Trinidad and Tobago Insurance Limited FOR OFFICIAL USE ONLY
TATIL Building, 11A Maraval Road, St. Clair, Newtown 190131, Trinidad and Tobago, W.I.
Tel.: (868) 62TATIL(628-2845) » Web: www.tatil.co.tt « E-mail: info@tatil.co.tt Policy NUumber: ........c.ccooovviniiinninnnnn.

Producer Name: ........cccoceevveeveenvennennne.

t Tatil WORKM EN’S COM PENSATION Producer Number: ...........ccocevviiinnnen.
= where people are people ACCIDENT REPORT FORM Branch: ........ccccceiviiiiiiiie e

Claim Number: ...........ccoooeiiiiieiec,

(Please give complete answers to all questions)

THE INSURED |

PPN!"

AV 3T USSR EMAil AdAress: ........coecvieiierieeeeeecee e
POSTAl AQAIESS: ...oooiiiiiiiiiie e ettt e s e e st e e e e e e bae e e raee s Telephone: .......cccoooiiiiiieece e
BUSINESS AAAIESS: ......oiiiiiiiiiiiieeiiie ettt ettt e e s tb e e e ta e e sbaeesbaeeesaees TelePhoNe: ......coociviiiieeieee e

Give a full description of the trade or business carried out at the Premises: ............ccoviieiieiiiiiiece e saeesnee s

"\ THE INJURED PERSON |

5
6
7.
8
9

10.

[\ Ty s T SO SO PPPTUSOPUPOP Date of Birth: .........ccccocoriiiiiirieeeeeeee e
POSTAl AAIESS: ...t ettt s e e e e st e e e e ba e e sba e e s raeeeanes Telephone: ..o
[ oot T o - (o] o PRSPPI Date Employed: ........cccevviiiiiiiiieceeeeeeee e
Is the Insured Person married or Single? ...........cccooovevieiieee e Number children 18 years or under: ..............cceecvverrnnen.
What is the Injured Person’s relationship to the Insured? .................cccccoooiiiiiiiiennnn. Does “s(he)” reside with you? [JYes CONo
Was “(s)he” in your direct employ? [JYes [ONo

If “NO”, ive details Of EMPIOYMENT: ...ooiiiiieeeeieee ettt s e st e et e e e saeeeaee e s teesseesseeesseenseeaseesseeaaseenseesseeanseanseesseeanseenseensaenneeanseanseenneenseenn

. Dateofthe accident: .........cccoeveiiiiiiiiie i LT 11T PPN

Place Where the aCCIAENT OCCUITEA: .........o..oiiiiiii ettt h et b e h et st e b e b e e b e e h e et e sb e eb e e a b e eh e ehe e b e sb e e ae et e eb e easebenbeeseenbeebeennennenaeans
What was the general nature of the work going on at the time of acCident? ............cocoiiiiiii i e e
State precisely the duties of the Injured Person at the time of aCCIAENT: ............coooiiiiiiiiiiiii e see e e
Were these the normal duties (s)he is employed to perform? OYes CONo
[F INO”, BIVE AETAIIS:  ..eeiiiiiieiee ettt et e et e e et e e e teeeeateeeebeeeebaeeaasseeeaaaeesabasaensseeeasseesaseeeansaeeesseeeasseeeasseeesbeeeanbeeeasseeeanseeesabeeeanneeeaares
Did the accident occur during his/her working hours? [JYes CONo
Lt L= VR0 11 - Y 3OS
Was (s)he in the course of employment at the time of the accident? [JYes CONo
L e = Ve 1o =Y £SO P PP RRRUPPRPPRRNE
Was (s)he sober at the time of the accident? [JYes CONo
[F UINO”, BIVE AETAIIS:  ..eeiiiiieiiee ettt e et e et e e et e e e te e e e ateeeebeeeebaeeeatseeeaaaeesabaseensseeeasseesaseeeansaeeesaseeessee e ssaeesseeenabeeeasteeeanseeesabeeeanteeeaares
Was (s)he guilty of any misconduct or disregard of any procedures or orders? JYes CONo
L =T 1Yo =Y T3S
Was the accident due to the fault on the part of any person? [JYes CONo

L €= S - | L -1 o o T PSP RTPPPT

{2 T 1o o SRS DTl Y=Y o Yo <Tc LR
State the names and addresses of any witnesses.

Name of Witness: Address:



23. Describe fully hOw the aCCideNt OCCUITEA: .........ccooeuiiiieiee et e e s e e e et e e s et e e st e et e e seessaesaeeenseesseesseeanseenseenseeaneeensaenseenneenneennseenses

24. Nature and extent of the injury sustained. State the severity, regions and side of body involved:

25. Is the Injured Person able to satisfactorily complete any part of his/her work? [JYes [ONo
L R o Y o T T o] g o 1= (ol oY TSSOSO RPPPRRRPPPPINE
26. When did the Injured Person cease WOrk? ............cccccoeveevveneennne. What is the likely period of incapacity? .........c.cccocoviriiiiininiiiieeeee
27. Do you think the injury will result in permanent disability? [JYes [ONo Is “(s)he” right or left handed? ......c.ccccevveeiiiieenieieee
28. Where was “(s)he” taken after the QCCIUENL? ..............coviiiiiiiiiecee ettt et e e et e s e e e be e beesaaeeabeebeessaesasesaseessaesseeassesnseeseesseesssesnseanns
29, WHREIE S “(S)NE” MOW? ...ttt ettt ettt ettt h e he et e s bt e st et e e bt e s b et e eheea e ea b e ek e eh e ea s e bt ea e e b e bt eh e em s e bt e h e ea b e b e eheemt e bt e bt enb et e nbeentenbeeneeanentenee
30. Attending Physician’s Name: .........cccccoccevvienienienieenee e Physician’s Address: ............cooovieiiii i e
STATEMENT OF WAGES
Earned for twelve months prior to the date of the accident, or for such shorter period as (s)he may have been in the insured’s service.
WEEK ENDING WAGES ($) WEEK ENDING WAGES (S) WEEK ENDING WAGES (S)

1 FORWARD 0.00 FORWARD 0.00

2 19 36

3 20 37

4 21 38

5 22 39

6 23 40

7 24 41

8 25 42

9 26 43

10 27 44

11 28 45

12 29 46

13 30 47

14 31 48

15 32 49

16 33 50

17 34 51

18 35 52

FORWARD 0.00 FORWARD 0.00 TOTAL 0.00

Please confirm by selecting this box your declaration as follows:

O 1/We declare that the above statements and facts are true and that I/We have not withheld any information within My/Our knowledge
connected with the claim.

SIBNATUINE OF INSUMEA: ..eiiiiiieiiie ettt et e st e e e bt e e e abb e e s bt e e estbeessbeesasbeeensbeeeasbeeesbeeeanbeeesnbeeesnsaaeanses Date: .ovveiiiiiie

YT (0TS B 4 7= S OR Date: .ooeeeieeeee e

THE COMPANY DOES NOT ADMIT ANY LIABILITY BY THE USE OF THIS FORM.
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