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GOVERNMENT NOTICES • GOEWERMENTSKENNISGEWINGS 

DEPARTMENT OF LABOUR 

NO. R.1131 02 SEPTEMBER 2019 

DEPARTMENT OF EMPLOYMENTS AND LABOUR 

UNEMPLOYMENT INSURANCE ACT, 2001 (ACT NO.63 OF 2001) 

CALL FOR COMMENTS ON THE AMENDMENTS TO THE REGULATIONS TO 

THE UNEMPLOYMENT INSURANCE ACT,2001 

I, Thembelani Waltermade Nxesi, MP Minister of Employment and Labour, under 

Section 55 (1) of the Unemployment Insurance Act, 2001 (Act No 63 of 2001 ) intend 

to make amendments to the Regulations to the Unemployment Insurance Act, 2001 

as set out in the Schedule. 

Interested persons or organisations are hereby invited to submit written comments 

on the draft regulations within 14 calendar days from the date of publication. 

Comments shall be forwarded to : 

(a) Post to: 

The Department of Employment and Labour (UIF) 

POBox 1851 

Pretoria 

0001 
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(b) Hand Delivery to: 

The Department of Employment and Labour (UIF) 

Directorate: Legal Services 

230 Lillian Ngoyi Street; 

Pretoria 

0001; 

Any enquiries in connection with the Notice can be directed to M.e. Phathela at 

9omelius.phathela@labour.gov.za. Tel: 012337 1775/1411 or Thembisile Mokoena at 

Thembisile.Mokoena@labour.gov.za: Tel: 012 3371441/1747 

Comments received after the closing date may not be considered. 

T. W. NXESI, MP 

MINISTER OF EMPLOYMENT AND LABOUR 

DATE: 
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SCHEDULE 

Definition 

1. In this Schedule "the Regulations" means the regulations published under Government Notice No. R. 

400 of 28 March 2002 as amended by Government Notice No. 536 of 23 April 2004, Government 

Notice No. R. 823 of 10 August 2005, Government Notice No. R. 948 of 5 October 2009 and 

Government Notice No. R. 1434 of 28 December 2018. 

Insertion of regulation SA in the Regulations 

2. The following regulation is hereby inserted after regulation 5 of the Regulations: 

"Application for parental benefits in terms of section 26B of the Act 

SA. (1) An application for parental benefits in terms of section 266 of the Act must be made 

at an employment office and must be in the form of a complete UI 2.9. 

(2) An applicant for parental benefits, when making the application, must submit -

(a) an identity document; 

(b) a full birth certificate of the child with full details of parents; 

(c) a surrogate motherhood agreement in terms of the Children's Act, 2005 (Act No. 38 of 2005 ); or 

(d) an interim court order placing the child in the care of the prospective adoptive parent pending the 

finalisation of an adoption order in respect of that child; 

(e) details of a valid bank account, in the form of UI 2.8; and 

(f) remuneration received by the employee whilst still in employment, in the form of UI 2.7 " 

Insertion of regulation 5B in the Regulations 

3. The following regulation is hereby inserted after regulation 5A of the Regulations: 

"Application for commissioning parental benefit in terms of section 29B of the Act 

5B (1) An application for commissioning parental benefits in terms of section 296 of the Act must be 

made at an employment office and must be in the form of a complete UI 2.9. 

(2) An applicant for commissioning parental benefits, when making the application must submit -

(a) an identity document; 

(b) a surrogate motherhood agreement in terms of the Children's Act, 2005 (Act No. 38 of 2005 ); 
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(c) details of a valid bank account in the form of UI 2.8; 

(d) remuneration received by the employee whilst still in employment, in the form of UI 2.7; and 

(e) birth certificate of the child with full details of parents." 

Amendment of regulation 6 of the Regulations 

4. Regulation 6 of the Regulations is hereby amended by the insertion of theJoliowing paragraph 

after paragraph (e) of sub-regulation (2): 

"(f) interim court order placing the child in the care of the prospective adoptive parent pending the 

finalisation of an adoption order in respect of that child."": 

Amended forms 

5. Forms 2.1; 2.2; 2.3; 2.4; 2.5; 2.6; 2.7; 2.8; 53 are hereby substituted for the evenly numbered forms 

in the Annexure. 

New forms 

6. Forms 2.1P; 2.2P; 2.3P; 2.4P; 2.9P; 2.12P; 2.9; and 2.12 

Short title 

7. These regulations are called the Unemployment Insurance Act Amendment Regulations, 2019. 
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Identity Document 

I. Surname: 

GOVERNMENT GAZETTE, 2 SEPTEMBER 2019 

UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 
APPLICATION FOR PAYMENT OF ADOPTION BENEFITS 

IN TERMS OF REGULATION 6(3) 

2. Previous surname: (Only if it changed since you current applications) 

3. First names: 

4. Contact Number 

IN THE EVENT OF A CHANGE OF ADDRESS INDICATE YOUR NEW DETAILS 

5. Postal address: 

6. 

7. If you have commenced work indicate date: __ 1 _____ _ 

» NB IF YOUR BANKING DETAILS HAVE CHANGED FORM UI-2.S MUST BE COMPLETED AND SUBMITTED 

I declare that: 

VI·2.4P 

I declare, except as stated in item 7, that I have not worked since the date of my application for adoption benefits and have not been entitled to my normal 
remuneration/or will receive a portion of my normal remuneration as declared by my employer on prescribed form UI-2.7 submitted with my application 
form. 

I furthermore declare that the information given is true and correct. I am aware that it is an offence to willfully make a false statement. 
In the event of an overpayment occurring as a result of this application I undertake that I will refnnd the full amonnt to the Fund. 

Signature of Applicant Date 

NB! ).> THIS FORM MUST BE SUBMITTED TO YOUR NEAREST DEPARTMENT OF EMPLOYMENT AND LABOUR OFFICE. 

).> NO POST DATED FORMS WILL BE ACCEPTED OR PROCESSED. 

).> IN THE EVENT OF YOU RESUMING EMPLOYMENT OR BACK TO YOUR NORMAL WORKING HOURS, YOU ARE REQUIRED 
TO INFORM THE DEPARTMENT OF EMPLOYMENT AND LABOUR IMMEDIATELY AND TO REQUEST THE NEW/CURRENT 
EMPLOYER TO SUBMIT A DECLARATION. 

I ])ale Received 
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UI-2.7 

UNEMPLOYMENT INSURANCE FUND 
REMUNERATION RECEIVED BY THE EMPLOYEE WHILST STll.L IN EMPLOYMENT 

To: The Claims Officer 
Statement in respect of payment made to the undermentioned Contributor who is still in my 
employment but is unable to work due to Illness; Maternity leave; Adoption Leave, Commissioning 
Parental leave. Parental leave or is on Reduced Working Time (RWT) 

Full names of contributor: _____________________________ _ 

1-- [--I] 

Name of Employer: ____________________ _ 

Employers UIF Reference No. 

(A) In terms of section 12(1)b, 19(1),24(2), 26A(1), 27(3) and 29A(1) of the abovementioned Act, 
I hereby certify that the contributor would receive less than 100% of his/her remuneration as 
from 1 1 (full date) due to 

I Parental l Leave 

Commissioning 
Parental leave 
(SURROGACY) 

IlIIn." Leave 

- - -

I Maternity Adoption I ::~~~::lJ ! Leave Leave 
I time . 

------~ - ------------------..,.- - ---
Periods during which different rates of remuneration were received while on leave/RWT Gross remuneration received whilst 

(TO BE INDICATED IN CALANDER MONTHS) on leave/RWT 
(Per month) 

From 

I To 

---~I To r-------------T------------~ 

i From 

-------I::+---~-----t-- ---- ---, From 

From 

From I To J 
i--Fr-o-m---t--------------t-T-o-+----------- ---i---------------

I i---1--- - - - -------------t--- - - -
From To 

From To 

From _1 To ._. ___ _ 
------~--- - ------~ 

(8) The contributor is expected to/has resume/d full working hours on ----1 ___ -'1 __ _ 

SIGNATURE OF EMPLOYER OR AUTHORISED AGENT 

DATE: __ I ___ I __ _ 

EMPLOYER STAMP 
(if available) 
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I. Surname: 

GOVERNMENT GAZETTE, 2 SEPTEMBER 2019 

UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 

APPUCATION FOR PAYMENT OF PARENTAL BENEFITS 
IN TERMS OF REGULATIONS 6(3) 

Identity Document 

2. Previous surname: (Only if it changed since submission of current claim) 

3. First names: 

4. Contact number: 

IN THE EVENT OF A CHANGE OF ADDRESS INDICATE YOUR NEW DETAILS 

5. Postal address: 

6. 

7. (a) Uyou have commenced work indicate date: ___ i 

(b) Name of new employer: _________________ _ Employer Contact number: 

(c) If the Reduced Work Time period has come to an end indicate the date 

~ NB IF YOUR BANKING DETAILS HAVE CHANGED FORM UI-2.8 MUST BE COMPLETED AND SUBMITTED 

I declare that: 

UI-2.9P 

I am unemployed and have not been employed since I last submitted my applications! completed a continuation form and that I have not 
received remuneration or payment in kind for any work performed without notifying the Claims Officer. 
I am on Reduced Work Time (if applicable) 
I am aware of the fact that it is an offence to complete this continuation form while I am in employmentl not on Reduced Work Time without 
informing the Claims Officer that I have resumed work. 
I furthermore declare that the information given is true and correct. I am aware that it is an offence to willfully make a false statement. 

Signature of applicant 

__ 1 __ 1 __ -
Date 

NB! ~ THIS FORM J\.fUST BE SUBMITTED TO YOUR NEAREST DEPARTMENT OF EMPLOYMENT AND LABOUR OFFICE. 

~ NO POST DATED FORMS WILL BE ACCEPTED OR PROCESSED. 

~ IN THE EVENT OF YOU RESUMING EMPLOYMENT OR BACK TO YOUR NORMAL WORKING HOURS YOU ARE REQUIRED 

TO INFORM THE DEPARTMENT OF EMPLOYMENT AND LABOUR OFFICES IMMEDIATELY AlIo'D TO REQUEST THE 

NEWICURRENT EMPLOYER TO SUBMIT A DECLARATION (U1-19). 

Date Received: 
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UI-2.l2P 

1. Surname: 

2. 

3. First names: 

4. Contact Number r--
5. Postal address: 

6. 

UNEMPLOYMENT INSURANCE ACT 63 OF 2001AS AMENDED 
APPLICATION FOR PAYMENT OF COMMISSIONING PARENTAL BENEFITS 

IN TERMS OF REGULATION 6(3) 

Identity document 

IN THE EVENT OF A CHANGE OF ADDRESS INDICATE YOUR NEW DETAILS 

7. Uyou have commenced work indicate date: __ / __ 1 __ _ 

) NB IF YOUR BANKING DET AILS HAVE CHANGED FORM UI-2.S MUST BE COMPLETED AND SUBMITTED 

I declare that: 

I declare, except as stated in item 7, that I have not worked since the date of my application for adoption benefits and have not been entitled to my normal 
remuneration/or will receive a portion of my normal remuneration as declared by my employer on prescribed form U1-2.7 submitted with my application 
form. 

I furthermore declare that the information given is true and correct. I am aware that it is an offence to willfully make a false statement. 
In the event of an overpayment occurring as a result of this application I undertake that I will refnnd the full amount to the Fund. 

Signature of Applicant Date 

NB! ) THIS FORM MUST BE SUBMITTED TO YOUR NEAREST DEPARTMENT OF EMPLOYMENT MlJ LABOUR OFFICE. 

) NO POST DATED FORMS WILL BE ACCEPTED OR PROCESSED. 

) IN THE EVENT OF YOU RESUMING EMPLOYMENT OR BACK TO YOUR NORMAL WORKING HOURS, YOU ARE REQUIRED 
TO INFORM THE DEPARTMENT OF EMPLOYMENT AND LABOUR IMMEDIATELY AND TO REQUEST THE NEW/CURRENT 
EMPLOYER TO SUBMIT A DECLARATION. 
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... UI-53 
labour 

lJlF Department: 
Labour 
REPUBLIC OF SOUTH AFRICA 

NOMINATION FORM FOR UIF DEPENDANTS BENEFITS (PLEASE NOTE THAT NO ALTERATIONS ARE ACCETED ON THIS 
FORM) 

--::::---,------:--:-::-_----::-__ ---:-____ ' Identity Docum ent 
(Employee's full name & surname) 

I I I I I I I I I I I I I 
Currently employed at UIF Ref Number , hereby 
nominate the below individual(s) indicated to have access to my UIF Dependants Benefits in the event of my death. 

