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WORKCOVER QUEENSLAND ACT 1996 – Section 280

NOTICE OF CLAIM FOR DAMAGES

This is an approved form under section 280 of the WorkCover Queensland Act 1996 (the Act).

(Please Note: if there is insufficient space on the form, you may attach separate sheets. If you attach separate 

sheets, clearly indicate the section number and the question number, and sign each separate sheet.)

PRIVACY STATEMENT

· The information collected by this form, Notice of Claim for Damages, and through the course of your claim, is collected in accordance with the WorkCover Queensland Act 1996 and the WorkCover Queensland Regulation 1997.

· The information is collected in order to comply with the objective stated in Chapter 5, Part 5 of the WorkCover Queensland Act 1996, that is, to facilitate the just and expeditious resolution of the real issues in a claim for damages at a minimum of expense. 

· The information may be disclosed to medical and allied health providers and other insurers as needed to expedite the assessment, processing and resolution of your claim. 

· If the information sought is not provided, the administration of your claim may be delayed or it may not be possible to further progress the claim.
280


	Section 1– NON-COMPLIANCE WITH SECTION 280 AND URGENT PROCEEDINGS UNDER SECTION 280A OF THE ACT


1. State the reasons for the urgency and the need to start the proceeding.

	     


2. Complete the following:

	I,
	     
	,


in reliance on section 280A of the WorkCover Queensland Act 1996 hereby request the workers’ compensation insurer to waive compliance with the requirements of section 280.

(If you have completed this section, answer all following questions to the best of your ability and ensure that you or your lawyer sign Section 7.)

	PLEASE NOTE:

The following information will assist the insurer in responding promptly. It should be noted, however, that providing this information is not a requirement under the WorkCover Queensland Act 1996.

Date of injury (for limitation period purposes):

	     /
	     /
	    
	

	If the injury occurred over a period of time, provide reasons for the above date:

	     


	Section 2 CLAIMANT’S/EVENT DETAILS (whether claimant is worker or a dependent of a deceased worker)


	3. Surname/family name
	     

	
	

	4. Given/first names
	     

	
	
	

	5. Gender
	 FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female

	6. Date of birth
	     /
	     /
	    

	

	7. Residential address of the claimant

	
	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    

	

	8. Has the claimant ever been known by another name?

	
	

	 FORMCHECKBOX 
 Yes (see below)
	 FORMCHECKBOX 
 No

	
	

	Surname/family name
	     

	
	

	Given/first names
	     


WORKER’S DETAILS (if worker different from claimant)

	9. Surname/family name
	     

	
	

	10. Given/first names
	     

	
	
	

	11. Gender
	 FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Female

	
	
	
	

	12. Date of birth
	     /
	     /
	    

	
	

	13. Residential address of worker at time of event

	
	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    

	
	

	14. Has the worker ever been known by another name?

	
	

	 FORMCHECKBOX 
 Yes (see below)
	 FORMCHECKBOX 
 No

	
	

	Surname/family name
	     

	
	

	Given/first names
	     

	
	

	PLEASE NOTE: if a dependency claim, ie. the injury resulted in the worker’s death, complete all relevant questions for each claimant from questions 15 to 31.

If more than one claimant, attach separate sheet/s.

	

	IF CLAIMANT IS THE DECEASED WORKER’S SPOUSE

	

	15. Date of marriage
	     /
	     /
	    

	
	

	16. Place of marriage
	     

	
	

	(If you have completed this question, go to question 19.)

	

	IF CLAIMANT IS THE DECEASED WORKER’S DE FACTO

	

	17. Date on which de facto relationship started

	     /
	     /
	    
	

	

	18. Residential address where de facto relationship first started

	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    

	

	IF CLAIMANT IS THE DECEASED WORKER’S SPOUSE OR DE FACTO

	

	19. Details of any health problems currently suffered by the claimant

	     

	

	20. Expected date of birth of any posthumous child/children of the relationship with the worker

	     /
	     /
	    
	

	

	21. Has claimant married, remarried or entered into a marriage-like relationship since the worker’s death?

	

	 FORMCHECKBOX 
 Yes
	If “yes”, date
	    /
	    /
	    
	 FORMCHECKBOX 
 No

	

	22. Was the claimant receiving an income before the worker’s death?

	
	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If “yes”, give net (after tax) weekly income from all sources.

