REPUBLIC OF NAMIBIA Form 16

SOCIAL SECURITY COMMISSION

SOCIAL SECURITY ACT, 1994
Cnr. A Klopper & J. Haupt Streets — Khomasdal

The Chief Executive Officer Telephone02899
Social Security Commission Fax: 211765 /212322
Private Bag 13223
Windhoek INALL CORRESPONDENCE QUOTE
Namibia
CLAIM FOR SICK LEAVE BENEFITS
(Section 30/Regualation 10)
TO BE COMPLETED IN BLOCK LETTERSBY THE CLAIMANT:
1. Social Security registration NUMDEI: ... ... e e e e e e e e e re e e a e ee e e anas
P2 U1 0 =0 = T
3. Previous surname (in case of change of surmantier which registered): ..........c.ccooiiiiiiiiiiii e,
T e 651 0 T T 0T P
5. Dateof birth: ................cceeeivvivveeen . 60 ddentity nureh. ..o (if any)
A = 11 o 1o ) 0 101 ] 1= PP (if any)
S T 0 1 £ L [0 L=
LS B 0 = T N (o | =2
10. Telephone number: ...............eeveveeen 11 Facsimile t@m Lo,
12. Method of payments: | Cheaue Bank transfe
13. If benefits are not be transferred to BanBuwitding Society account indicate:....................c.oe.ee.

(@) Name of financial INSHLULION ... ....iiit i e e e e e e e e e ee
(D) NAME Of DraNCRN ... ... e e e e e e e e e e e e e ee e e eas
(C) BranCh NUMDET: .o e e e e e e e e e e e e et
(o ) I Ao oo 11 ] | A 10 0] 0T
() TYPE Of @CCOUNL. ... ettt et e e e e e e e e e e et e et e e e e e aeeae e eas
() Holder of account: own Hushand W

14. Are you entitled to any remuneration or congad¢ion in respect of any period for which you dydtor

sick leave benefits in terms of Social Sigukct, 1994:

Yes Nc If “Yes”, state particulars of nature thef and amount: ..................

| certify that the above particulars are true aoterct.

C

LAIMANT DATE

Please turn over



MEDICAL CERTIFICATE TO BE COMPLETED BY A MEDICAL PRACTITIONER:
Ly e e e e e e e e e e e e e e e e e e (full names,

2. SUMAME: ....c.ceiiiiieiiiieie e ene e een e a . Pr@ctice number ...........................hereby certify
A e e e e e e e e (NAME OF pEENT)
has been under my treatment from ..........................20......0...t.................20............. and that
he/She IS SUMEIING frOM: L. e e e e e e et e erm e e e e eens
disease or injury to be stated as far as possibatem-technical terms with concise particularsoasistory,
symptoms and severity, and ascertainable cause).

Further certify that he/she is in consequence @ntabperform his/her duties and | consider it eakfor

recovery of his/her health and he/she should heaseel from ..., 20..........
TO o200 fOF the PUIPOSE OF e e

Medical Practitioner Date
TO BE COMPLETED BY THE EMPLOYER:

I N F= T g o3 o) =1 0T ] [0V S
Social Security registration NUMDET: ... ... e e e e e
Monthly income of employee: NF ... e e e e

Date of commencement Of SICK [@aVE: ... ..o
Date on which unpaid sick leave COMMENCEA: ......couereiii e e e e e e

ablrwn

Ly e e e e (full names and capdy)certify that
the above particulars are true and correct.

* Attach proof of latest social security contribaris/deductions from member’s salary.

EMPLOYER OFFICIAL STAMP DATE
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