National Insurance Scheme
etnanoan CLAIM FOR INVALIDITY BENEFIT(NATIONAL INSURANCE ACT - CH205/1990)

SEFCTION A PARTICULARS OF CLAIMANT

N.ILS # -

Surname —
First Name Gender | | Male |:| Female
Middle Name Date of Birth L1 ! !

. YYYY MM DD
Maiden Name Submit original birth certificate and

marriage certificate.

. . (Affidavit or deed poll if applicable)

Aliases used during employment

Marital Status ~ Married |:| Divorced |:| Single |:| Widowed |:| Separated |:| Common Law |:|

Telephone Number
Address
Street Home =
Mobile -
Parish —
] Work
Occupation
Postal address if different from above:........ ..o
EMail address .. .uveiiie oo et e et e e e eab e e e e e tra e e e earaaeaaans
If you are receiving any other benefit presently, please state which one:............................

SECTION B List all employers for whom you have worked since April 1983:
NAME OF EMPLOYERS (MOST RECENT FIRST) YEAR/PERIOD WORKED

If you worked during 1970 to 1983, give names and addresses of estates worked:

NAME OF ESTATE ADDRESS PERIOD WORKED

@M INV 1 REVISED 2009 National Insurance Scheme, P.O. Box 322, Melville Street, St. George's j

Telephone Nos.: (473) 440-3309/3375 Fax: (473) 440-6636
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ﬁ you have worked in any other country please state: \

COUNTRY WORKED N.LS./S.S. NUMBER PERIOD WORKED

SECTION C: TO BE COMPLETED BY A REGISTERED MEDICAL PRACTITIONER

(Medical Practitioner’s Report)

1. I certify that I examined Mr/Mrs/Miss

Surname

on |y | In my opinion this patient

1
Other Name(s) YYYY MM DD

is permanently incapable of work / incapable of work* for a period of months/years
starting (words and figures)
| 1 | |

1
YYYY MM DD * The term “incapable of work” means incapacity to do any kind of work, not necessarily the work which the
person performed before their incapacity.

2. Please describe specific findings that contribute to the Insured Person’s incapacity for work.

NAME OF MEDICAL
PRACTITIONER:
Surname Other Name(s)
Office Address
Street City/Parish/Country
Medical Practitioner
Registration # Phone # -

Medical
Practitioner’s L ,

\ Signature of Medical Practitioner Stamp YYYY MM DID j




éECTION D DECLARATION OF APPLICANT \

| hereby declare that the information given is true and correct.

Claimant’s Signature Or MarkK.....cccccceieeeeeeeenennnneeeeeeeeeessesssessssssssssssssssssssssssssssssssses | D F: 1 {cH

Signature of Witness t0 MarkK...........eeciiiiiiiiiiiccnnnnnnnnnnnnnenneeeeeeeeseesssssssssssces | D J: 1 (e
(where claimant cannot sign)

If you qualify for this benefit, it would be paid into your account. Please provide the following information.

Name of Bank PARISH

Account Number

NOTE: A recipient of Invalidity Benefit must inform the NIS when he/she resumes work at any job. including

self-employment. A person entitled to or in receipt of Invalidity Benefit may be required to be medically examined in
Grenada

DOCUMENTARY EVIDENCE REQUIRED

e ORIGINAL BIRTH CERTIFICATE AND AFFIDAVIT IF CLAIMANT'S NAME DOES NOT APPEAR ON THE
BIRTH CERTIFICATE.

o MARRIAGE CERTIFICATE
e DEEDPOLL

Where applicable

Warning: Any person who knowingly makes any false statement or representation for the purpose of obtaining
a benefit, commits a criminal offence punishable by fine, imprisonment or both.




