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0 Head Office
P O Box 78756,
Sandton, 2146
113 Katherine Street,
Sandown

[ Durban
P O Box 2183, Durban, 4000
4th Floor, Victoria Maine,
71 Victoria Embankment,
Durban, 4001

O Port Elizabeth
P O Box 27135. Greenacres,
Port Elizabeth, 6057
70 - 2nd Avenue, Newton Park.
Port Elizabeth, 6045

0 Cape Town
P O Box 1680, Cape Town,
5th Floor, South Court
Old Town Square, 50 Bunenkanl Str|

Cape Town 8001 .
Tel: (021) 464-9100
Fax: (021) 462-4740

Tel: (011} 520-0000
Fax: (011) 520-000!

Tel: (031) 366-7700
Fax: (031) 304-2418

Tel: (041)391-5200
Fax: (041) 391-5230

- LL{Q |_1 FCIE ; FORM 1 | name of Fund:
v I‘"L‘LLL‘LL I‘LL Employer's Name:
“L‘Zd LL\’LLM
PARTICULARS OF CLAIMANT
Surname: First Names:
Date of Birth: Date joined Fund: Date joined Company: ||Company Ref No: Monthly Income: Last Contribution:
R R

DETAILS OF OCCUPATION AND EARNINGS
Give a brief description of all the important features of the claimant’s occupation prior to disability:

Occupation:

Details of duties:

Apart from the claimant’s present occupation, please supply a brief job history, including previous positions held.
Dates Company Position Type of Work Done
From To Held

Which elements of the job can the claimant no longer follow?

To what extent has the disability limited the claimant’s performance?

PLEASE ATTACH A COPY OF THE CLAIMANT’'S FULL JOB DESCRIPTION, OR COMPLETE THE JOB
DESCRIPTION QUESTIONNAIRE




2.5 Please supply details of formal training and any courses attended by the claimant.

Dates ' ) College or : Nature of Grade or Standard
From To Institution : - : Training . Attained

2.6 |[How has the disability affected the claimant’s salary?

3. ATTENDANCE RECORD

3.1 [What was the claimant's last day at work?

If still at work, please state expected last day at work?

3.2 |Hf the claimant has returned to work or is expected to return to work after the period of disability, please
indicate the date/expected date of return?

3.3 Please state absence from work in the two years prior to the onset of the disability. Please include copies of
medical certificates for any absence exceeding 2 days.

Dates Number of Hliness / Injury
From To Working Days Reason




4,

DETAILS OF DISABLEMERNT

4.1

4.2

4.3

4.4

What was the cause of the disability?

When did the illness first become evident or the injury occur?

or similar occupation or part thereof? YES/NO

If “YES”, when?

Has the claimant recovered, or is it anticipated that the recovery will be sufficient for participation in his own

And what occupation?

to be unsuccessful).

Are there any jobs which you feel the claimant could perform? If so, please list these below. If the Employer
has tried to find alternative posts for the member, these posts should be listed (even if such attempts proved

45 |s the member entitled to a benefit from any other source as a result of the disability? YES / NO

If “YES", please provide full details.

Source of Benefit

Amount of Benefit

Date of Commencement
of Payment




