Y Social Security Board
SSB PO Box 698
NG Road Town, Tortola
British Virgin Islands

BENEFIT CLAIM FOR: [ ] SICKNESS

[ 1 EMPLOYMENT INJURY
1 INVALIDITY

To avoid delay in processing your claim, complete all sections of this form

Mr. /Mrs./Miss
Physical Address
Mailing Address

Telephone Number(s) Date of Birth ......./....../......
dd mm yy

Occupation Date of marriage ..../...../.......

Current Employer

Last Date worked Date intended to resume work ...../...../.....
dd mm yy

*If regular days off are other than Saturday and Sunday, please state your normal days off

*If you had more than one employer in the (13) weeks before your incapacity began, please

state employer

Incapacity due to nature of employment ] yes

The information given above is true and correct to the best of my knowledge and belief. I claim
benefit accordingly.

(Signature)
If unable to write, mark X, and have it witnessed.

(witness to mark) (witness to mark)
OCCUPALION: ...vitintiiiii i

Please tick the appropriate box: ] winl pick up cheque [ Please mail
By Whom

(ID Required)
* (Fill in if applicable)




Social Security Board
PO Box 698
Road Town, Tortola
British Virgin Islands

Medical Certificate

and was deemed incapable of work.

*A.  In my opinion, he/she will remain incapable of work for a further period of
(not more than 14 days from the date of examination above.)

*B.  In my opinion he/she will be fit to resume work today/tomorrow on
(not more than 7 days from the date of examination above.)

*C. In my opinion, he/she will be liable to be permanently incapable of work (where
incapacity has already lasted 6 months.)

I D26 Yoo AT \F: 11 o (=M
(Please print)

Doctor’s Signature

Address




