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Workers’ Compensation and Injury Management Act 1981
Degree of Disability Agreement

[r. 19K(1), (2)]

Worker’s details

	Surname
	
	Other names

	
	
	

	Address
	
	

	
Postcode

	Telephone no.
	
	Occupation

	
	
	


Employer’s details

	Name
	
	

	

	Address
	
	

	





Postcode

	Telephone no.
	
	WorkCover no. (if known)

	
	
	


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
	
	

	
	
	


Agreement

	Agreed degree of disability 

(insert actual figure  e.g. 22%)
	%
	
	Agreed degree of disability is —

(
not less than 30%

(
not less than 16%

	
	


	

	Signature of Worker
	
	Date
	        /         /          
	

	
	
	
	
	

	Signature of witness
	
	Name of witness
	
	

	
	
	
	
	


	
	
	
	
	

	Signature of Employer
	
	Date
	        /         /          
	

	
	
	
	
	

	Signature of witness
	
	Name of witness
	
	

	
	
	
	
	


Recording of agreement 

	Date of recording 
	
	Record no.

	
	
	
	


	

	Signature of Director
	
	Date
	        /         /          
	

	
	
	
	
	



