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EMPLOYER’S STATEMENT 
 
To be completed by an authorised signatory or trustee of the scheme.  Please answer each question in full – do not use a dash, correcting fluid or 
leave any fields blank.  If not applicable, write N/A 
 

Scheme name:       

Employer’s name:       

Member’s full name:       

Member’s ID number:       
 
Benefit/s being applied for (Please tick the appropriate box): 
 

 Occupational Capital Disability     Progressive Capital Disability 
 

 Occupational Income Plus Plan     Progressive Income Plus Plan 
 

 EduCator Benefit 
 

EMPLOYMENT DETAILS 

 

A) Date on which the member commenced service with the employer       

B) Date on which the member first became eligible for membership of the scheme:       

C) Prior to the date of incapacity, was the member employed by you in a full-time capacity?     Yes            No 
 
     If not, please explain: 

      

      

      
 
D) What was the member’s main occupation?  (Please enclose a detailed job description) 

      

      

      
 
E) What do you believe to be the cause of the member’s impairment? 

      

      
 

F) Is the member presently working?    Yes            No 

     If yes, in what capacity, part-time or full time?       

 

 If part-time, state the percentage of normal working hours the member is working:     

 Provide details of the occupation that the member is now able to perform: 

      

      
 
G) If the member is presently employed but has been unable to work due to a functional impairment, provide details of the period that he was  
     absent from work:  

     From       To       

 
     (Please attach the member’s sick leave record and medical certificates) 
 

H) If not at work, on what date was the member last at work?       
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I) Do you expect the member to return to work?    Yes            No 
        
    Please supply details: 

      

      

      
 

INCOME DETAILS 

 

A) State the member’s monthly earnings immediately prior to becoming disabled:  R       

B) State the member’s monthly salary advised to Liberty Life for the purpose of the scheme: R       

C) Until what date has the member’s salary been paid?       

 
D) Please provide full details of any benefit, salary, pension or remuneration which has been or may be payable to the member from any  
     source during his disability (e.g. benefits from this scheme, Injured employee’s compensation, reduced salary, etc.)  

      

      

      
 
E) Does the member have an outstanding housing loan secured against his retirement benefits?   
    (This question must be answered)       Yes            No 
 

F) Employee’s tax number:        

G) Tax office to which the last tax return was rendered:        

 
REASONABLE ACCOMMODATION PROGRAM IN TERMS OF THE LABOUR RELATIONS ACT 

 
(Please supply details of measures already instituted to accommodate the member in the workplace.  If space insufficient, kindly attach separate 
document) 

      

      

      

      

      
 

DECLARATION 

 
I, the undersigned, in my capacity as the authorised signatory or trustee of the scheme, hereby notify LIBERTY that by reason of the impairment 
described above, the member has been prevented from pursuing his normal occupation for remuneration or profit.  This statement is in support of 
the member’s claim for payment of benefits under the above scheme. 
 
I hereby declare and warrant that the above answers are true and correct, that no material information has been withheld or omitted and that the 
member described above was eligible for membership of the scheme at the date on which the impairment commenced. 
 

Date:        
 
  
      

Authorised Signatory/Trustee’s name  Signature 
 
 
      

Witness’s full name:   Signature 
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