1. SPOUSE I LIFE PARTNER 

Surname Fu" Names Relationship to Date of Birth Identity Document 
employee 

t 

2. CHILD/REN UNDER THE AGE OF 21 ORLEARNER OR DEPENDANT CHILD 

Surname Full Names Date of Birth Identity Document 

- .-. 

-" -

3. NOMINATED BENEFICIARY OF YOUR CHOICE (if more than 1 nominee, the percentage must be allocated per nominee) 

Surname Full Names Date of birth Valid ID/PassportJPermit Relationship to Allocated 
Number 

-
employee percentage 

I 
, 

Total Percentage 100% 

I, the undersigned understand that my circumstances and those of the 
persons shown above as dependents and/or nominees may change. In the event there is a change, I undertake to 
complete and re-submit the form UI·53 to my Employer for submission to the Department of Employment & Labour 

Signed at: on the 

EMPLOYEE'S SIGNATURE 

FULL NAME OF EMPLOYER REPRESENTATIVE EMPLOYERS SIGNATURE DATE 
PLEASE NOTE THA T NO ALTERNA TlONS ARE ACCEPTED ON THIS FORM 



I 

I 

ill-2.1 
UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 

APPLICATION FOR UNEMPLOYMENT BENEFITS IN TERMS OF SECTION 17(1) - Read with Regulation 3(1) and 12(1) B 

Date of Birth (ddlmm/" ) Gender Identill Documel!!-""1' __ r--' -r--;-
I~I ~CCI _. I I : [ ! 0 Male Female 

First N~a!Im~e!s _____________ _ 

-I ...... . ....................... . 

Surname 

Postal Adc:iress 

[ 
f~.!!.~JTelephone No. Postal! 

I codel 
Residential Address Cell No. 

E-Mail Address Fax number Occupation 

I ..... __ J 
Education 

SPECIAl" SCHOOL CERT.! l I 1 I ....... _ .................... -........,.---
BELOW GRADE S i I, 

GRADES-9 

GRADEIO-ll ----- .. ___ LJ 
! GRADE 12 

ABOVE GRADE 12 

Details of previous a.£1!lication if Identh.' Document differs to current. ---.. -

I a) Name and ID No under which you applied: 

FURTHER REQUIREMENTS (NOT MANDATORY TO REDUCED ONLY APPLICABLE TO REDUCED WORK TIME APPLICANTS IMPORTANT: READ THIS SECTION BELOW: 

WORK TIME) 

1. Are you registered as a work,eeker with a l.abour 1. Are you currently employed? Yes No I dedare that I am I was unemployedll am working reduced hours from 

y "'-", ... _ .... 
(indicate date). 

Centre established by the DOL? 2. Are! Were you on Reduced Work Time? Yes No ~- .. _ ... 

In the event of my application being successful, the Claims Officer will 
authorise the payment of benefits. 

3. Has your employer completed a UI·2.7? Yes No 

I also undertake to inform the Claims Officer as soon as I am re-employed or 
2. Arc you capable ond available for work? receiving "fulVnormal pay" and understand that failure to do so will constitute 

E::_ fraud. 

In the event of an overpayment occurring as a result of any application I have 
3. If you are not capable of and available for work, submitted, I undertake that I wiD refund the full amount to the Fund. 

please explain: 

I declare that the above information is true and correct. DEPARTMENT OF EMI'LOYMENT AND LABOUR 
SIGNATURE m' APPLICANT SIGNATURE m' On'lCIAL Claim approved from --- OFFICE STAMP 

Application refused in terms of _ 

Claim, Officer (please print) '--"-_ ... -.-

"---'-- -

DATE: I I -- Signature ------

DATE: -- I -. __ '_" 
Date 

(fJ 

);! 
~ 
(fJ 

6 
m 
JJ » 
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.--1 
I\) 

