
Surname

First Name

Marital Status

Gender

N.I.S # -

Date of Birth

Male Female

Married SingleDivorced
YYYY MM     DD

Address

Parish

Telephone Number

-

-

-

Home

Mobile

Work

Date Last Worked

YYYY MM     DD

Name of Bank Address

Account Number

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

Claimant’s Signature or Mark......................................................................    Date:.
YYYY MM     DD

I hereby apply for the following benefit(s): Maternity Allowance Maternity Grant

Places worked in the last 8 months:

1........................................................... Address:

2...........................................................

(Present Employer)

Address:

Occupation

SECTION 1: TO BE COMPLETED BY THE EMPLOYEE / SELF EMPLOYED

National Insurance Scheme
CLAIM FOR MATERNITY ALLOWANCE/GRANT

SECTION 2: TO BE COMPLETED BY EMPLOYER

I hereby certify that Mrs./Miss .................................................................................. is in my employment and
will be on  Maternity Leave from                                                to

YYYY MM     DD YYYY MM     DD

Employer’s / Business Name ......................................................................................................................

Business Address

Employer’s Signature or Mark..........................................................
Date:

YYYY MM     DD

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

STAMP HERE



SECTION 4:  CERTIFICATE OF CONFINEMENT
(if maternity leave commences after confinement)

SECTION 4:  CERTIFICATE OF CONFINEMENT
(if maternity leave commences after confinement)

To be certified by a registered Doctor/Midwife if this claim is being made the delivery.

I hereby certify that Mrs./Miss .......................................................... delivered a baby/babies on

AFTER

YYYY MM     DD

Doctor/Midwife:   Surname:

First Name:

Reg. No:

Signature ............................................................................

Date:

YYYY MM     DD

DOCTOR’S STAMP HERE

To be certified by a registered Doctor/Midwife if this claim is being made the delivery.

I hereby certify that Mrs./Miss .......................................................... is expected to deliver on

BEFORE

YYYY MM     DD

Doctor/Midwife:   Surname:

First Name:

Reg. No:

Signature ............................................................................

Date:
YYYY MM     DD

DOCTOR’S STAMP HERE

SECTION 3:  CERTIFICATE OF EXPECTED CONFINEMENT
(if leave commences before confinement)

SECTION 3:  CERTIFICATE OF EXPECTED CONFINEMENT
(if leave commences before confinement)

SECTION 5: FOR OFFICIAL USE ONLY

Maternity Allowance          Claim #:........................  Maternity Grant               Claim#..........................

Clerk’s Signature ............................................................................  Date
YYYY MM     DD


