
Visit a doctor of 
your choice and 
obtain a  
First Certificate 
of Capacity.

1 2 3 4
Fill in a Workers  
Compensation 
Claim Form.

Give the First 
Certificate 
of Capacity 
and Workers 
Compensation 
Claim Form to 
your employer, 
and keep copies 
for yourself.

Have you been
injured at work?

You have the option to make a workers compensation claim

Any questions?
We’re here to help.

Advice and Assistance  1300 794 744

For more information, forms and  
next steps visit workcover.wa.gov.au

7. INJURY MANAGEMENT PLAN
Activities/interventions Purpose/goal (likely change in symptoms, function, activity and work participation)

6. WORK CAPACITY

Worker’s usual duties 

Having considered the health benefits of work, I find this worker to have: 

  full capacity for work from but requires further treatment 

       some capacity for work from to performing:

pre-injury duties                    modified or alternative duties workplace modifications

pre-injury hours                     modified hours of hrs/day days/wk

       no capacity for any work from to  (outline clinical reason below) 

Worker has capacity to:
(Please outline the worker’s physical and/or psychosocial capacity – refer to explanatory notes for examples. 
Where there is no capacity for work, please provide clinical reasoning.)  

       lift up to kg

       sit up to mins

       stand up to mins

       walk up to m

       work below shoulder height

I would like: more information about available duties a RTW program to be established
to be involved in developing the RTW program

8. NEXT REVIEW DATE

Worker does not need to be reviewed again (FIRST and FINAL Certificate of Capacity)

        I will review worker again on (if greater than 14 days, please provide clinical reasoning)

Comments 

9. MEDICAL PRACTITIONER’S DETAILS

Name

Address

Phone

Fax

AHPRA no. MED

Email

Signature

Date
WorkCover WA Approved Form CC1 – v1 [s. 169(1)(a)]

Effective from 1 July 2024
D2024/98297

Examples of injury management activities/interventions include:   
• further assessment - diagnostic imaging, medical specialist consults, worksite assessment
• intervention - physiotherapy, clinical psychology, exercise physiology, prescribed medications, workplace 

mediation
• return to work planning - identify suitable duties, establish return to work program.

(Practice stamp – optional)

1. WORKER’S DETAILS

First name

Date of birth

Phone

Last name

Email

Address

2. EMPLOYMENT DETAILS

Worker’s job title

Employer’s address

Employer’s name

Worker’s signature Print name

Date

4. WORKER’S DESCRIPTION OF INJURY

Date of injury

What happened?

Worker’s symptoms

3. CONSENT AUTHORITY
I consent to any medical practitioner who treats me (whether named on this certificate or not) to discuss my 
medical condition with my employer, insurer and other medical or allied health professionals for the purpose of 
my claim for workers compensation and return to work options.

5. MEDICAL ASSESSMENT

Date of this assessment

Clinical findings

Diagnosis

The injury is consistent with worker’s description of how injury occurred              yes        no        uncertain

The injury is:        a new condition a recurrence of a pre-existing condition

WorkCover WA Approved Form CC1 – v1 [s. 169(1)(a)]
Effective from 1 July 2024

D2024/98297

FIRST certificate of capacity 
Workers Compensation and Injury Management Act 2023

Date form received from employer 

DATE STAMP

ANZSCO (office use only)

Other Employment

Do you have any other job? Y  N      If yes, please give details:
Employer name: Phone no: Hours per week:

Worker please complete

Surname:

Other names:
Address:

Postcode:Suburb/City/Town:

Email:

Daytime contact phone number:

 full time (F)           part time (P) 

       permanent (P)         temporary (T)         casual (C)

Occupation 
(eg first class welder) 

Main tasks/duties performed (eg welding of high pressure steam pipes)

Date of Birth:  

  Male            Female          Unspecified

Preferred language:
(if not English) 

At the time of the injury I was working as a:

direct employee

working director

contractor

employee of 
contractor

sub contractor

visa worker

other

Day of occurrence:   Date of occurrence: Time of occurrence:

Occurrence details

At what address did the occurrence happen? 

