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Workers’ Compensation and Injury Management Act 1981


 CERTIFICATE WHERE WORKER’S CONDITION NOT STABILISED
[section 146H(2)]
	
	
	

	For
	

	
	

	
	Name of the worker.

	Address
	

	
	
	
	Postcode
	

	Date of birth 
	
	
	
	

	        /         /          
	
	
	

	Date of injury
	
	
	
	Insurer claim number

	        /         /          
	
	
	

	Description of injury
	
	

	



	Contact telephone number 
	
	Email address

	
	
	

	WorkCover WA claim number 
	
	

	WCCN
	
	


Employer’s details
	Organisation name
	
	

	

	Contact person
	
	

	

	Address
	
	

	

	Postcode

	Telephone number
	
	Email address

	
	
	

	Name of Insurer
	
	WorkCover number (if known)

	
	
	

	
This assessment was for the purposes of: (Select only one below)

	
	
	

	Schedule 2: Lump Sum Payments
	
	

	Assessment for the purpose of Part III Division 2A
	

	Common Law 
	
	

	Assessment for the purpose of Part IV Division 2 Subdivision 3
	

	Specialised Retraining Programs
	
	

	Assessment for the purpose of Part IXA
	




I certify that having assessed the above worker on ……/……/…., 
Insert date of examination
in accordance with the Workers’ Compensation Injury Management Act 1981, the worker’s condition has not stabilised to the extent required for an evaluation to be made for the above purpose (has not reach maximum medical improvement as required in the WorkCover Guides).




	Signed:
	
	
	        /         /          
	

		signed by the Approved Medical Specialist
	Date

	

	Approved Medical Specialist name
	
	

	

	Address
	
	

	

	Postcode

	Telephone number. 
	
	Email address 

	
	
	



Note:	Copies of this certificate is to be forwarded to both the worker and employer.
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