	
	

	$
	Source

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	

	23. Was the claimant receiving an income after the worker’s death?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If “yes”, give net (after tax) weekly income from all sources.

	

	$
	Source

	     
	      

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	

	24. What was the amount of average weekly financial benefit derived by the claimant from the deceased worker before the worker’s death and the method of calculating the amount?

	

	$      

	

	Method of calculation

	     


	

	25. Did the claimant intend working?

	

	 FORMCHECKBOX 
 Yes
	If “yes”, to what age?
	     
	 FORMCHECKBOX 
 No

	

	26. Was the intended future employment full- or part-time?

	

	 FORMCHECKBOX 
 Full-time
	 FORMCHECKBOX 
 Part-time

	
	

	(If claimant has completed this question, go to question 32.)

	

	IF CLAIMANT IS NOT THE DECEASED WORKER’S SPOUSE OR DE FACTO

	

	27. Relationship to deceased worker

	     

	

	28. Details of any health problems currently suffered by the claimant

	     

	

	29. What are the claimant’s current net (after tax) weekly earnings?

	
	

	$
	Source

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	

	30. What was the amount of average weekly financial benefit derived by the claimant from the deceased worker before the worker’s death and the method of calculating the amount?

	

	$      

	

	Method of calculation

	     

	

	31. Would the claimant have been dependent on the deceased worker?

	

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	If “yes”, to what age?
	     

	

	

	Basis for dependency 

	      


WORKER’S EMPLOYMENT DETAILS AT DATE OF EVENT

	32. Usual occupation
	     

	

	 FORMCHECKBOX 
 Full-time
	 FORMCHECKBOX 
 Part-time

	

	33. Nature of employment at time of event (if different from usual occupation)

	     

	

	34. Details of every employer of the worker at the time of the event (include details of self-employment)

	

	Trading name of employer

	

	     

	

	Business address

	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    

	

	Trading name of employer

	

	     

	

	Business address

	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    


DETAILS OF THE EVENT RESULTING IN THE ‘INJURY’

	35. Date and time of event

	

	Date
	    /
	    /
	    
	

	

	Time
	     
	 FORMDROPDOWN 


	

	36. If over period of time, state:

	

	when the duties resulting in the injury commenced

	     /
	     /
	    
	

	

	and when symptoms commenced

	     /
	     /
	    
	

	

	37. Where did the event happen? (eg. workshop floor, Smith Street, Bulimba)

	

	Place 
	     

	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    

	

	38. Completely describe the details of the event resulting in the injury.

	     


	39. Details of employer’s representative to whom injury was reported

	

	Name
	     

	

	Position
	     

	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    


WITNESSES

	40. Was the event witnessed?

	

	 FORMCHECKBOX 
 Yes 
	 FORMCHECKBOX 
 No

	

	Provide details of all witnesses.

	

	Witness 1

	

	Surname/family name
	     

	
	

	Given/first names
	     

	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    

	

	What is the relationship, if any, of the witness to the worker?

	

	     

	

	Witness 2

	

	Surname/family name
	     

	
	

	Given/first names
	     

	
	

	Street 
	     

	
	

	Suburb/Town 
	     
	Postcode 
	    

	
	

	What is the relationship, if any, of the witness to the worker?

	

	     


41. Particulars of all injuries alleged to have been sustained because of the event (it is not a requirement to complete the Notice of Assessment column, however it will assist in responding promptly to the Notice of Claim).

