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Make an Unemployment Claim 
 
Thank you for contacting Swann Insurance 
 
You must have access to a printer in order to access this form. If you do not have access to a printer 
please contact our office on 1300 657 382 and an alternative will be sent. 
 
HOW TO COMPLETE YOUR UNEMPLOYMENT CLAIM FORM 
 
Your claim form must be completed in full. An incomplete form may cause delay in the 
assessment of your claim. 
 
Please ensure: 
 

• You (the insured) complete the front page and the first box on the second page of your 
unemployment claim form. 

 
• That you (the insured) and a witness have both signed and dated your claim form. 

 
• Centrelink completes the “Certificate of Centrelink/Job agency” section on your claim form. 

 
• Your last employer completes the “Employer’s Declaration” section of your claim form. If you 

experience difficulties in completing this section, please attach a copy of your “Employment 
Separation” certificate to your claim from. 

 
• If your employment ceased more than three (3) months ago, a letter is attached to your claim form 

detailing the reason(s) for the late lodgement of your claim. 
 
Other useful information 
 
If you have submitted your claim form and it has been accepted by Swann Insurance, we will require you 
to provide ongoing confirmation of your unemployment in order for us to maintain continuous payments to 
your financier. 
 
Please advise us on 1300 657 382 if you return to any form of employment during the period you are 
claiming for. 
 
It is important that all questions are correctly and fully answered by the policy holder. This will 
enable Swann Insurance to proceed with the processing of your claim; delays could occur if the claim is 
completed by someone other than the policy holder or if insufficient information is supplied. If for some 
reason the policy holder is unable to complete this form, please contact the office to discuss options. 
 
Third Person authority to enquire 
 
If you wish to provide authority for another person to discuss your claim on your behalf, please complete 
the attached authorisation and return with your completed claim form. 
 
Fax: 1300 657 370 
Email: swann.cci.claims@swanninsurance.com.au  
Post: Locked Bag 3274 
Melbourne VIC 3001  
 
 



involuntary unemployment Claim Form

your personal details

Insurer: Swann Insurance (Aust) Pty Ltd ABN 80 000 886 680. 
All questions must be answered.  
Please print and indicate  3  where applicable. If there is insufficient space, please write on a separate sheet and attach to this form. 

important note
Please ensure that you have answered all questions relating to yourself and arrange for Centrelink/Job Agency Certificate 
and Employers Declaration to be completed. Please note that an incomplete claim form will cause delay in assessment. 
Please forward your completed claim form to Swann Insurance within 14 days of the occurrence. 
Please notify Swann Insurance when you recommence employment.

Title (e.g. Mr/Mrs)	S urname	 Given names	 Date of Birth	

Postcode

Address 

/              /

resigned	 retrenched	d ismissed	 end of contract	m ade redundant	t emporary

on what basis were you employed at POLICY commencement date?

resigned	 retrenched	d ismissed	 end of contract	m ade redundant	t emporary

Full time	 casual	p art time	 contract	 seasonal	t emporary

claimant’s statement

Address 

telePhone no.
(         )

Date employed 

/              / /              /from to

occupation

on what basis were you employed at POLICY commencement date?

what was your reason for leaving this employment?

other please give explanation

name of last Employer

Postcode

name of employer prior to last employment

Postcode

Address 

telePhone no.

(         )

Date employed 

/              / /              /from to

occupation

Full time	 casual	p art time	 contract	 seasonal	t emporary

what was your reason for leaving this employment?

other please give explanation

name and Date of Birth of any other person listed on policy	

E-Mail telePhone no.
(         )



Full time	 casual	p art time	 contract	 seasonal	t emporary              AVERage hours/week worked

I hereby declare that:
1.	I am the person insured by Swann Insurance (Aust) Pty Ltd and referred to in the foregoing particulars.
2.	I agree that if I have made, or in any further declaration which Swann Insurance (Aust) Pty Ltd may require of me, shall make, any false declaration 

or statement in support of my claim my right to any Benefit shall be forthwith forfeited.
3.	I authorise the Centrelink/Job Agency or any person or firm who has employed me, to furnish to Swann Insurance (Aust) Pty Ltd any information it 

may request in respect of my employment and unemployment.
4.	To the best of my knowledge and belief the information in this form is true and correct and I have not withheld any relevant information.
5.	I consent to Swann Insurance (Aust) Pty Ltd using my personal information I have provided on this form for the purpose of processing my claim. 

