions to Employers 

4. Buy stamps regularly and only from Social Insurance Office. 
5. Y-ju must hold a card for each- of ycur eraployees. If you 

have no card for an employee, apply to the Social Insurance 
Office for one. 

6. When you receive a card enter your registration number and the 
date employment commenced in the space on the front of the card. 

7. Affix a stamp to the card for each seek (beginning Monday) or 
part of a seek during which the insured person is employed, 
unless a stamp has already been affixed for that Heek. 

8. Affix stamps before mages are paid. The insured person's con- 
tributions may then be deducted from the »ages, but cannot be 
recovered from him later. 

S. Each stamp must be cancelled immediately after it is affixed 
to the card, by writing across it iu ink (or with a metal die) 
the date on which it is affixed. 

10. If the insured person leaves your employment before the end 
of the period of the card, enter the date of his leaving on 
the front of the card, see that the card is stamped up to 
that date, and send it at once to the Social Insurance Office. 

H. At the end of the period of the cards, send the cards of all 
yoar eraployees properly stamped to the Social Insurance Office 
in «ne packet. New cards for use during the next period will 
then be sent to you. 

Fern C.I. 

SOCIAL INSURANCE 
CARD 

INSURANCE 
NUMBER     

Period to .e 

SURNAME   
(BLOCK LETTERS) 

Other Names 
in FULL .... 

ADDRESS    

CONTRIBUTION RATES TO BE 
ENTERED HERE 

Registration number EMPLOYMENT 
of Employer COMMENCED ; ENDED S 

Form C.l 



Inside of Card 

Itase of Insured Person 

Insurance Number 

DATE CANCEL ALL STAMPS 

13 14 15 

19 20 21 

25 26 

WARNING. Oo not remove a starap from this card. Any person who does so, or «ho buys or sells an 
insurance card, or a used stamp, or affixes a used stamp to an insurance card, Is liable to a 
heavy penalty. 

10 II 12 

16 17 18 

22 23 

RD MUST BE SEN 
ANGED FOR A NE 

LATER THAN .. 

AL INS 
IELY A 
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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 indicated for use in years which have 53 Mondays. 

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. 

7. A "Por Official Use" space has been provided, e.g. for 
entrjr 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 administration and to employers to 
have the name and insurance number entered on both sides of 
the card. 

10. Note 7A Part V deals with certain matters relating to the 
exchange of cards which may affect their design. 





- 547 - 

Social Insurance Act 

List of Enrployerg v/ho will need 
to buv Insurance Stam-ps Local Office •*•**••*•***«* 

Form C,2 
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Social Insurance Act .•.• 

Local Office 

Accounts Section 

The total number of employees of the employers within 
the area of the local office named above is as follows: 

employees in   wage group 
  employees in ..... wage group 
..... employees in ..... v/age group. 

Will you please send the necessary initial supply of 
insurance stamps to the local office accordingly. 

signed .................. 

Contribution Section, Date . 

Stamps sent   at     
 at    
........ at   

signed    

Form C.2A Accounts Section. Date . 

/^Suggested size 15 x 15 cîns_.y' 
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Käme of Firm Local Office 

Address   «   Registration No. of Employer   
Number of Employees as 

Telephone Number    shown on Form R. 5     
(Where necessary provision should be made 

Nature of Business for showing the number in each wage group) 

Number Amount 

Stamp Sales 

Date ¡Number Amount 

Cards exchange SI 

Date Ntnaber I Amount 
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Social Insurance Act 6 9 » ê e 

Local Office Record of Employer 

Name of Firm 

Address 

Telephone .No 

Nature of Business 

Local Office 

Registration No. of Employer 

• «•«»»•de 

• o a « 

Number of Employees as 
shown on Form R,5      

Date of Inspector's 
Visit 

Number of 
Employees 

Notes with regard to Visit 

i 1 

/Ñote. This for^ should be printed as an index 
j card or s lijo/ 

Form C.3A 

/Suggested size 15 "" 20 cms/ 

I 
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Soci al Insurance act .... 

To From 
(Nsoie of Hrra) « 

(Address) Local Social Insurance Office 

0ate .................o....4 

I understand from the head office of the Social insurance Board that your 
firm has been registered under the above-mentioned number. 

As from     «hen the Social Insurance Act comes into force, you 
»ill become liable to pay contributions in respect of your employees, by affix- 
ing Insurance stamps to the contribution cards which have beon issued to you. 