	Part of the body injured (eg. right index finger, lower back)
	Nature of injury/ies (eg. fracture, strain)
	Degree of permanent impairment alleged to have resulted from the injury/ies
	Has a Notice of Assessment (or Damages Certificate) been received?

	
	
	
	Yes
	No

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	42. List all doctors, hospitals, rehabilitation and any other service providers from whom the worker received treatment for the injury arising out of the event.


	

	Doctor/hospital name
	Address

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     


	

	43. Has the worker sustained any other personal injury/ies, illness/es or impairment/s of a medical, psychiatric or psychological nature, either before or since the event, that may affect the degree of permanent impairment resulting from the injury to which the claim relates?

	
	

	 FORMCHECKBOX 
 Yes (complete table below)
	 FORMCHECKBOX 
 No


	

	Injury, illness or impairment
	Doctor/hospital name
	Address

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	

	44. Has the worker sustained any other personal injury/ies, illness/es or impairment/s of a medical, psychiatric or psychological nature, either before or since the event, that may affect the amount of damages in any way?

	

	 FORMCHECKBOX 
 Yes (complete table below)
	 FORMCHECKBOX 
 No


	

	Injury, illness or impairment
	Doctor/hospital name
	Address

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	45. Has the worker ever made a claim, either before or since the event, for damages, compensation or benefits as a result of any other personal injury/ies, illness/es or impairment/s of a medical, psychiatric or psychological nature?

	

	 FORMCHECKBOX 
 Yes (complete BOTH tables below)
	 FORMCHECKBOX 
 No


	

	Injury, illness or impairment
	Name and address of insurer
	Name and address of organisation or person against whom claim was made

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Injury, illness or impairment
	Doctor/hospital name
	Address

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	

	46. How is the worker presently affected by the injury/ies? 

(eg. symptoms suffered, effect at work and away from work. If not affected, write “nil”.)

	     

	

	MITIGATION

	

	47. Has the worker been provided with an assessment or provision of treatment or rehabilitation services? 

(eg. work training, counselling, independent living assistance, exercise program)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	(Exclude details of any rehabilitation provided during the statutory claim as the insurer has this information.)


	

	Treatment
	Name
	Address

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	48. Provide particulars of all steps, other than rehabilitation, taken by the worker to mitigate loss. (eg search for work, consulting employment agency, re-training)

	     

	

	Section 3 – INCOME STATEMENT BY WORKER

	

	49. Provide details of employment, including self-employment and income details, for the three years before, and for the period since, the event resulting in injury. Any periods during which the claimant was in receipt of payments from the Department of Social Security or Centrelink must be shown. If there are periods of no income, state the periods and provide reason/s why no income was received.


	

	Name and address of income source (eg employer)
	Period of employment/receipt of payment
	Capacity in which employed (include self-employment or benefit details)
	Gross and net (after tax) earnings for each period of employment

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


	Section 4 – LIABILITY

	

	50. Did the worker cause, or contribute to, the event causing the injury?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	

	51. To what extent of liability on the part of the worker, expressed as a percentage, does the claimant admit? (If the claimant cannot admit liability, provide reasons.)

	     


	


	52. Provide the full particulars of any negligence alleged against the worker’s employer.

	      

	
	

	53. To what extent of liability, expressed as a percentage, does the claimant hold the employer/s responsible?
	    %

	

	54. Is negligence alleged other than against the worker’s employer/s?
	
	

	
	

	 FORMCHECKBOX 
 Yes (If “yes”, complete below and questions 55-7)
	 FORMCHECKBOX 
 No

	

	Name
	     

	

	Street
	     

	

	Suburb/Town
	     
	Postcode
	    

	

	55. Provide the full particulars of any negligence alleged.

	      

	

	56. To what extent of liability, expressed as a percentage, does the claimant hold that party responsible?
	    %

	

	57. If negligence is alleged other than against the worker’s employer, has notice of the alleged negligence been given?

	

	 FORMCHECKBOX 
 Yes
	If “yes”, date notice given
	    /
	    /
	    
	
	 FORMCHECKBOX 
 No

	

	Name and address of person to whom notice given:

	

	Name
	     

	

	Street
	     

	

	Suburb/Town
	     
	Postcode
	    

	


	Section 5 – AMOUNT AND CALCULATION OF DAMAGES

	

	58. Provide full particulars of the nature and extent of the amount of damages sought under each head of damage claimed and the method of calculating each amount.


