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NATIONAL INSURANCE - GUYANA
Claim for Invalidity Benefit

WARNING:- Any person who knowingly makes a false statement or false representation for the
purpose of obtaining any payment for himself or for some other person under the National Insurance
and Social Security Act, 1969, or produces or furnishes any document or information which he knows
to be false in a material particular, renders himself liable to prosecution.

Note: A claim for Invalidity Benefit cannot be made unless a person is an invalid.
An invalid is defined by Regulation 2 (4) of the National Insurance and Social Security (Benefit)
Regulations, 1969.

As a person who:-
a) is incapable of work otherwise than as a result of employment injury;
b) has been so incapable for a continuous period of not less than 26 weeks; and
c) is likely to be permanently so incapable).

Name of Insured Person .............................................................................................................................
(Block Capitals) (Surname) (Other Name)

Date of Birth ................................................................ N.I. No.

Address ........................................................................
.........................................................................

Name of Last Employer ..............................................................................................................................
Address .......................................................................................................................................................

Answer all Questions

(1) How long have you been continuously incapable of work? ......................................................
(2) What is the nature of your illness or disease? ............................................................................
(3) Why do you consider yourself permanently incapable of work? .............................................

..........................................................................................................................................................
(4) Are you now receiving Sickness Benefit? ...................................................................................
(5) If so, for how long have you been receiving it? ..........................................................................

I declare that the information given is true
and correct to the best of my knowledge and
belief.
.............................................................................

Signature of Claimant
................................................................ 20 .......
(If claimant cannot sign, he should make his
mark which should be witnessed).

Signature of Witness to mark ....................................................
Address .......................................................................................
Date ......................................................................... 20 ...............