Application for the Insurance stamps should be made in duplicate on the 
enclosed Forms C.5 as and »hen you require then. When the for« has been com- 
pleted the two copies should be brought, together with the necessary money or 
cheque for the value of the staaps requisitioned, to this Office, »here the 
stanps will be supplied and one copy of the for® Hill be receipted and re- 
turned to you. 

Further copies of the Fora C.S will be supplied to you on request. 

I also enclose for your infornation a copy of Leaflet 3 which explains 
the duties of employers under the Social Insurance Act. 

(Signed)... 

for Social Insurance Board. 

Forra C.4. 

/ Suggestdd size 15 x 12 cmj/ 
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Social insurance Act .... 

topligation for Insuranco Stamps 
(to bo completad in duplicata) 

Employer's Nsfarenco 

To the Social Insurance Board 

Kill you please supply to thii boarsr insurance stops as sot out below:- 

stamps at    Total value 

stamps at     Total vttlue 

•••••••• stamps at Total value 

in return for which the bearer »ill furnish cash * for the amount 
cheque 

of   «... 

Signed. 

Name of Firm. 

Registration No. 

Dolete whichever is inapplicable 

For official use onh 

1 acknowlodgo the receipt of cash * to the value of .. 
choque 

for Social Insurance Board 

/_Suggested Size 15 x 12 cms/ 





Social Insurance Act 

Amounts received in payment for insurance stamps 

Local Office. Date 

Registration Number 
of Employer 

Amount received 

Total amount received 

Total agreed with value of stamps issued 

Signed     Cashier 

¿Suggested Sizs 25 X 15 cms/" 
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Social Insurance Act.... 

To the Social Insurance Board Local Office 

The.andosod contribution card for.................... 
    Insurance Numbeif '"j { f | j lT 
Is returned as hs left fsy onvploy^ent on«..**«*«...•••••#•••## 
His rate of »ages at that dats was...»...a meek 

Signed, 

Hame of Finn. 

Registration Number. 

Insurance card filed. 

Form C.7. 

ySuggssted Size 15 x 10 ctis/ 
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i a 1 Insurance Act 

Request for Insurance Card 

To the Social Insurance Board Local Offica Employer's Rote ronco   

Bill you please send me the Insurance Card of. oesfroeaQcaBqeeeçûOftâ 
66ftöe60ft*oO9<}eaeeo6ea«oee£eetteoft»c>o insurance Nutnberj { { T | j | 1 j 
bIio entered my eraployment on.0.. o*<»d9fr«9«o»««e«ft09ö4>»«*»eo»»c*«e6««0««9# 
Hi® rato OÍ VJSQOS iS«o«9oe0v<oAO9«QaA«a9ee6O$6i»eA*o*0ee9O*e*«ee9ed lliGökft 

According to his identity Card he was last employed by the employer 
whoso Registration ho« ibco«{>«*0««.*o.eon#eee«66&6o«9*A»fl«e»e>«*«»0Bek6' 

Signed.,., 

Name of Firm seeD«aft*««96«e»9*»0»e««8«** 

Registration (Jo 

/This form should not be used if the 
cannot quote his Insurance Number, 
píete Form Rc4 which should be sent 

*lf no date has boen entered in the 1< 

employee has no Identity Card and 
Instead he should be asked to com- 

to the Social Insurance Board. 

entity Card enter "Date not shown". 

Form C,8, P.T.O. 

¿Suggested size 15 x 12 cms/ 
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For Official Use onl 
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Social Insurance Act ...» 

To Name of Firm From #<S0ô#ée»e85*«#B&e*»* ®LOC3 Î Of f ^ C6 

Address«»«» 

Registration Nuiaber»«     Date 

Your reference. 

In reply to your request of,    I enclose 
herewith the contribution card of«««*«»*«««««««*»«»***«««*«»***« 
• ^«••••««••6e»o«s»9««»s#»9»««ff»lnsiirance Nuinber^ I' ^ ^ t^ti^ .1^1 

Signed 
for Social Insurance Board 

Form C,9. 

j/Suggestsd size 15 x 10 cus/ 
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Social Insurance Act .... 

To Name of Firm   From. .Local Office 

Address. 

Registration Number   Date 

re 

Insurance Number^"" 

This insurod person is understood to have iaft your employment on 
 but there is no trace of the receipt 
of his insurancs card in this office. 

If the contribution card is still in your possession will you please 
forward it with Form C.7. 

Signed.«     
for Social Insurance Board 

Form C.10. 

/Suçgeatad Size 15 k 10 cas/ 
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For Official Registered 
Use Only Number of 

Application .... 

Act .... 

Destruction of. or Damage to Contribution 

From: Name of iünployer     To the Social Insurance Board 
Address    

Registration Number    
, Ro fer en go ........... 

