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 FORM ONE
Application by Worker for Medical Examination

WORKERS’ COMPENSATION (DUST DISEASES) ACT 1942





PERSONAL DETAILS
Please ensure that ALL the questions are answered to assist us in processing your claim in a timely manner.
If you have any questions about this form you may telephone us toll free on 1800 550 027 or (02) 8223 6600

1. Your Full Name (Use BLOCK LETTERS)

               Mr                  Mrs                     Miss                    Ms

 Family Name: 

 First Name:   

 Second Name(s):

2. Birth Details 
 Gender (please tick ✓)                      Male                    Female

 Date of Birth:          Country of Birth: _____________________________

3. Do you require an interpreter?  

  Yes:  Language____________________________   No

4. (a) Home Address (the address where you live)

 Street Number:                                    Street Name:  
 
 Suburb:                                                    State: 

 Postcode:            Country: 

 (b) Postal Address (If same as above write ‘AS ABOVE’)

 Street Number:                                    Street Name:  
 
 Suburb:                                                    State: 

 Postcode:            Country: 

5. Contact Details
 
 Home:              Mobile: 

 Business:          Fax: 

 Email: ___________________________________________________________________________________
 
6. Marital Status

   Single                   Married              Divorced                 De facto                 Widowed

 Name of Partner (if applicable): ______________________________________________________________

File No: 

For Office Use Only

 Date Entered: 

      D         D           M         M           Y           Y            Y           Y

     D          D          M          M           Y           Y           Y           Y

WMX
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D        D       M        M       Y        Y        Y         Y

D        D       M        M       Y        Y        Y         Y

D        D       M        M       Y        Y        Y         Y

MEDICAL DETAILS

7. Do you know whether you suffer from any dust-related disease or condition? (please tick ✓) 

            Mesothelioma   Lung Cancer  Unknown 
            
            Other (specify)  _______________________________________________________________ 

8. Details of Current Doctor / General Practitioner

 Doctor’s Full Name: _________________________________________________________________

 Street name: _______________________________________________________________________________  

 Suburb: __________________________________  State: _____________  Postcode: ______________

 Country: ________________________________ Telephone No: (   ) __________________________

 Date last seen:   

9. Details of Current Respiratory Physician / Specialist (if applicable)

 Respiratory Physician / Specialist’s Full Name: ____________________________________________

 Street name: _______________________________________________________________________________  

 Suburb: __________________________________  State: _____________  Postcode: ______________

 Country: ________________________________ Telephone No: (   ) __________________________

 Date last seen:   

10. Details of Oncologist (Cancer Specialist) / Surgeon (if applicable)

 Oncologist / Surgeon’s Full Name: ______________________________________________________

 Street name: _______________________________________________________________________________  

 Suburb: __________________________________  State: _____________  Postcode: ______________

 Country: ________________________________ Telephone No: (   ) __________________________

 Date last seen:   

11.  Do you give permission for the DDB to provide the results of your medical examination to your   
treating doctor? 

 (Please tick ✓)           Yes           No

12. Have you had any NON-OCCUPATIONAL dust exposure? (eg. During home renovations etc) If yes,  
 please specify

 (Please tick ✓)           Yes  _________________________         No           Unsure 
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 ASSISTANCE GIVEN TO COMPLETE THIS APPLICATION

1. If assistance is required in completing this form please complete either A. B. or C. of the following:

 A.   The details in this application form were completed by me on behalf of the Applicant and the  
 contents of the Application and the Board’s Privacy Disclosure Statement were read by me to  
 the Applicant and the Applicant indicated his/her consent and the truth of the answers  
 contained herein.

  Signature of DDB Officer: ________________________________________________________

  Print Name: ___________________________________________________________________

  DDB Position:  _______________________ ________     Date:   

 B.   The details in this application form were completed by me on behalf of the Applicant and the 
contents of the Application and the Board’s Privacy Disclosure Statement were read by me to the 
Applicant and the Applicant indicated his/her consent and the truth of the answers contained 
herein.

