
MSIG Insurance (Singapore) Pte. Ltd. 
4 Shenton Way #21-01 SGX Centre 2 Singapore 068807 
Claim Hotline: (65) 6827 7660 (24 hours)
Claim Email: claims@sg.msig-asia.com
Co.Reg. No.200412212G 

Work Injury Compensation Claim Form Policy Number 

Please note that this form is issued without admission of liability. Please state all relevant information requested as completely and as accurately as possible. 

Particulars of Insured 
Name of Insured GST Registration Number+ 

Address Effective Date of Registration+ (dd/mm/yyyy) 

Contact Person Business 

Contact Number Email 

(H) (O) (HP) 

+ If applicable

Details of Injured Person 

Name (As in NRIC/Passport) NRIC/Passport/WP/FIN Number 

Local Residential Address Occupation 

Gender Date of Birth (dd/mm/yyyy) Nationality Date of Employment (dd/mm/yyyy) 

□ Male □ Female 

Contact Number Email 

(H) (O) (HP) 

What were the duties of the Injured Person? 

Was the Injured Person engaged in these duties when the accident occurred? Yes No

Is the Injured Person in your direct employment? Yes No 
If No, please provide: Name and Address of Employer: 

Name of Insurance Company and Policy Schedule: 

Where was the Injured Person medically examined I treated? 
Name of Clinic / Hospital taken to: 

State whether still in hospital, or date discharged: Inpatient Outpatient

State date the Injured Person returned to work: 

What is the probable period of incapacity? 

Are you satisfied the Injured Person has met with a bona fide accident arising out of his employment? □ Yes □ No

Yes NoHas  the Injured Person received compensation for previous disability? 
If Yes, please give full details: 

Details of Accident 
Date of Accident (dd/mm/yyyy) Time of Accident Place of Accident

am pm

When did you receive notice of accident and from whom? (If in writing, please attach to this form) 

When did the Injured Person actually cease work? 

Explain in details exactly how the accident happened, specify the tasks and operations involved 

State nature of injury in detail 

Body part injured Is the body part injured on the left or right side? 

NoYes Was the Injured Person performing work on a Contract / Project undertaken by you? 
If Yes, please provide: Name of Main Contractor: 

Address:

CLM-WIC-0322 

Name of Insurance Company and Policy Schedule: 



□ Yes □ NoWas anyone supervising the work the Injured Person was performing? 
If Yes, please state Name of Supervisor and Employer: 

Was the Injured Person under the influence of alcohol or drugs at the time of the accident? □ Yes □ No

□ Yes □ No Was he guilty of any misconduct or disobedience to orders or rules? 
If Yes, please elaborate: 

Through whose neglect the accident occurred? 
Please state reason: 

State the names of any persons who witnessed the accident: 

Has the accident been reported to Ministry of Manpower? □ Yes □ No

Has the accident been reported to Police? □ Yes □ No (If Yes, please furnish a copy of Police Report) 

Additional Details For Fatal Cases Only 
Does the Deceased have any Dependants?     Yes No 
If Yes, please state names, addresses, gender, relationship, ages and occupations (if any) on a separate piece of paper. 
Date of Inquest (if any): 
Please furnish a copy of i) Post Mortem Report ii) Death Certificate iii) Police Report 

Declaration of Earnings 

Statement of earnings of the Injured Person earned IN THE PRESENT EMPLOYMENT for the twelve months immediately prior to the date of this 
Accident, or earnings earned during such shorter period as he may have been in the Employer's service. 

"Earnings" include wages, allowances, overtime payments, bonuses or annual wage supplement but does not include travelling allowances, employer's 
CPF contributions or pensions or monies paid to cover any special expenses incurred by the employee by nature of his employment.

Note: The objective of this form is to ascertain the exact Monthly Earnings of the Injured Person. It is essential that it should be carefully and correctly 
filled in. If the Injured Person has been absent from work at any time during the period of his employment, please state the period and cause. 

Gross Monthly Earnings
(S$) 

Bonus, Overtime, Allowances
(S$) 

TOTAL 

Average 

Indicate the number of working days per week: 5 days I 5½ days I 6 days Others, please state: 

OTHER INSURANCE OR COMPENSATION 

Do you have any other Work Injury Compensation Policy? Yes No

If Yes, please state Name of Insurance Company and Policy Number: 

Supporting Documents 
1. Copy of iReport to Ministry of Manpower
2. Copy of Work Permit/ Employment Pass if the worker is a foreign national 
3. Original Medical Bills and original Medical Certificates

4. Copy of Discharge Summary, if applicable 
5. Copy of wage vouchers for the period of 12 months preceding 

the accident

CLM-WIC-0322 

MonthYear



Mode of Payment (if applicable)

My preferred way to receive payment is:

Name of Account Holder NRIC / FIN / UEN Number

NRIC / FIN / UEN Number

Bank Account Number (Please key in numbers only and omit any dashes '-')

Name of Account Holder (as in Bank Account)

□ Credit to my Bank Account

□ By Cheque

Name of Payee

Bank Name

□ PayNow

Declaration

Please note that you are submitting this claim to MSIG Insurance (Singapore) Pte. Ltd. Please see our full Terms of Use and Privacy & Cookies Policy on 
our website www.msig.com.sg.