(fJ 

m 
"'0 
--I 
m 
~ 
OJ 
m 
JJ 
I\) 

S 
CO 
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o 
.j>. 
I\) 
OJ 
-.,J 
(Xl 

CN 
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UNEMPLOYMENT INSURANCE FUND 

AUTHORISATION TO PAY BENEFITS INTO BANKING ACCOUNT 

To be completed by the Financial Institution (Bank/Post Office) 

Name of account holder ___ -::-::---::-::-___ ----:,----____ -=-=-----=--::-__ _ 
(Full name and surname in block letters) 

Identity Document 
[
- JL -- ~-~ _. ~ _J __ 

Name of Financial Institution 

Branch code Account number 

Indicate with an "X" I Savings account D [Current account Transmission account I 

I Dormant: I Active 

VI-2.S 

I declare that the abovementioned information bo' correct and complete in every aspect and that the 
Unemployment Insurance Commissioner will not be held liable for any incorrect payment which 
might arise due to incorrect/incomplete information ~mpplied by me. 

,------ ----

Name of bank / Post Office official 

-- - -- _._------

Signature of Bank! Post Office Official Bank Stamp 

Date: 

To be completed by the Applicant 

1, _______ _ 
(Full name and surname in block letters) 

Identity Document [ ~-[~ I_J J - __ I __ --'--_-' 
Hereby authorise the Unemployment Insurance Commissioner/Claims Officer to pay my benefits, if 
approved, into the abovementioned account held at the Financial Institution, unless otherwise instructed 
in writing. 

I declare that the information as furnished by the abovementioned Financial Institution is to my 
knowledge accurate and complete. I indemnifY the VIC of any liability in the event of payment being 
made into the provided banking account should this account be incorrect or incomplete. 

Signature of applicant Date 



1. Surname: 

STAATSKOERANT, 2 SEPTEMBER 2019 

UNEMPLOYMENT INSURANCE ACT 63 OF 2001AS AMENDED (VI ACT 10 OF 2016) 

APPLICATION FOR PAYMENT OF UNEMPLOYMENT BENEFITS 
IN TERMS OF SECTION 17(4) READ WITH REGULATION 3 

ldentity Document 

2. Previous surname: (Only if it changed since submission of current claim) 

3. First names: 

4. Contact number: 

IN THE EVENT OF A CHANGE OF ADDRESS INDICATE YOUR NEW DETAILS 

5. Postal address: 

6. 

7. (a) If yon have commenced work indicate date: 

(b) Name of new employer: 

i ____ i 

(c) If the Reduced Work Time period has come to an end indicate the date: 

Employer Contact number: 

) NB IF YOUR BANKING DETAILS HAVE CHANGED FORM UI-2.8 MUST BE COMPLETED M'O SUBMITIED 

I declare that: 

No.42678 15 

UI-2.1P 

• I am unemployed and have not been employed since I last submitted my applications! completed a continuation form and that I have not 
received remuneration or payment in kind for any work performed without notitying the Claims Officer. 

• I am on Reduced Work Time (if applicable) 
• I am aware of the fact that it is an offence to complete this continuation form while I am in employment! not on Reduced Work Time without 

informing the Claims Officer that I have resumed work. 
• I furthermore declare that the information given is true and correct. I am aware that it is an offence to willfully make a false statement. 

I -------
Signature of applicant Date 

NB! ) THIS FORM MUST BE SUBMITTED TO YOUR NEAREST DEPARTMENT OF EMPLOYMENT AND LABOUR OFFICE. 

~ NO POST DATED FORMS WILL BE ACCEPTED OR PROCESSED. 

) IN THE EVENT OF YOU RESUlVIING EMPLOYMENT OR BACK TO YOUR NORMAL WORKING HOURS YOU ARE REQUIRED 
TO IN.'ORM THE DEPARTMENT OF LABOUR OFFICES IMMEDIATELY AND TO REQUEST THE NEW/CURRENT EMPLOYER 
TO SUBMIT A DECLARATION (U1-19). 