  Signature: _____________________________________________________________________

  Print Name: ___________________________________________________________________

  Relationship to Applicant:  ________________________   Date:   

   (e.g. Legal representative, spouse, partner, family member over the age of 18 years authorised by a  
 Power of Attorney or appointed as Guardian)

 C .   I assisted in the completion of this application form by reading the questions to the Applicant in 
the _____________________ language and translated his/her responses to each question from 
the _____________________language to the English language.  The Applicant indicated his/her 
consent and the truth of the answers contained herein.

   I also read the Board’s Privacy Disclosure Statement to the Applicant in the _________________  
 language.

  Signature of Interpreter/Translater:  ________________________________________________

  Print Name:  ____________________________________   Date:  

D        D       M        M       Y        Y        Y         Y

D        D       M        M       Y        Y        Y         Y

D        D       M        M       Y        Y        Y         Y
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DECLARATION BY APPLICANT

1.   I hereby declare that the information supplied and the replies given in this application are, to the 

best of my belief, true in every respect.

  I am aware that the regulations under the Act provide that an Applicant who fails without just cause 

or excuse to furnish full and correct information regarding his/her industrial or medical history or 

dependents or other material matter when required by the Workers’ Compensation (Dust Diseases) 

Board or the Medical Authority shall be liable to a penalty under the Act.

  I acknowledge that I have been given, have read or have had read to me a copy of the Board’s Privacy 

Disclosure Statement and I authorise the Dust Diseases Board to collect, hold and use my personal 

information in accordance with the Board’s stated privacy policy for the purposes of processing 

my application for medical examination and compensation. I acknowledge that the Dust Diseases 

Board may use my information for the purposes of investigation and assessment of other claims 

involving the same employers. 

 

 Signature of Applicant

 _____________________________________ 

 Date

 

  

Name of Witness

____________________________________

Signature of Witness

____________________________________

Relationship to Applicant:

____________________________________

Telephone Number:

____________________________________

D        D       M        M       Y        Y        Y         Y

2.   Do you give authority for another person to provide information and/or make enquires on your behalf?

 (Please tick ✓)           Yes, give details below           No

 Name of Authorised Person: ______________________________________________________________

 Relationship to Applicant: ________________________________________________________________

 Address: ______________________________________________________________________________
 
 _____________________________________________ Phone Number: __________________________
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3.   The Dust Diseases Board is involved in research into dust diseases. Some people applying to the DDB 
may be suitable candidates for particular research projects. These research projects are all approved by 
a properly constituted research ethics committee. Are you willing to be contacted by researchers?

 (Please tick one box only ✓)

   Yes, I am willing to be contacted by researchers
 
   No, I am not willing to be contacted by researchers

 Please Note

 •   If you agree to be contacted, that does not mean you will  have to agree to a particular research project. 
You can consent or refuse consent for any research project.

 •   The DDB guarantees that your decision about being involved in research will not have any effect on your 
application for compensation

 This form should be addressed to: 

 Workers’ Compensation (Dust Diseases) Board 

 Level 2 

 82 Elizabeth Street 

 SYDNEY  NSW  2000

  Telephone:  (02) 8223 6600 

Facsimile:  (02) 8223 6699 

Toll Free:  1800 550 027

  Email:  enquiries@ddb.nsw.gov.au 

Web:  ddb.nsw.gov.au



Level 2 
82 Elizabeth Street
Sydney NSW 2000

Telephone: (02) 8223 6600
Facsimile: (02) 8223 6699
Toll Free: 1800 550 027

Email: enquiries@ddb.nsw.gov.au
Web: www.ddb.nsw.gov.au
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PRIVACY DISCLOSURE STATEMENT

 Please detach this page for your records.

 Your Right to Privacy:
  The DDB collects personal and health information about you in order to assist us in assessing your 

correct entitlements to workers’ compensation payments and other associated benefits such as 
assistance with the payment of medical and hospital treatments. 

