
Form 22

Workers’ Compensation and Injury Management Act 1981

Referral of Question of Degree of Disability

[r. 19J(1)]

Worker’s details

	Surname
	
	Other names

	
	
	

	Date of birth 
	
	Sex 
	
	Occupation

	
	
	
	
	

	Address
	
	

	
Postcode

	Telephone no.
	

	
	


Employer’s details

	Name
	
	

	

	Address
	
	

	
Postcode

	Telephone no.
	
	WorkCover no. (if known)

	
	
	

	Contact person 

	

	Title
	
	Telephone no.

	
	
	


Insurer’s details

	Name
	
	

	

	Address
	
	

	
Postcode

	Date weekly payments commenced (if applicable).
	
	Claim no. (if known)

	
	
	

	Contact person 

	

	Telephone no.
	
	

	
	
	


Injury details

	Description of injury

	

	Date injury occurred
	
	Date weekly payments commenced

	
	
	

	Degree of disability as assessed by medical practitioner
	
	Degree of disability (see s. 93E(3) of the Act)

Nominate only one of the following.

(
not less than 30%

(
not less than 16%

	
	
	


	Tick if the worker and the employer cannot agree on whether the degree of disability is not less than the relevant level
	(


	The action taken by or on behalf of the worker to obtain the employer’s agreement

	

	

	

	


	

	Signature of worker
	
	Date
	        /         /          
	

	
	
	
	
	


	Lodging this form
This form should be lodged with —


Director, Dispute Resolution


WorkCover WA 


Perth, Western Australia

You must also give to the Director medical evidence from a medical practitioner indicating that, in his or her opinion, your degree of disability is not less than the relevant level.



