
Full name of Applicant (Person to be Insured)   Please print clearly

Mr/Mrs/Miss: ................................................................................................................................................................................................................................................................................

Full postal address: .......................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................................................................State: ................ Postcode: .......................

Date of Birth:           /                 / Sex: (Please Tick)   Male: Female:

Home Phone: (           ) ....................................................................Work Phone: (           ) ........................................................... Mobile Phone: (           ) ............................................................

Employer/Company/Name: .........................................................................................E-mail address: ........................................................................................................................................

Occupation/Classification: ...........................................................................................................................................................................................................................................................
COOLING OFF PERIOD:  You may return this Policy to us within 14 Days of the date we enter into it provided that no right or power under your Policy has been exercised. (e.g. No claim has been made). Where You 
return it within the above 14 day period we will cancel the Policy and give you a full refund of premium. Please note You still have cancellation rights that You can use after this period expires.

DECLARATION:  (to be completed by the Policy Owner or Insured Person whichever is applicable). The proposed Policy owner and the Insured Person states as follows:

 I declare that on the date shown below with my signature I am actively performing my occupation duties with .................................................................................................................................................................................

Date: / / Signature of Insured Person:  ...............................................................................................................................................................

Application Form  
INSURED PERSON DETAILS  to be completed by the person to be insured by this Policy

WageCover Outside Working Hours
Accident Income Protection Plan – Application

WageCover Outside Working Hours
Accident Income Protection Plan – Authority to Deduct

Date of issue: 1/7/2005

I,

Surname: ......................................................................................................................................................................................................................................................................................

Given Name: .................................................................................................................................................................................................................................................................................

Staff Nº: Pay Group:

Authorise my employer:  ................................................................................................... to deduct an amount of:

from my wages and remit this amount to WageCover Australia Pty Limited (ABN 31 070 231 748) PO Box 590 Newport NSW 2106. The Plan will be subject to an annual review, which may or may 
not result in a change to the weekly/fortnightly premium. 30 days written notice of any such change will be advised.

  Employee Signature:  ...............................................................................................................................................

PLEASE RETURN SIGNED APPLICATION FORM TO: 
WageCover Australia Pty Limited  ABN  31 070 231 748  AFSL 246276  PO Box 590 NEWPORT   NSW   2106 

T: 02 9979 8366 F: 02 9979 7902  E: wageco@ozemail.com.au
Underwritten by certain underwriters at Lloyd’s

$ per week/fortnight