Date Received: 



UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 
APPLICATION FOR ILLNESS BENEFITS IN TERMS OF SECTION 22(1) 

Identit ,; Document 
,-----------"; . -- , 

First Names 

Postal Address 

Residential Address 

. Occupa~ol1m 

Education 
I 

Date of Birth I dd!mm /VI' I --- -" -l '---

E-Mail Address 

~~:-11 SPECIAL SCHOOL CERT. 

BELOW GRADE 8 

}Jetruls of previous application if Identit~ Document differs to cllrrent 

a) Name and ID No under which you applied: 

Gender 

Male 
Surname 
[-

··········--r 
Code 

Code -1--

GRADE 12 

female 

~
-- ........ 

ABOVE GRAJlJj;.B..... 

Code rrelephone No i ........... -

Cell No 

I 1-" 
Fax Number 

AREYOUSTII.I.EMPLOYED EJ ~ 
MEDICAL CERTIFICATE (To be completed by a registered medical practitioner) 

NB: IF YOU ARE STILL EMPLOYED, FORM VI 2.7 MUST ALSO BE COMPLETED. 

IMPORTANT: READ THIS SECTION BELOW: 

In the eveut of my application being successful, the Claims Officer will authorise the payment of benefits. I 
also undertake to inform the Claims Officer as soon as I am re-employed and understand that failure to do 
so will constitute fraud. 

In the event of an overpayment as a result of any application I submitted, I undertake that I will refund the 
full amo unt to the Fund. 

Wbere a Proxy was appointed by Doctor or Legal Representative proof must be attached. 

FOR OFFICIAL USE ONLY' 

I declare tllat the above iuformation is true and correct. SIGNATURE OF OFFICIAL 

SIGNATURE OF APPLICANT 

Date: Date: 

I, 

My Registration number is 

is suffering from __ 

am a qualified 

I confinn tbat 

This patient was not capable or performing work from 

Signature Date 

Tel 1\0. Address 

Claim approved from: 

AppliClition refused in terms of: 

Claims officer (please Print): 

Signature: 
~.----.... ------

Date: 

Qualifications 

(optional) 

................. _. __ to ___ ~ 

- Medical Practice Stamp 
(if available) 

Department of Employment aud Labour 

Office Stamp 

... 
Cl 

z 
o .,. 
I\) 
Ol 
---J 
CO 

G) 

~ 
m 
JJ 
Z 
:5: 
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z 
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N 
m 
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JJ 
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S 
CO 
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UI-2.2P 

1. Surname: 

UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 
APPLICATION FOR PAYMENT OF ll..LNESS BENEFITS 

ILLNESS BENEFITS IN TERMS OF SECTION 22 

Identity Document 

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I 
2. Previous surname: (0111), IIir changcd since [he submission of )10111' Cllrrent appiicr,[i()11 
i . i-l~ T- . I i I -c-~-I~ri---rlr-!--

I. I. I ... _ J _ l . _ ... . __ .. _ _ ,-,- r I 
~. .. ~ 

3. First names: 

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I 
4. Contact number: 

I I I I I I I I I I I I I 
IN THE EVENT OF A CHANGE OF ADDRESS INDICATE YOUR NEW DETAILS 

5. Postal address: 

,ll_i I 

7. Date returned to work: ___ I ! 
- ------------

I declare, except as stated in item 7, that I have not worked since the date of my application for illness benefits and have not been entitled to my 
normal remuneration/or will receive a portion of my normal remuneration as declared by my employer on prescribed fonn UI-2.7 submitted with my 
application form. 

I furthermore declare that the information given is true and correct. I am aware that it is an offence to willfully make a false statement. 

In the event of an overpayment occurring as a result of this application for payment I undertake that I will refund the full amount to the Fund. 

__ 1 __ / __ -
Signature of applicant !Proxy Date 

NB: IF YOUR BANKING DETAILS HAVE CHANGED, FORM UI-2.S MUST BE COMPLETED 

Where the fonns are signed by a Proxy attach proof of appointment. 

NB! ~ THIS FORM MUST BE SUBMITTED TO YOUR NEAREST DEPARTMENT OF EMPLOYMENT AND LABOUR OFFICE. 

~ NO POST DATED FORMS "lLL BE ACCEPTED OR PROCESSED. 

