RECURRENCE OF INJURY

This form is to be completed when you have experienced a recurrence of symptoms from a previous work-related injury. If there was a new
incident that contributed to your current condition/injury, please contact us for further advice as you may not need to complete this form.

Please ensure you answer all questions in full, where applicable. If a particular question does not apply, please write N/A in the space
provided. If additional space is required, please attach a separate sheet.

Please complete this form within 7 days and email it to workerscompclaims@iag.com.au or fax it to 1300 038 395. Please attach any
supporting medical information such as medical certificates or any other reports.

0 Insured person details

MR MRS MISS
SURNAME GIVEN NAME(S)
ADDRESS
DATE OF BIRTH TELEPHONE NO. EMAIL ADDRESS
PRIOR CLAIM NUMBER DATE OF ORIGINAL CONDITION/INJURY

EMPLOYER AT THE TIME OF ORIGINAL CLAIM

NO YES
HAVE YOU CHANGED EMPLOYMENT SINCE YOUR ORIGINAL DISABILITY/INJURY?

IF YES, PLEASE STATE THE NAME OF ANY EMPLOYERS (OR SELF-EMPLOYED), DATES WORKED AND YOUR OCCUPATION

PLEASE PROVIDE THE CONTACT DETAILS FOR YOUR CURRENT EMPLOYER (IF THIS DIFFERS FROM ORIGINAL CLAIM)

CONTACT PERSON TELEPHONE NO.

CONTACT PERSON EMAIL

9 Recurrence details

DATE OF RECURRENCE OF SYMPTOMS

PLEASE DESCRIBE YOUR CURRENT CONDITION/INJURY?

DESCRIBE IN DETAIL WHERE YOU WERE AND WHAT YOU WERE DOING WHEN THE LATEST ONSET OF SYMPTOMS OR INCAPACITY OCCURRED.

WERE YOU EXPERIENCING ANY SYMPTOMS PRIOR TO THIS RECURRENCE. IF SO, PLEASE CONFIRM THE NATURE OF SYMPTOMS AND ANY
TREATMENT UNDERTAKEN SINCE YOUR RECOVERY FROM THE ORIGINAL INJURY.
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HAVE YOU COMMENCED ANY MEDICAL TREATMENT SINCE THE RECURRENCE OF SYMPTOMS? IF SO, PLEASE CONFIRM THE DATE YOU COMMENCED AND DETAILS OF THIS.

PLEASE PROVIDE DETAILS OF YOUR TREATING DOCTORS AND ALLIED HEALTH PROVIDERS. PLEASE INCLUDE THE CLINIC NAMES AND CONTACT DETAILS TO ASSIST IF WE NEED
TO MAKE ANY FURTHER ENQUIRES.

HAVE YOU CEASED WORK DUE TO THIS RECURRENCE. IF SO, PLEASE ADVISE:
THE DATE YOU RETURNED

THE DATE OF INCAPACITY : TO WORK (IF APPLICABLE)
WAS THE RECURRENCE OF SYMPTOMS REPORTED?

NO YES > WHEN? TO WHOM?
WERE THERE ANY WITNESSES TO THE ONSET OF YOUR RECURRENCE OF SYMPTOMS?

NO YES > PLEASE ADVISE:

NAME TELEPHONE NO.

CONTACT DETAILS
(POSTAL ADDRESS / EMAIL ADDRESS)

HAVE YOU ENGAGED IN ANY OTHER NON-WORK-RELATED ACTIVITIES THAT MAY HAVE CONTRIBUTED TO YOUR RECURRENCE OF SYMPTOMS?

NO YES » IF YES, PLEASE PROVIDE DETAILS

ARE YOU RECEIVING, OR HAVE YOU APPLIED FOR ANY TYPE OF INSURANCE CLAIM BENEFIT SINCE YOUR ORIGINAL WORK INJURY. IF SO, PLEASE SPECIFY THE TYPE OF CLAIM
AND FROM WHICH INSURANCE COMPANY.

0 Declaration

| have read the information provided in this form. | declare that the information supplied in this form, and any attachments to this form,
is true and correct to the best of my knowledge.

NAME OF INJURED PERSON; NAME OF WITNESS;
SIGNATURE DATE SIGNATURE DATE
O consent Authority

| authorise and give consent to WFI to access, view and receive details and/or documents which contain my personal, medical or any other information
as may be necessary for or relevant to their assessment of my workers compensation claim.

This authority and consent extends to the collection, disclosure and release of any health and related personal information that is relevant to the

injury or disease for which | have made a claim and includes information related to any prior claim, injury or disease, in any way relevant or related

to my current claim. This includes the disclosure and release of such information to each other, and/or to one or more of the following: the relevant
governing body of workers compensation legislation applicable to your claim, legal practitioner, medical practitioner, investigator, accredited vocational
rehabilitation provider, or any other person reasonably consulted by the employer or insurer making a decision as to payment of the claim for compensation.

Any personal information you provide to us will be collected, stored, used and disclosed in accordance with our Privacy Policy located at
www.wfi.com.au/privacy. Additionally, any sensitive information will only be used for the primary purpose for which it is collected. If you cannot
access our Privacy Policy through our website, please contact us on 13 15 32 and we will send you a copy.

NAME OF INJURED PERSON; NAME OF WITNESS;

SIGNATURE DATE SIGNATURE DATE
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