
Form 7

[r. 10A]

Workers’ Compensation and Injury Management Act 1981

(Sections 231(2)(b) and 241(2)(b))

MEDICAL CERTIFICATE — INTERIM PAYMENT OF STATUTORY ENTITLEMENTS OR MINOR CLAIM

1.
Worker’s details
First name(s): ......................................................... 

Surname: .......................................................

Address: .......................................................................................................................................

.......................................................................................................................................

Telephone: ...................................
Date of birth: ......./......../........

Occupation: ...................................................................................................................

Date of injury: ...............................................................................................................

Description of injury: ....................................................................................................

........................................................................................................................................

........................................................................................................................................

2.
Employer’s details
Name and address of worker’s employer: 

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

3.
Statutory expenses claimed by worker
........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

4.
Medical practitioner’s details
Name:
.......................................................................................................................

Registration No:
............................................................................................................

Address:
........................................................................................................................


........................................................................................................................

It is my opinion that the statutory expenses set out in item 3 are expenses that have been incurred by the worker for treatment or services required in relation to the injury suffered by the worker.

Signature of medical practitioner:  ...................................................................................

Date: ........./......./...........
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