~ IN THE EVENT OF YOU RESUMING EMPLOYMENT YOU ARE REQUIRED TO INFORM THE DEPARTMENT OF LABOUR OFFICES 
IMMEDIATELY AND TO REQUEST THE NEW/CURRENT EMPLOYER TO SUBMIT A DECLARATION (UI-19). 

MEDICAL CERTIFICATE (To be completed by a regtstered medIca] practitioner.) 

I, _. am a qualified 

qualifications . My registration number is 

I confinn that is suffering from 

This patient was not capable of performing work from to 

Signature: Date: Tel No. 

Address 

Medical Practice Stamp Of ovailabJ 



UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 
APPLICATION FOR MATERNITY BENEFITS IN TERMS OF SECTION 25(1) 

Identitl Document 

I ,: -
First Names 

Postal Address 

Residential Address 

I Occu(1ati01l. 

Education 

SPECIAL SCHOOL CERT, 

BELOW GRADE S 
1::ES-9 

Details ofpr~"i~llsal'1'lication if IdentitLiJocument differs to current. 

a) Name and ID No under which you applied: 

ARE YOU STILL EMPLOYED I YES I ~ 
NO: IF YOU ARE STILL EMPLOYED, FORM ID-2,7 MUST ALSO BE COMPLETED. 

Date of Birth (dd/mmlyy) 
i~'--r -

,[ 

Surname ____ _ 

[ - ~ """ Code rr(!lephoneNo. _. 

Code 

Cell No 

[ Code 1-
E-Mail Address Fax Number 1""""'--

I GRADE 12 , ,- I 
ABOVE G1{,\DE 13.._1 

MEDICAL CERTIFICATE (to be completed by a registered medical practitioner or midwife) 

I, am a qualified Qualifications 

_~l 

My registration number is I confirm that is under my treatment 

IMPORTANT: READ TIllS SECTION BELOW: 

In the event of my application being successi'ul, the Claims Officer will authorise the payment of benefits. I 
also undertake to inform the Claims Officer as soon as I am re-employed and understand that failure to do so 
will constitute fraud. 

In the event of an overpayment occurring as a result of any application I submitted, I undertake that I will 
refund the i'uU amouut of the Fund. 

FOR OFFICIAL USE ONLY' 

I declare that the above information is true and correct. SIGNATURE OF OFFICIAL 

SIGNATURE OF APPLICANT 

Date: Date: 

and is pregnant The expected due date of birth is 

OR 
I confirm that 

Signature 

I Tel No. ---

IM~" 

Claim approved from: 

Application refused in terms of: 

Claims offiter (Please Print): 

Signature: 

Date: I ........................ 

-- -----

Date 

gave birth! stillborn I miscarriage on 

Medical Practice Stamp 
(If available) 

Department of Employment and Labour 
Office Stamp 

... 
CO 

z 
o .,. 
I\) 
Ol 
"'-J 
CO 

G) 

~ 
m 
JJ 
Z 
:5: 
m 
z 
-1 
G) 
}> 
N 
m 
:j 
m 
I\) 

(j) 
m 
"'0 
-1 
m 
:5: 
OJ 
m 
JJ 
I\) 

S 
CO 



1. 

2. 

3. 

STAATSKOERANT, 2 SEPTEMBER 2019 

UNEMPLOYMENT INSURANCE ACT 63 OF 2001AS AMENDED 
APPLICATION FOR PAYMENT OF I\HTERNITY BENEFITS 

IN TERMS OF SECTION 26 

Identity Document 

Previous surname: 'o.n~) !~ it chan'led since tl!e "rl11f5Sion 0/.' our cure'!l an'licatio~!. . . . . . 

, i '.' • i ,LI, iii ~_[ _'_. _1_] 
First names: 

No.42678 19 

UI-2.3P 

I 
.L 

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I 
4. Contact number: 

,- '-.' --:---. '-i--
I :. ~ I 

; r--I . 
.--1-. __ _ 

IN THE EVENT OF A CHANGE OF ADDRESS INDICATE YOUR NEW DETAILS 

5. 

I , 
6. 