	

	Head of damage
	Method of calculation
	Amount ($)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Section 6 Declaration (where date of injury is on or after 1 February 1997 and before 1 July 2001)

	
	

	I,
	     
	

	
	(Name of claimant)

	

	Declare under the WorkCover Queensland Act 1996 that to the best of my knowledge and belief the statements of fact contained in this Notice of Claim for Damages are true, correct and complete in every respect.

	

	
	
	

	
	CLAIMANT’S SIGNATURE

	

	
	Declared before me:

	

	
	
	

	
	SIGNATURE OF JUSTICE OF THE PEACE OR COMMISSIONER FOR DECLARATIONS OR SOLICITOR

	

	
	Date
	    
	/     
	/     
	

	

	

	
	at
	     
	(place)

	

	Justice of the Peace or Commissioner for Declarations or Solicitor 

(see below)

	

	
	     
	

	
	Name

	
	     
	

	
	Street

	
	     
	

	
	Suburb/Town

	
	    
	     
	

	
	Postcode
	Telephone

	
	
	


INSURER USE ONLY

	

	Date of receipt of Notice of Claim for Damages:
	
	

	

	Limitation Date:
	
	

	
	
	

	Damages Claim No:
	
	

	
	
	

	Noted by:
	
	

	
	
	

	Date:
	
	

	
	
	


	Section 7 Declaration (where date of injury is on or after 1 July 2001)

	

	I,
	     
	

	
	(Name of claimant)

	
	

	Declare under the WorkCover Queensland Act 1996 that all statements made in this Notice of Claim for Damages that are in my personal knowledge, are true, correct and complete in every respect.

	

	
	
	

	
	CLAIMANT’S SIGNATURE

	

	
	Declared before me:

	

	
	
	

	
	SIGNATURE OF JUSTICE OF THE PEACE OR COMMISSIONER FOR DECLARATIONS OR SOLICITOR

	

	
	Date
	    
	/     
	/     
	

	

	

	
	at
	     
	(place)

	

	Justice of the Peace or Commissioner for Declarations or Solicitor 

(see below)

	

	
	     
	

	
	Name

	
	     
	

	
	Street

	
	     
	

	
	Suburb/Town

	
	    
	     
	

	
	Postcode
	Telephone
	

	
	

	
	

	Where a lawyer may sign

A lawyer may sign on behalf of the claimant ONLY where there is an urgent need to commence proceedings AND where it is not reasonably practicable for the claimant to sign.

	
	

	
	

	I,
	     
	

	
	

	legal representative of the claimant,

	
	     
	

	
	

	sign this Notice of Claim on behalf of the claimant because it is not reasonably practicable for the claimant to do so.

	
	

	
	
	

	
	Signature

	

	Lawyer’s contact details:

	
	

	
	     
	

	
	Name of firm

	
	     
	

	
	Street

	
	     
	

	
	Suburb/Town

	
	    
	     
	

	
	Postcode
	Telephone
	








VERSION 2

This form is approved on 21 June 2002 pursuant to section 532 WorkCover Queensland Act 1996 and pursuant to a delegation made under section 402 by the Chief Executive Officer, WorkCover Queensland, to the General Manager, Q-COMP, the Workers’ Compensation Regulatory Service of Queensland.

VERSION 2

This form is approved on 21 June 2002 pursuant to section 532 WorkCover Queensland Act 1996 and pursuant to a delegation made under section 402 by the Chief Executive Officer, WorkCover Queensland, to the General Manager, Q-COMP, the Workers’ Compensation Regulatory Service of Queensland.


