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FORM TO APPOINT DESIGNATED OFFICIAL TO MANAGE COID CLAIMS IN TERMS OF SECTION 39(3)(a)
	FIELD NAME
	CONTENT

	User Category
	Service Provider/ Employer/Third Party

	USER DETAILS
	

	Title
	

	First Names
	

	Surname
	

	ID Type
	SA ID/ Passport/ Work visa

	ID Number
	

	[bookmark: _GoBack]Employee Number(Persal Number if exempted employer)
	

	Email Address
	

	Cell Number
	

	Telephone Number
	

	Position Title
	

	Period of Employment(Years / Months)
	

	Gender
	

	Date of Birth
	

	Declaration
	I hereby declare that the particulars that will be completed by me when registering a Claim at the Compensation Fund, of an alleged occupational injury or disease,  will be to the best of my knowledge, accurate and will regard information as confidential.

	Date of Application
	

	
	

	
	

	EMPLOYER /Service Provider or Third Party DETAILS
	

	Organisation Registration No(Any of: CIPC, Trust, Sole Proprietor, etc (for Employers)
	

	Business Partner Number(Numeric, must exist on DOL system)
	

	Health Practice Number((for Health Care Provider)
	

	Registration Number at CF(Contract Account number 99)
	

	Organisation Name
	

	Physical Address
	

	Town/City
	

	Province
	

	Postal Code
	

	Postal Address
	

	Town/City
	

	Province
	

	Postal Code
	

	Telephone Number
	

	Responsible Manager Name
	

	Responsible Manager ID Number
	

	Responsible Manager Position
	

	Approval Date
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