By submitting this claim to us, you are deemed to have agreed to us collecting, using, disclosing and processing your personal data for the purpose of 
assessing your claim. We may also share your personal data with other Insurers and the General Insurance Association of Singapore (as well as their 
Third Party service providers) as part of the industry's efforts for proper underwriting and proper administration of claims. This may include sharing the 
personal data for investigating fraud, exaggerated claims, and other criminal or improper acts.

We declare that the information given is true and correct to the best of our knowledge and belief. We understand that any false or fraudulent 
statements or any attempt to suppress or conceal any material facts shall render the policy void and the Insurer may refuse to pay the claim.

............................................................................................................................................................................................................................................................................ 

Signature of Insured Company's Stamp

Name and Designation Date
............................................................................................................................................................................................................................................................................ 

............................................................................................................................................................................................................................................................................ ............................................................................................................................................................................................................................................................................ 
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Bank Code Branch Code



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Generic CMYK Profile)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /None
  /ColorImageResolution 400
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages false
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /None
  /GrayImageResolution 400
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages false
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /None
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU ([Based on 'CTP Metta 2540'] [Based on 'CTP Metta 2540'] [Based on 'CTP Metta 2540'] [Based on 'Metta 2540'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 14.173230
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed true
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2540 2540]
  /PageSize [612.000 792.000]
>> setpagedevice


	Policy Number: 
	Name of Insured: 
	GST Registration Number: 
	Address: 
	Contact Person: 
	Business: 
	What were the duties of the Injured Person: 
	YearRow1: 
	MonthRow1: 
	Gross Monthly Earnings SRow1: 
	Bonus Overtime Allowances SRow1: 
	YearRow2: 
	MonthRow2: 
	Gross Monthly Earnings SRow2: 
	Bonus Overtime Allowances SRow2: 
	YearRow3: 
	MonthRow3: 
	Gross Monthly Earnings SRow3: 
	Bonus Overtime Allowances SRow3: 
	YearRow4: 
	MonthRow4: 
	Gross Monthly Earnings SRow4: 
	Bonus Overtime Allowances SRow4: 
	YearRow5: 
	MonthRow5: 
	Gross Monthly Earnings SRow5: 
	Bonus Overtime Allowances SRow5: 
	YearRow6: 
	MonthRow6: 
	Gross Monthly Earnings SRow6: 
	Bonus Overtime Allowances SRow6: 
	YearRow7: 
	MonthRow7: 
	Gross Monthly Earnings SRow7: 
	Bonus Overtime Allowances SRow7: 
	YearRow8: 
	MonthRow8: 
	Gross Monthly Earnings SRow8: 
	Bonus Overtime Allowances SRow8: 
	YearRow9: 
	MonthRow9: 
	Gross Monthly Earnings SRow9: 
	Bonus Overtime Allowances SRow9: 
	YearRow10: 
	MonthRow10: 
	Gross Monthly Earnings SRow10: 
	Bonus Overtime Allowances SRow10: 
	YearRow11: 
	MonthRow11: 
	Gross Monthly Earnings SRow11: 
	Bonus Overtime Allowances SRow11: 
	YearRow12: 
	MonthRow12: 
	Gross Monthly Earnings SRow12: 
	Bonus Overtime Allowances SRow12: 
	Gross Monthly Earnings STOTAL Average: 
	Bonus Overtime Allowances STOTAL Average: 
	Gross Monthly Earnings STOTAL Average_2: 
	Bonus Overtime Allowances STOTAL Average_2: 
	Others please state: 
	Do you have any other Work Injury Compensation Policy Yes No If Yes please state Name of Insurance Company and Policy Number: 
	Effective Date of Registration: 
	Local Residential Address: 
	Occupation: 
	Date of Birth: 
	Nationality: 
	Email: 
	Name: 
	Office Number: 
	Home Number: 
	NRIC/Passport/WP/FIN Number: 
	Date of Employment: 
	Fill: 
	Check Box1: Off
	Signature4_es_:signer:signature: 
	Email_2: 
	Home Number_2: 
	Office Number_2: 
	Fill_2: 
	Fill_3: 
	Fill_4: 
	Fill_5: 
	Fill_6: 
	Fill_7: 
	Date of Accident: 
	Time of Accident: 
	Place of Accident: 
	Fill_8: 
	Fill_9: 
	Fill_10: 
	Fill_11: 
	Fill_12: 
	Fill_13: 
	Bank Account Number: 
	Name of Payee: 
	Name and Designation: 
	Company's Stamp: 
	Date: 
	fill_15: 
	Fill_16: 
	Fill_17: 
	Fill_18: 
	Fill_19: 
	(HP): 
	HP_2: 
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box_Male: Off
	Check Box_Female: Off
	Check Box_am: Off
	Check Box_pm: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box_PayNow: Off
	Check Box_Credit: Off
	Check Box_Cheque: Off
	Check Box_Declaration: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box_Inpatient: Off
	Check Box_Outpatient: Off
	Name of Account Holder: 
	Name of Account Holder (Bank Account): 
	NRIC/Fin /UEN Number_2: 
	NRIC/Fin / UEN Number: 
	Bank Name: 
	Bank Code: 
	Branch Code: 
	Fill_14: 
	Fill_20: 
	Fill_21: 