Did you have to stop working? Y N  If so when? Date:    Time:
Were you: 
 working – at your normal workplace 

 working from home  

 on work break – at normal workplace

 working – away from normal workplace
 on work break – away from normal 

workplace
 working – road traffic accident

 commuting/journey

 other duty status

Describe the occurrence. Include:

(i) What action was involved (i.e. fall, struck by object) 

(ii) What object/machine/substance was involved (i.e. fumes, door frame)

(iii) The injury or disease caused (i.e. fracture, burn, abrasion)

(iv) The bodily location of the injury or disease (i.e. upper arm, eye)

AM           PM

AM           PM

If other, please specify:

Mechanism

Agency

Nature

Bodily location

WorkCover WA 
Staff Only

Employer please complete
Name of policy holder/employer:                  ABN:
Trading as (if different to above):                
Address:     Postcode: 
Contact person name:     Phone:    Email:
Address of injured worker’s usual workplace or base: Postcode:
Major activity of workplace (eg sheep farming, plumbing):
Date employer received the completed claim form from the injured worker: 
Date employer sent the claim form and Certificate(s) of Capacity to insurer: 

Insurer please complete
Insurer name  

Claim number  

ANZSIC Code  

Policy number  

WorkCover number  

Has employer contacted  
medical practitioner              Y         N

Workers Compensation and Injury Management Act 2023

Workers Compensation Claim Form

WorkCover WA Approved Form CF1 – v1 [s.25(2)]
Effective from 1 July 2024

D2024/95685

Attach separate sheet if more space is required

If more than one employer, please attach details on separate sheet

Estimated time off work:
 less than one day
 1-4 work days (inclusive)
 5-9 work days (inclusive)
 10-20 work days (inclusive)
 more than 20 work days
 fatality

Who can make a claim?
You are entitled to make a claim if you suffer an injury from employment and are defined as a worker.

What happens if you don’t agree 
with the insurer’s decision?
Your employer’s insurer has an internal 
dispute resolution process. You can 
approach the insurer to re-examine their 
decision.
In addition, WorkCover WA provides 
assistance regarding resolving disputes.
To find out more about having a dispute 
resolved or for general information 
about workers compensation and injury 
management contact WorkCover WA’s 
Advice and Assistance line on  
1300 794 744.

How to claim:

No entitlements are payable 
unless liability decision notice 

not given in time

No entitlements are payable – 
you can dispute this decision

Workers compensation 
entitlements are payable

Seek first aid and report the injury to your employer

Fill out the inside pages of this form and give it  
and your First Certificate of Capacity to your employer.

Your employer must complete their part of the claim form and give it together with the  
First Certificate of Capacity to their insurer within 7 days of receiving the claim form.

The insurer has 14 days to assess the claim and make a decision to do one of the following

Accept the claim Not accept the claim Defer making a decision

See a doctor of your choice as soon as possible and get a Certificate of Capacity.  
This is known as a First Certificate of Capacity in the workers compensation system.

Workers Compensation Claim Form 

Workers – Keep this section for your information

What happens when my claim is deferred?
An insurer or self-insurer can defer making a decision 
on your claim if they need more time to make a 
decision. 

Insurers and self-insurers must give you either a 
liability decision notice or a deferred decision 
notice within 14 days of receipt of the claim. If neither 
of these notices are given within 14 days, liability is 
taken to be accepted.

If a liability decision notice cannot be given within 28 
days of receipt of the claim, provisional payments will 
become payable.

While your claim is being assessed, consider using any 
accrued leave (sick leave or annual leave) to provide 
you with interim financial support. If your claim is 
accepted, any leave you have used will be reinstated by 
your employer. 

WorkCover WA is the government 
agency responsible for overseeing 
the Workers Compensation and Injury 
Management Act 2023.

First steps

Seek first aid 
and report 
the incident 
to your 
employer.

Your employer contact:

Name: 

Contact information:




