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PO Box 1112

Houghton

2041

Telephone 0861 327 222 (0861 FASACC)

Fax 011 643 5536
CLAIM FOR REDUNDANCY BENEFIT – PART 1
To be completed by the claimant

The issue of this claim form does not imply an admission of liability by the Company.

Only a fully completed and signed claim form can receive our further attention

Policy Number …………………………………………….. Effective Date
……………………………….

Name of Policyholder …………………………………………………………………………………………...

Postal address …………………………………………………………………………………………….……..

……………………………………………………………… Telephone number (daytime) ………………….

Employer's name and postal address …………………………………………………………………………

………………………………………………………………………………………………………………...……

Telephone number ……………………………….
Fax number ……………………………………..………

When did you start work there? ……………………………………….

When did you last work there? ………………………………………..

When were you first advised that your employment was to cease? ………………………………………

Why were you made unemployed? …………………………………………………………………………..

What was your position with the employer? …………………………………………………………………

How many hours a week did you normally work? …………………………………………………………..

Have you applied to the Unemployment Insurance Fund for benefit?   Yes/No

If No, why not? ………………………………………………………………………………………………..……..

Have you found another job?    Yes/No   If yes, when did or will you start? ………………………………….

DECLARATION

I hereby declare and warrant that the information given in this claim form is in every respect complete and true.

I authorise my past employers, my bank, the unemployment insurance fund or any other person or institution to provide Flexible Accident & Sickness Acceptances with any information they may require relating to my employment history and this claim.   I agree that this consent shall remain in force at all times, and that a photo-copy or fax of this declaration shall be accepted as the original.

Signed by the Insured or his/her legal representative ………………………………………………………….

Date ……………………………………..

Please attach a copy of the letter advising you of the termination of your employment, and have Part 2 of this form completed by your employer.

CLAIM FOR REDUNDANCY BENEFIT – PART 2
To be completed by the employer

Full name of employee ………………………………………………………………………………………………….………

When did this employee start working for you? …………………………………

Was the position permanent 

Yes/No 
seasonal

Yes/No

Was the position  part time

Yes/No
full time


Yes/No

If the employee was on a fixed term contract, what were the dates? 
From ……………….
To ……………….

Had the employee previously worked for you?    Yes/No   If yes, please gives dates ……………………………………

Why was the employee's job terminated? …………………………………………………………………..…………………

When did you first tell the employee that the job might be terminated? ……………………………..…………………….

When did you confirm that the job would be terminated ……………………………………………….…………………….

Did you offer an alternative position?   






Yes/No

Was the job termination voluntary on the part of the employee?



Yes/No

Was the job terminated as a result of:

Fraud, dishonesty or misconduct by the employee



Yes/No

Strike in which the employee took part, or lock-out by you


Yes/No

The employee's sickness, disease, injury or medical condition

Yes/No

On what date did the employee last work for you? …………………………………

Your company name and postal address ………………………………………………………………………

……………………………………………………………………………………………………………….………

Telephone number ……………………………….
Fax number ………………………………………………

Your name ………………………………………………….  Position ………………………………….………

I declare that all statements made in Part 2 of this form are true.

Signed ……………………………………………………………. 

Date …………………….……

Company Stamp:

