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ST. CHRISTOPHER AND NEVIS SOCIAL SECURITY BOARD

CLAIM FOR - INVALIDITY/DISABLEMENT BENEFIT


SECTION A:

To:  The Director, Social Security









	
	
	
	
	
	


1.   Name …………………………………………………………………………

2.  Soc. Sec. No.

                      (Christian name)


(Surname)

3.   Date of Birth……………………………………..  Sex M [   ]   F [   ]

4. Occupation…………………………….

5.   I live at………………………………………………………………………..

6. Tel. No:………………………………..

7.   I am employed by……………………………………………………………………………………………………………………….

8.   I hereby claim INVALIDITY/DISABLEMENT BENEFIT on the grounds that I am incapable of work as a result of a   

     *disease/*disablement which is likely to be permanent.

9.     My last date worked was……………………………………………………………………………………………………………

10.  Over the past 36 months I was employed by:-


Employer:

I.     Name …………………………………….. Address……………………………………Period of Employment…………………….


II.   Name………………………………………Address…………………………………….Period of Employment…………………….


III. Name………………………………………Address…………………………………….Period of Employment…………………….


12.  I am able [   ] I am unable [   ] to travel for medical examination.

13.  If you would like your benefit to be paid into your bank account please provide:

Name of Financial Institution: ……………………………………………………….
 Account No……………………………….

Address:. ……………………………………………………………………………..

SECTION B:

Please supply answers to the following:

1. Is your incapacity for work the result of an accident/disease contracted, in the course of your employment?


Yes —–

No —


2. Are you receiving any Social Security Benefit?  
No —–

Yes —

Benefit Type ………………………………..


3. Have you previously received INVALIDITY/DISABLEMENT BENEFIT from the Social Security Board?  



Yes —–

No —

SECTION C:

I authorise the disclosure of the doctor’s diagnosis (see Part E) for the purpose of the St. Christopher and Nevis Social Security Act and Regulations made thereunder. I declare that the information given in this claim is true to the best of my knowledge and belief and that I will not receive or keep any benefit arising from this claim in respect of any period during which I am at work.

I undertake that if a pension is awarded to me as a result of this claim, I shall inform the Social Security Office, within one week, of any change in my circumstance (e.g if I return to work) affecting my continued right to receive the pension.

Claimant’s Signature*………………………………………………

Date:………………………………………………….

Witness…………………………………………………………….

Date:………………………………………………….

Of Thumbprint 

*(If you cannot write your name you may place the impression of your right thumb. This impression should be witnessed by a Notary Public, Justice of the Peace, Manager of a Bank, Medical Practitioner, Attorney at Law, Minister of Religion or any other responsible person in the community)
NB
Attach your Social Security Card


Submit your passport, or a copy of your Birth Certificate or Baptismal Certificate.

TO BE COMPLETED ONLY WHERE THE INSURED PERSON WAS DISABLED IN THE COURSE OF EMPLOYMENT

SECTION D:

1. When and where did the accident happen or when did you first observe evidence of the disease?

   Time ……………………………..
 am/pm


Date:……………………………………………………………

2.  Place and date of occurrence  …………………………………………………………………………………………………………...

3.  State briefly how the accident happened ……………………………………………………………………………………………….

………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………

4.  Describe briefly what injury you sustained as a result of the accident

………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………

5. Did you report the accident or the onset of the disease to your employer?
Yes —–       No —–

6.  If so, when?  …………………………………………………………………………………………………………………………….

7. Had you been in the employment of your last employer for 13 or more weeks immediately before the date on which the        

   accident/disease occurred?  Yes —–
No —

    I declare that the information given above is true and correct.

8.  Signature of Claimant  ……………………………………………   Date ……………………………….

If unable to write, apply your right thumb-print or mark X here:-

This must be done in the presence of a witness who should sign below.

Name of Witness  ……………………………………      Signature of Witness ……………..………..  
Date  …………………….
MEDICAL CERTIFICATE

INVALIDITY/DISABLEMENT

(To be completed by a Medical Practitioner)
SECTION E:
To (Mr/ Miss/ Mrs/) ………………………………………………………………………..

I certify that I examined you on ……………………………………………………………………………………………………………

and found that you have been rendered incapable of work as a result of

………………………………………………………………………………………………………………………………………………

(Give a concise statement of the nature of the disease or disablement).  

In my opinion this person is incapable of a work for a period of ……………………………………………………………………….....

Name of Medical Practitioner ……………………………………………………………………………………………………………...




(Please Print)

Medical Practitioner’s Signature …………………………………………………………………………………………………………….

Address  ……………………………………………………………………………………………………………………………………

Date Certificate given  ……………………………………………………………………………………………………………………..

Any other remarks by the Doctor:  ………………………………………………………………………………………………………...

………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………

The statement of the incapacitating disease/disablement shall specify the cause of incapacity as precisely as the practioner’s knowledge of the insured person’s condition at the time of the examination. Provided that, if in the practitioner’s opinion, a disclosure to the insured person of the precise cause would be prejudicial to his well-being, the certificate may contain a less precise statement.

For Official Use Only


   			        Verification





Date Received…………….     ……………………..





Claim No……………. …..      ……………………..
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