
Form 6

[r. 10(1)]

Workers’ Compensation and Injury Management Act 1981
(Section 69)

DECLARATIONS IN RESPECT OF WORKER NOT RESIDING IN W.A.

[ ( = tick where appropriate. * = delete where appropriate]

To: 
(name and address of employer or employer’s insurer 
................................................................


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


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

A.
WORKER’S SECTION

I, ..........................................................................................................................................

(full name of worker)

of .........................................................................................................................................

(residential address)

........................................................................................ Postcode: ....................................

Occupation: ............................................................. Date of birth: ......./......../19...............

*being duly sworn, say that/do solemnly and sincerely affirm that — 

1.
The above details about me are correct.

2.
I reside at the above address.

3.
On ......../......../20...... I suffered an injury when employed by ................................

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

(name and address of employer)

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

*Sworn/affirmed at
)

in                     (State or country)
)

this            day of                    20
)
....................................................................

Before me:
....................................................................

(a person having authority

to administer an oath)

B. DOCTOR’S SECTION

I, ..........................................................................................................................................

(full name of medical practitioner)

of .........................................................................................................................................

(address)

............................................................................................... Postcode: .............................

*being duly sworn, say that/do solemnly and sincerely affirm that — 

1.
I am a duly qualified medical practitioner.

2.
On ........./........../20.......... I examined the above person and am of the opinion that he/she is — 


(a)
(
Fit.


(b)
(
Fit for alternative duties with the following


limitations: ..................................................................................


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


(c)
(
Totally unfit for work.

*Sworn/affirmed at
)

in                     (State or country)
)

this            day of                    20
)
....................................................................

Before me:
....................................................................

(a person having authority

to administer an oath)

IF A WORKER RESIDES OUTSIDE THE STATE, PROOF OF THE

WORKER’S IDENTITY AND CONTINUING INCAPACITY IS

REQUIRED EVERY 3 MONTHS

[Form 6 inserted in Gazette 24 Dec 1993 p. 6849; amended in Gazette 18 Feb 1994 p. 663; 24 Jun 1994 p. 2889; 17 Nov 2000 p. 6320; 21 Jan 2005 p. 276; 28 Oct 2005 p. 4926.]