  As a NSW Government Agency the DDB is bound to protect your privacy under the Privacy and 
Personal Information Act 1998 and the Health Records and Information Privacy Act 2002.  These 
Acts provide you with a number of rights including:

 •  The right to be told why your personal & health information is being collected and whether it can 
be given to anyone else;

 •  Your personal & health information can only be collected for lawful purposes;
 •  The right to request to see what information is held about you and have it corrected if it is 

incorrect, out of date or incomplete;
 •  The right to have your personal & health information stored securely and protected from 

unauthorised access or misuse;
 •  The right to know how your personal & health information is being used.
 •  The right to complain to the DDB if you believe that your privacy has been violated.

 
 Personal and Health Information collected by the DDB:
  Personal and health information collected by the DDB required to assess and administer your 

workers’ compensation claims may include:

 •  Results of any tests or procedures;
 •  Information about your past clinical history (eg. hospital and/or previous test results);
 •  Other health information provided by your treating doctor and/or specialists;
 •  Payment and administrative information such as your tax file number, bank account details, 

earnings from employment, etc;
 •  Information about your dependants including their names, dates of birth, income and 

confirmation of their status as a full time student.
 •  Your employment history, including names of employers and duties undertaken.
 •  Information from third parties such as your treating doctor, specialist, employer, former co 

workers, etc.

 How we use your information:
 The DDB may use your information for the purposes of:

 •  Making an assessment of your health status for the purpose of determining eligibility & 
appropriate rate of workers’ compensation payments;

 •  Assessing any entitlements that your dependants may have to receive workers’ compensation 
benefits as a surviving spouse or dependant child;

 •  Assessing your eligibility to receive assistance with the payment of medical, hospital and 
ambulance related expenses;

 • DDB approved medical research purposes;
 • The DDB’s investigation and assessment of other claims involving the same employers.
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PRIV Accuracy of your information:
  The DDB endeavours to ensure the information about you that we collect, use and disclose is up to 

date and accurate.  We ask that you help us in ensuring the accuracy of your information by keeping 
us informed of any changes to your personal and health information.  

  To ensure that your information is correct and up to date we may sometimes ask that you provide 
us with documentation from third parties to verify the accuracy of your information.

  If you have concerns that information held about you by the DDB is incorrect, out-of-date or 
incomplete please contact the DDB’s Records Management Unit on 1800 727 333.

 Disclosure of your information:
  The DDB may sometimes need to disclose information about you to organisations and individuals 

outside of the DDB for medical, ethical, legal and/or procedural reasons.  These may include:

 •  Consultant medical specialists or organisations outside of the DDB for further advice and/or tests 
relating to your medical condition;

 •  To a representative nominated by yourself to provide or request information on your behalf;
 •  To your legal representative whom you have authorised to act on your behalf;
 •  To your treating doctors and other medical service providers;
 •  To other Government Departments, such as ATO and Centrelink, where legislation requires;
 •  Contractors who (under strict privacy guidelines) assist us in some our business operations eg. 

information technology consultants, administrative personnel, etc
 •  Medicare or your private health fund provider for the purpose of benefits payable.

  In normal circumstances, the DDB will not disclose your personal or health information to other 
individual’s or organisations without first obtaining your consent.

 Storage
  The DDB is committed to ensuring that your personal and health information is stored in a secure 

manner through the implementation of secure information systems and operational policies and 
procedures.  

  Your personal and health information will only be accessible by those persons who require access to 
your information in the course of their employment.

 
 Access to your information:
  You have the right to access your personal and health information held by the DDB.  If you would 

like to access information about you held by the DDB please contact the Privacy Contact Officer 
1800 727 333.

 What to do if you think your Privacy has been breached?
  If you believe that the DDB has breached your privacy in any way you have the right to complain 

by seeking an internal review in writing.    Requests for internal review can be made by completing 
a “Privacy Complaint:  Internal Review Application Form” that can be obtained by contacting the 
DDB.    

  Your complaint will be investigated and a letter of reply will be sent to you within 60 days of 
receiving your complaint.  

  If you are not happy with the DDB’s response to your complaint you can refer the matter to the 
NSW Privacy Commissioner