(deleto parts which are not appropriatoT 

Part A 

I give notice that on ................. the contribution cards for the 
employees named in Part D below were losb, destroyed or damaged in the 
following circumstances, while in my custody; 

Part B 
I give notice that on       insurance stamps 

each of   value were spoiled or rendered unfit for use 
in tko foil ovin 3 eircuiastances? while in iny possession: 

Part C 
I enclose    (enter number of stamped contribution 

cards or insurance stamps enclosed) and I apply fcr credit to be allowed in 
respect of insurance stamps as follows; 

I declare that the particulars I have given in Parts A, B and D of this 
form are tfue to trie best of ra/ knowledge and belief. 

Signed; 

Shployer       

      Date    

Part E 

For Official Use Only 

Form G.ll 
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Social Insurance Act .... 

ons for Credit in Respect of 
Lost or Spoilt Stamps or Cards 





Social InsurancB Act 

Registered 
Number of 
Application. 

To   ««..(Name of Employer) From the Social Insurance Board 

.(Address) 

.(Registration No.) 

Your Reference, 

Your afrpffcation dated..............for credit In respect of spoilt 
Insurance stamps has been allowed and the local office at«................... 
has been authorised to issuo to you on production of this form and ulth.out 
payment   ..insurance stamps of   value. 

Signed. 

Stabp oi the 
Social Insurance Board 

./Suggested Size 15 x 12 cms/ 

Form C.UB. 
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Social insurance Act 

Registered 
Number of 
App]iCati on « « «••« a» a t • 

To the Social Insurance 
Local Office at,... 

An appl icatîon ßiodö by Rqq i s trs t i on 
for credit in respect of spoilt insurance stamps has been alloved and the 
esployor has been advised to apply to you for the issue of.......   
insurance stafnps of......value. 

You are accordingly authorised, on the production to you of Form C.lIB, 
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. 

Signed    

Stamp of the 
Social Insurance Board 

Signed......... 

»«..««»......s..«.«««Local Office 

Form C.11C. 

/Suggested Size 15 x 12 cms/ 
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Social Insurance Act »... 

Registered 
Nuniber of 
Application 

  (Name of Employer) From the Social Insurance Board 

  (Address) 

  (Registration No.) 

Your reference   ê • • # • o Df.ite as postmark 

Your application dated    for credit in respect of lost 
or damaged, contribution carde has been allowed to the extent shown in 
the schedule overleaf, and the individual record of each employee 
named 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. 

3igned ....................... 

Form C.11D 

Stamp of the 
Social Insurance Board   

(Suggested size 20 x 20 c:r.s) 
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Name of Employee Insurance 
Number 

Contributions Credit 

Value 

Form C.llD 



Social Insurance Act .... 

Registerad 
Number of 
Application. 

To..   ...(Name of Employer) From the Social Insurance Board 

.(Address) 

.(Registration Ho.) 

Your reference. 

Your application dated ..for credit in respect of   
   ..............has received careful considera- 
tion, but it is regretted that it has not been found possible to allow your 
application. 

Form C.11E. 

Signed. 

Stamp of the 
Social Insurance Board 

jfSuggasted Size 15 x 10 ens/ 
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Social Insurance Act .... 

Reference to Inspector 

Employees Name 

Address 

Registration No, 

Telephone No. 

To the Inspector From    Division 

Local Office 

(delete as necessary) 

You are requested to visit the above-named employer and make 
enquiries and report to me with regard to the following matters? 

¿^Ädd particulars on which enquiry is to be made, e.s. 

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 to ..."  

2. The failure of the employer to return his 
employees' contribution cards for the period 
ended     and to obtain new cards 
for use during the present period. 

3. The failure of the employer to apply for any 
insurance stamps since  *...^7 

Signe d 

Date . 

Form 0.12 Suggested Size 20 x 15 cms/ 
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Social Insurance Act 

Schedule of Contributions for the Month   
Period between     and     

(Name of Employer) Registration Ho. 

, (Address) - 

Reference 

I certify that the following is a full schedule of the , 
persons employed by this firm on , and that the 
information given with regard to their employment and wages is 
correct. 

Signature of employer 
or stamp of firm ...... =......... 

Date 

Serial 
No. 

A: TOmii OP INSURED SALARIES; 
B: EMPLOYEES1 CONTRIBUTIONS ($ of A) 
Cs EMPLOYER'S CONTRIBUTION (£ of A) 
D; TOTAL AMOUNT OP CONTRIBUTIONS DUE 

B+C 
form C.13 

NUMBER OP EMPLOYEES I 
in respect of whom con- 
tributions are being 
paid according to this 
form     
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Social Insurance Act .. 
Continuation 
Sheet No, .. 
to Form C*13 

Schedule of Contributions for the Month   

(Period between   and   .....) 

Serial Insurance Name of Employee Insured Employment 
No. Number Wage |mCom-d j Ended 

A: TOTAL OF INSURED SALARIES j  
'S:' BIPLOYEES1 CONTRIBUTIONS .($ of A) ( 
"C: MLOYER'S CONTRIBUTION .(fi.of...Ij ;  
"ÍDs" "TOTAL AMOUNT OF CONTRIBUTIONS DUE (B+C) 

NUMBER OF EMPLOYEES 
in respect of whom 
contributions are 
being paid accord- 
ing- to this form 

Form 0,13 
Continuation 
Sheet 
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laatructions for Completing the Schedule of Contributions 
(Form C.13) 

THE SCHEDULE SHOUID BE COMPLETED IJtf TRIPLICATE. IP POSSIBLE IT 
SHOULD BE TYPED ¡ OTHERWISE IT SHOULD BE COMPLETED IN IM IN LEGIBLE 
WRITING. THE SECOND COPT 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 OP 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. 

IP 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 
Forms 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 

To   .(Name of Employer) From the Social Insurance Board 

(Address) 

(Registration No.) 

Your Reference 

In the Contribution Schedule (Form C.13) for the month of 
•     the social insurance number of the following 
employees is missing: 

llame of Employee Social Insurance 
Number to be 

Stated by Employer 

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 and Form R,5) of those employees who 
are unable to show their social insurance identity card. 

(Signed)     
for the Social Insurance Board 

Form C.14 
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Social Insurance Act «.. 

To   (Name of Employer) 

(Address) 

Registration No. 

From the Social Insurance 
Board 

Date 

Your reference 

Prom the information furnished by you on Form C.13, it 

appears that the total amount of contributions due from you for 

the period ended   was   

As, however, the total of the monthly payments made by you 

for that period only amounted to     I shall be 

glad if you will forward to this office a cheque for the balance 

The cheque should be crossed and made payable to the Social 

Insurance Board. 

(Signed)   

for the Social Insurance Board 

Form C.15 

./Suggested Size 15 x 15 cms/ 
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To 

Your reference 

Prom the information furnished "by you on Form C.13, it 

appears that the total amount of contributions due from you for the 

period ended    was      

As, however, the total of the monthly payments made by you 

for that period amounted to      the excess payment 

of   «     has been placed to your credit in the 

records of this office, and may accordingly be deducted from your 

next monthly payment of contributions. 

(Signed)   

for the Social Insurance Board 

Form C.16 

^/Suggested Size 15 x 15 cms/ 

Social Insurance Act .... 

(JüTame of Employer) From the Social Insurance 
Board 

(Address) 
Date   

Registration Uo. 
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Part 71 

Section C»4. 

Appeal Forma 

Questions 

A.l. Application for decision by Social Insurance Board. 

A.2. Index record of application on form A.l. 

A.3. Requpst for connnent by interested persons on summary 
of the case» 

A.4. Certificate of appointment by the Social Insurance 
Board of person to hold an inquiry in regard to the 
application for decision. 

A.5. Notice of proposed hearing in regard to the applica- 
tion for decision. 

A.6, Notice that a question of law is to be referred to the 
Court, 

A.7* Covering letter accompanying the copy of the decision 
of the Social Insurance Board. 

A.8. Decision by Social Insurance Board on title to medical 
c are. 

A.8A. Decision by Social Insurance Board - Contribution 
Condition for sickness benefit not satisfied, 

A.8B» Decision by Social Insurance Board - Contribution 
Condition for maternity benefit not satisfied, 

A.8C. Decision by Social Insurance Board - Contribution 
Condition for funeral grant not satisfied. 

A»9. Decision by Social Insurance Board as to cessation of 
entitlement to medical care. 

A.10. Disallowance by Social Insurance Board of claims foi 
cash benefits, when period of entitlement ends, 

A.10A. Disallowance of claim by reason of receipt of wages. 

A.10B, Notice of disqualification because of breach of rules. 
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A.ll. Reference to Medical Tribunal of complaint about 
medical treatment, 

A.12, Insured person - appeal against decision on a benefit 
claim. 

A.13. Application for dispensary papers in connection with, 
a medical care appeal. 

A.14. Notice of Tribunal Meeting to Chairman of Tribunal« 

A.14A. Notice of Tribunal Meeting 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 Mëeting to medical member of 
Tribunal.. 

A.14E. Notice of Tribunal Meeting to panel member of 
Tribunal. 

A.14F. Notice of Tribunal Meeting to appellant. 

A.140. Notice to Social Insurance Board of hearing of 
appeal. 

A.14H. Notice of Local Tribunal Meeting to an interested 
person. 

A.15. List of cases for consideration at Tribunal Meeting o 

A.16. Decision of Medical Tribunal on disability pension 
question. 

A.16A, Decision of ïîedical Tribunal on survivor's pension 
question. 

A.17. Dpcision of Local Tribunal on an appeal. 

A.18. Disallowance of Survivor.'.3 Pension Application. 



Registration Ko. .. 

form of Application for the Decision "by the 
Social Insurance Board of an Insurability Question 

Important Mote 

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 a 
contract of service as an employee or apprentice, or 
is to be treated as so employed; 

(c) 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 S any additional information relevant 
to the question, and send the form to the Social Insurance Board 
at    

Part A Name of Establishment  Employer's 
Registration No. (if any)   

Pull Address of Establishment   

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)     

Stamp of Firm Late   

Part B Name of person   Insurancer 
No. (if any)) 

Address of person      D.ate of birth ., 
Name and address of Establishment at which he works    

Nature of work        
By whom is work controlled   
Date of commencement of work   Date of end of work, 

if terminated 

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 so employed, since    or during 
the period     to    while working 
at the establishment named. 

(signed)    
Address     

Date ............ 
Form A.l. 
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Part C Name of insured person  Insurance 

  "°-l i i I I I I 
Enployed as  at   

 ..(give nano and address of place of work) 

fron   to    (if enployment has ended) 

Name of person by whon wages are paid    

I hereby apply for a decision as to who is or was liable for 
the payment of contributions as the employer of the above-named 
insured person for the period since  , or from    
to  

(signed)     

Address        

D^te 

Part D Nane of insured person  Insurance 
No.I I I i I 

Enployed as    by    

   (give name and address of establishment) 

frou     to    (if employnent has ended) 

Rate of wages  

I hereby apply for a decision as to the rate of contribution 
payable in respect of the above-named insured person for the period 
since    or from    to    

(signed) 

Address 

Date 

Part E To be completed in all cases 

Please enter here any other details relating to the natter on 
which a decision is requested, and indicate particularly on what 
grounds it is considered that the advice already given to you may 
have been incorrect. 

I declare that all the information given by mo on this 
application is true to the best of my knowledge and belief. 

(signed) . 

Form A.l. Date 
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Social Insurance Act ♦.. 

Registration 
No. of 
Application . 

for Decision of Social Insurance Board 

Application nade by 

Address 

Subject of question raised 

Sumar y of Decision 

Form A.2. ¿/Suggested size of Form 15 x 15 cms^ 
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Social Insurance Act ... 

Registration 
No. of 
Application , 

Application for Decision of Social Insurance Board 

Fron the Social Insurance Board 

Date as postmark 

In the matter of an application made by     
for a decision of the Social Insurance Board, with regard to 

the enclosed is a summary of the information which has so far been 
furnished with regard to this matter: 

As it appears that you are a person who is or may be 
interested in this natter the Board would be glad if you would 
furnish below your comments as to the correctness or otherwise 
of this summary and any further information which you may be able 
to give relative to the subject. 

(signed ^ .0... 
for the Social Insurance Board 

Comments and further information 

I declare that all the information 
given by me above is true to the best 
of my knowledge and belief 

(signed)    

Date   
Form A.3. 
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Social Insurance Act ... 

Registration 
No. of 
Application . 

Application for Decision of Social Insurance Board 

    »    is hereby appointed 

in accordance with the Social Insurance Adjudication Regulations to 

hold an inquiry into the question raised by   

(Signed) 

A person authorised to 
sign on behalf of the 
Social Insurance Board 

Date 

^Suggested size of Form 15 x 20 cms/ 

Form A,4 
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Social Insurance Act ... 

Registration 
No. of 
Application . 

Axrplica.tion for Decision of Social Insurance Board 

In accordance with the Social Insurance Adjudication Regula- 

tions, the Social Insurance Board has appointed   

   to hold an inquiry into the question 

raised by     and this is to 

inform you that he proposes to hold a hearing with regard to the 

matter at     on the  day 

Of ••«••••<>« at .. a. » f 

You should be present at the hearing and bring with you the 

following documents 

(Signed)   

for the Social Insurance Board 

Date    

/Suggested size of Form 20 x 20 cmsj 

Form A.5 
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Social Insurance Act ... 

Registration 
No. of 
Application . 

Application for Decision by Social Insurance Board 

To      From the Social Insurance Board 

Date as postmark 

In the matter of an application made by    
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 
Adjudication Regulations to refer the question to the Court for 
decision. 

(Signed)     

for the Social Insurance Board 

/Suggested size 15 x 20 cms/ 

Form A,. 6 
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Social Insurance Act ... 

Registration 
No. of 
Application , 

Application for Decision of Social Insurance Board 

Enclosed herewith is a copy of the decision of the Social 
Insurance Board with regard to the application made on   

If you are 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 v/hether 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)     

for the Social Insurance Board 

Date 

¿Suggested size 15 x 20 cms/ 

Form A.7. 
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Social Insurance Act .. 

Insurance 
Number 

With reference to your application on  for 

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)     

for the Social Insurance Board 

Date   

^/Suggested size 15 x 15 cms/ 

Form A.8 
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Social Insurance Act 

With reference to your application for sickness benefit 
as from ........ ycu 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 ironediately preceding that date and 
accordingly did not satisfy the condition for entitlement laid 
down in the Social Insurance Benefit Regulations, 

(Signed)     
for the Social Insurance Board 

Date 

^Suggested size 15 x 15 cms^ 

Form A.8A 





With reference to your application for maternity benefit as 
from   .....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 26 weeks within 
the 52 weeks immediateI7/ preceding that date, and accordingly 
did not satisfy the condition for entitlement laid down in the 
Social Insurance Benefit Regulations. 

(Signed)     
for the Social Insurance Board 

^Suggested size 15 x 15 cms^ 

Form A,8B 
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Social Insurance Act 

Insurance ) 
Number of ) 
Deceased person ) 

With reference to your application for a funeral grant 
in respect of the death of     
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) 
for the Social Insurance Board 

^Suggested size 15 x 15 cms^" 

Form A «8C 
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Social Insurance Act ... 

Insurance Number 

With reference to your application for medical care, you are 

informed that your title to receive such care under the Social 

Insurance Act will cease on    

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 at    Any such 

appeal must be made in writing and should explain for what reasons 

you consider that the decision is wrong. 

(signed)   

for the Social Insurance Board 

Date     

/Suggested size 15 x 15 cms.// 

Form A.9. 
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Social Insurance Act 

Insurance 
Number 

iith reference to your claim for     benefit, you are 

informed that you are not entitled to receive such benefit beyond   

to which date benefit has been paid^ because .........e 

/Insert reason, e.g. by that date you had received sickness benefit for 13 seeks, 
or you had roce i ved maternity benefit for six weeks from the date of your 
confinement, or as you returned to work on the following day, or after enquiry 
it is considered that you are no longer incapable of worL/ 

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     

Any such appeal must be in sriting and should explain for what reasons you 

consider that the decision is wrong. 

(Signed) 
for the Social Insurance Board 

Form A.10 
./Suggested size 20 x 15 casjf 
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Social Insurance Act   

To •eo«0e««ftftft»««*0ee»aa0*»ft«ac6eft«ft«teee3aeil0eefte 

With reference to your claim for ..................... benefit, no payment of 

bonoflt can be made to you at present as it Ss 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 mould otherfise be entitled. 

If you are of »pinion that this decision is wrong, it is open to you to 

appeal against the decision to the Local Appeal. Tribunal at     

Any such appeal must be in writing and should explain for what reasons you 

consider that the decision is wrong. 

{3igned) 
for the Social Insurance Board 

Form A.10A 

./Suggested size 15 x 15 cnsjf 
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Social Insurance Act 

Insurance Number! 

With reference to your claim for    benefit, it is 
considered that in accordance with the Social Insurance Benefit 
Régulations, payment of benefit must be suspended for a period of 
   .weeks from    for the following 
reason:- 

^insert reason, e.g. you were engaged in remunerative work during 
%he period   to    .for which you claimed 
and received benefit, or you failed to submit yourself for 
medical examination when required to do so^ 

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 

Any such appeal must be made in writing and should 
explain for what reasons you consider that the decision is wrong. 

(Signed)     
for the Social Insurance Board 

/Suggested size 20 x 15 cms^ 

Form A..1053 





Na»« of Insured Person 

1. To the Clerk 

Insurance 
Nuftber 

Medical Tribunal 

mill you please submit to the Tribunal for their consideration the attached 

papers relative to the complaint of the above-named Insured person. 