I understand that if I choose not to provide the required details, this is my choice, however, Swann Insurance (Aust) Pty Ltd may not be able to 
process my claim.

Swann Insurance is a member of the insurance industry‘s independent Financial Ombudsman Service (Service). This Service is provided to the public at no cost and aims to resolve claims 
complaints quickly and informally if Swann Insurance is unable to resolve your complaint. You should first take up your complaint with Swann. In most cases, the problem will be resolved easily.  
If you are not satisfied with the outcome you may contact the Financial Ombudsman Service Limited in your state for advice and assistance in resolving your claim.

FINANCIAL OMBUDSMAN SERVICE toll free telephone number: 1300 780 808.

declaration

Signature of Insured	S ignature of Witness	 Date

/              /

certificate of centrelink/job agency

SI-00-00-02-00-1010-00 
G2363

PRN_D465

No   Y   es         is the claimant registered as a jobseeker?

Signature of authorised officer	b ranch stamp	 Date

/              /

employers declaration (to be completed by the last employer)

Date employed 

/              / /              /from to

name of employee

if the claimant is receiving job search allowance/unemployment benefits, please complete the following:

/              /

if the claimant is not receiving job search allowance/unemployment benefits, please advise the reason why 

this is to certify that (full name)  

of (address)  

was registered as being unemployed on (date) 
    

  allowance/benefits of  

per   were granted from (date)    and have been paid to (date)  

/              /

/              / /              /

Swann Insurance (Aust) Pty Ltd ABN 80 000 886 680 AFS Licence No. 238292
Locked Bag 3274  Melbourne VIC 3001  t 1300 657 382  f 1300 657 370  e swann.cci.claims@swanninsurance.com.au

Signature 	p osition	 company name (please affix company stamp if available)

employment was terminated due to:	m isconduct                REASON

SHORTAGE OF WORK                   EMPLOYEE ceased work voluntarily

on what basis were THEY employed?

$



 

Third Person Authority to make and receive claims enquiries in 
relation to my claim 
 
If you wish to provide authority for another person to discuss your claim on your behalf, 
please complete the following authorisation and return with your completed claim form. 
 
I , __________________________________________________________ (name) of 

____________________________________________________________ (address), 

freely give permission for: 
 

Name: _____________________________________________________  
 
Address: _____________________________________________________  
 
Contact Ph. No.: _____________________________________________________  
 
to contact and be contacted by Swann Insurance (Aust) Pty Ltd to discuss information 
relating to and about my disablement claim, (number ____________________). 
 
I know that I may request a copy of this authorisation. I agree that a copy of this 
authorisation shall be as valid as the original. 
 
I understand that this authorisation shall be valid until my claim is processed and 
finalised, and that I have a right to revoke this authorisation by written notification to 
Swann Insurance. 
 

Signed by ………………………………………………………………………………………… 

Print name ………………………………………………………………………………………... 

Dated ……………………………………………………………………………………………… 

Witness signature ……………………..………………………….………….………………….. 

Print name ……………………………………………………………..…….…………………... 

Dated ……………………………………………………………………………………………… 
 

Swann Insurance (Aust) Pty Ltd ABN 80 000 886 680 

Locked Bag 3274 Melbourne VIC 3001   t 1300 657 382  f 1300 657 370  e swann.cci.claims@swanninsurance.com.au 
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