WORKERS COMPENSATION CLAIM FORM

Complete and submit promptly. Forms A, B, C must accompany this claim.

1. Policy & Contact Information

Policy Number *

Broker/Agent

Your Name *

Contact Number *

Email Address *

2. Injured Person

Name *

Job Title *

Job Description

3. Accident Details

Date & Time of Accident *

Where Did Accident Occur? *

How Did Accident Occur? *

Nature of Injury *

Steps Taken to Prevent Recurrence

4. Declaration & Consent

|:| | declare that the information provided above is true, complete, and accurate to the best of my knowledge
|:| | consent to Hollard collecting and processing my personal data to assess and process this claim in accordance with the Data Protection Act
|:| | understand my data may be shared with third parties involved in processing this claim (assessors, repairers, reinsurers, etc.)

Claimants may access the full Data Privacy Statement by visiting: https://www.hollard.co.bw/about-us/hollard-privacy

Signature: Date:
DD/MM/YYYY

Submit to: Hollard Insure « Tel: (+267) 395 8023 « Email: servicecentre@hollard.co.bw HOllﬂrd
For data privacy enquiries: dataprivacy@hollard.co.bw o

insure