Signed 
Appeals Section 

This complaint has been considered by the Medical Tribunal and their 

findings thereon are as folloHs: 

• • 

Signed      Chairman 

   ( Medical Menbers 

   ( of the Tribunal 

Date        

Forra A.ll 
Suggested size 25 x 15 ca&Jf 
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Social insurance Act ..... 

inst Deiision on Bene 

To Name of Insured Person 

Address 

If you wish to appeal against the decision notified to you on Form ........ 

«Ith regard to your claim for    benefit, you should 

complete the following statement, setting out clearly the grounds on ab ich you 

consider that the decision was wrong. A notice will be sent to you in due 

course telling you when your appeal will be heard by the Local Tribunal. 

Signed        
for the Social Insurance Board 

Date      

To the      Local Tribunal 

I hereby give notice of appeal against the decision referred to above, bacauso I 

consider that it is wrong for the following reasons: 

Signature of 
Insured Person 

Impression of 
Right Thumb 

/Suggested size 25 x 15 cms^T" 
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Case Nunber 

Social Insurance Act   

Name of Insured Person 

To the         Dispensary 

Insurance | 
Number 

The above-named insured person has stated that he wishes to appeal against 

the decision notified to him by you on Form A.9 that he is no longer entitled to 

receive medical care under the Social insuranco Act. Will you please be good 

enough to forward your papers »Ith rogard 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. 

Signed      
Clerk to the..... Local Tribunal 

To the       Local Tribunal 

Relevant dispensary papers herewith. 

Signed 

Dispensary 

To the         Dispensary 

Papers returned herewith together with a copy of the Tribunal's decision for 

any necessary action* 

Signed ................................. 
Clerk to the    Local Tribunal 

Form A, 13 Date       

¿Suggested size 20 x 15 cms_j7 
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Social Insurance Act 

Hotlce of Medical Tribunal tfeotino 

Mr. ) 
To Mrs« ) ••••••••••»••«•»•••«•••••••••••••••••••«••••• Case Nuniber ••••.••■e 

Miss ) 

This is to notify you that your application for .disability, penS|on [,as 
survivor's 

submitted by the Social Insurance Board to the 

Medical Tribunal at       and will be considered by that 

Tribunal at .. 

Bill you pi aase attend the meeting of that Tribunal 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 onco on tho form below and let me knoi whether you 

consent to the Tribunal dealing with your claim in your absence. 

Signed .. 

Delete whichever does not refer 

To the Mod leal Tribunal 

Clerk to the Tribunal 

I shall not be able to attend the meeting at the time stated on this form 

anC' ' do noiTconsent *0 9y c'a,ni be'n9 (ioa^ In my absence. 

Signed 

Suggested size 20 x 15 cmsj/ 

Form A.144 
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Social Insurance Act   

Mr, ) 
To Mrs. ) •«e9»«9e»««ee6e6«6«»««*e*« Case Humber 

This is to notify you that your complaint »Ith regard to the medical treat- 

aunt received by you will bo considered by the   Medical 

Tribunal sitting at     on  » at   
p.Do 

Will you ploase attond the meeting of that Tribunal 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 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 if you are not 

present at the hearing, unless you have given thou a reasonable explanation for 

your absencc. 

Signed 
Clerk to the Tribunal 

I shall not be able to attend the meeting of the Tribunal at the time stated 

on this form for the following reason: 

e » « « « • 

« * » * e e 

S ígnea « « 

Date .... 
Form Â.148 

/Tnggested size 20 x 15 cmsJ7 
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Social Insurance Act   

Notice of Medical Tribunal Meeting 

To Dr» « »» & s o » oeo » « $•» » » a « a «•« » « s o » «•« » « » « D isponsory Case Number 

A complaint ahfch has ¡eon received from       

Insurance Number i I~. .  Zj with regard to medical treatment given by 

you, is to be considered by the     «iedical Tribunal sitting 

»o66»b®eee©#e*o» 0(1 
i 3 »TO» at   

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 »Ith regard 

to the complaint. If you will not be able to attend will you please sign ti» 

statement below and furnish any remarks which you may wish to make in the matter. 

Signed 
Clerk to the Tribunal 

To the Medical Tribunal 

I shall not be able to attend the meeting of the Tribunal at the time stated 

on this form» My further remarks are as fol lows: 

•90*»»•#•«««( 

Signed 
Medical Officer 

Form A.HC 

¿Suggested size 20 x 15 cmsJT" 





S o dal Insurance Act   

Notico of Medical Tribunal Mooting 

Sir, 

This is to notify you that a nesting of the      Medical 

Tribunal will be held at    on     
« i « i 3 • Ift • 

comtnoncing promptly at ••#••••*   
p «in e 

! endosa herewith a list of tho cases tahich are to be considered at that 

meetlngo Copies of the relevant papers will be 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 early as possible in order that I may get 

someone else to take your place on the Tribunal. 

Signed        
Clerk to the Tribunal 

Date        

./Suggested size 15 x 12 cmsj/ 

Form A.HD 
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Social insurance Act 

Notice of Local Tribunal Meeting 

This is to notify you that a meeting of the    

Tribunal »ill be held at . 

coransncing promptly at 

I enciesa herewith a list of the appeals which are to be considered at that 

meeting and draw your attention to the following extract front 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 - 

(i) in which he appears as the representative of the 
claimant; or 

(ii) by which he is or may be directly affected; or 
(iii) in which he has taken any part as an official of an 

association, as an employer, or as a witness." 

If any of these provisions apply to you in relation to any of the cases 

listed, or, if for any reason you find that you will not be able to attend »ill 

you please notify me accordingly as early as possible in order that I may get 

someone else to take your place on the Tribunal. 

Copies of the relevant case papers will be available at the meeting. 

Signed •««••••e»«****«« 
Clerk to the Tribunal 

Form A,HE 

jjTuggestod size 20 x 15 cmsj/" 





Mr« ) 
To Krs„ ^ « o*c$ $*&e••* «•••«••6 «•« » » « « « » «••&«•» « «•e« * Csss Number #•••••»••• 

Kiss ) 

Tfils Is to notify you that your appeal against the decision of the Social 

Insurance Board «Ith regard to your title to    benefit 

oil I be dealt with by the     Local Tribunal sitting at 
A S .» IB e « * e « « « • • • • « © « a « • * « 9 « * o * • a o o » « « e c • Ott « «•«•«* e *»«««••*«•••« * • aX «•*••«« _ P S 

Hill you please attend at that address a quarter of an hour before that tlae 

and bring this form with you. You may, if you wish, be represented at the 

hearing by any other person not being a 1a*yer. 

If for any reason you find that you will not be able to attend at that time 

will you please notify me at once on the forra below, giving your reasons. 

The Tribunal is empowered to determine your case even If you are not present 

at the hearing, unless you have given them a reasonable explanation for your 

absence. 

Signed ....................t............ 
Clerk to the Tribunal 

Date     ...» 

To the Local Tribunal 

I shall not be able to attend the meeting of the Tribunal at the time stated 

on this fora for the folloBlng reason: 

!ec©eo©«o©oofl 

Signed    

F»™ A,14F Date   

/Suggested size ZD x ]5 cmsjJ7 
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Social Insurance Act ..... 

Notice to Social Insurance Board of 

Case 
Nunber 

The appeal of      Insurance Number ........ 

is to be considered by tho Local Tribunal sitting at    

If you propose to be ropresentod at tho 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. 

Signed 
Clerk to the Tribunal 

Form A,146 

/Suggestod size 15 x 12 cms./ 
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Social Insurance Act 

Notice of Hoarina of Appeal 

Case Niubor 

As it appears to the Chairman of the       Local 

Tribunal that you may be interested in the .case of ...............t..   

Insurance H ta bar       Address           

he has askod me to let you knon that the appeal is to be considered by the 

Tribunal sitting at       on       

i -3 »ro * 3X •••••»« 
p.nu 

If you intend to be present at the hearing you should attend at that address 

a quarter of an hour before the time stated above. 

Signed 
Clerk to the Tribunal 

Form A.14H j^Sungested size 15 x 12 cmsj/ 
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Social Insurance Act   

List of Cases for Considoratlon 

at   Tribunal Weetino on 

of insured 
person 

Insurance 
number 

Case 
number 

Nature of 
bone Tit 
involved 

Fo 5 





¿ 
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Social Insurance Act   

Decision of Medical Tribunal 

Case 
Number 

In regard to the claim for disability pension nado by     

       Insurance Number | J j 

se have examined and questioned him and me find that j insert findings of 

          ) fact material to 

        j the decision 

) 
Nets ^ 

and that (a) he ^ ^ suffered a loss of earning capacity as a result of an 

employment injury; 
(If the decision on (a) is "has not" the rest of the decision 
should be deleted) 

is * 
(b) that loss   7 likely to be pormanonts 

is not 
(c) the loss of earning capacity Is assessed at   per cent.; 

(d) 'this decision Is final 
'this decision Is provisional and should bs reviewed In .«...months« 

* Dolete whichever is inapplicable. 

Signed     Chairman 

.{ Medical Members 

.( of Tribunal 

Date 

Form A,16 

Suggested size 20 x 15 crasj/ 