I; .1 

R~sittial a~dr~~(ll d:l!e!r~!O~~~r rdrS)r. [-: I jjJ_[~~~' _~. _.·LI.....l. __ ~p_o_s_ta_l_c_7d_-e..JIL-.....l.t_·, Ill! ,_, 
7. Dale returned to work: -_/_-_/ 

8. DECLARATION: 

I declare, except as stated in item 7, that I have not worked since the date of my application for maternity benefits and have not been 
entitled to my normal remuneration/or will receive a portion of my normal remuneration as declared by my employer on prescribed 

, form VI-2.7 submitted with my application form. 

I furthermore declare that the information given is true and correct. I am aware that it is an offence to willfully make a false statement. 
In the event of an overpayment occurring as a result of this application for payment I undertake that I will refund the full amount to the 
Fund. 

/ i ----------
Signature of applicant Date 

NB: IF YOUR BANKING DETAILS HAVE CHANGED, FORM UI-2.8 MUST BE COMPLETED 

NB! );. THIS FORM MUST BE SUBMITTED TO YOUR NEAREST DEPARTMENT OF EMPLOYMENT AND LABOUR OFFICE. 

);. NO POST DATED FORMS WILL BE ACCEPTED OR PROCESSED. 

);. IN THE EVENT OF YOU RESUMING EMPLOYMENT YOU ARE REQUIRED TO INFORM THE DEPARTMENT OF LABOUR 
OFFICES IMMEDIATELY AND TO REQUEST THE NEW/CURRENT EMPLOYER TO SUBMIT A DECLARATION (UI-19). 



UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 
APPLICA nON FOR ADOPTION BENEFITS IN TERMS OF SECTION 26A (I), 27(3) and 29A(I) Read with Regulation 6(1) 

ldentitl' document of child ld_",nti I :~~~m~nt 

J ,I ..... ~,L_J ':_~_,_~=~[~~ 1 
First name 

Postal Address 

Residential Address 

. ()cC:lIl'ation 

Education 

SPECIAL SCHOOL CERro GRADES-9 

BELOW GRADE 8 GRADE 10-11 

I 
Details ofp~~"ioll~lIJlJllication if Identity Doeumellt~if!,,~sf~om current 
aJ Name and Identity number under which you applied: 

E-Mail Address 

[-=" 

ARE YOU STILL EMPLOYED res---

NB: IF YOU ARE STILL EMPLOYED, FORM UI 2.7 MUST ALSO BE COMPLETED. 

NO 

I 1~1 
Date oj Birth (ddlmm/l'l'j L._ " '[ "', Gen d.;oer,---T"C~_ 

L _.; Female, I_~J Male 

Surname 

L~=---
. Code ITelephone",No.=o __ _ 

I I COd~ 
Cell No 

Code [' 
Fax Number 

I 

~
-

GRADE 12 

ABOVE GRADE_l_2 __ ' 

I 
iMPijRTANT:READ THIS SECTION BELOW:- """""""""""""""" .. """", - - """,,-

, In the event of my appliealion being successful, the Claims Officer will authorise tlte payment of benefits. I also undertake to inform the Claims Officer as soon as I am re-employed and understand that failure to do so will 
constitute fraud. 

In th" even(oflln overra~ment as a result ()fa"'~l)J.>Ii<'ation I SUbmitted. I undert,lIll! that I will ... efund the full amou."tto!JIe Fund. 
FOR OFFICIAL USE ONLY' 

I declare tltat tlte above information is true and correct. SIGNATURE OF OFFICIAL Claim approved from: Department or Employment and Labour 

SIGNATURE OF APPLICANT Application ~rused in tenns of: 
Office Stamp 

Claims officer (Please Print): 

Signature: 

Date: Date: 
Date: 1 ___ ,,, 

-'--
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UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 
APPLICATION FOR DEPENDANT'S BENEFITS BY SURVIVING SPOUSE OR LIFE PARTNER IN TERMS OF SECTION 30 Read with Regulation 7(1) 

A. ?ARTICULARS OF DECEASED CONTRIBUTOR: 

[dent;" Document 

I J 
First Names 

----- . 
. Last Residential Address 

Details of previous ~PP.~.~~~~~.~ .. ~.~ .. ~dent~.~.'" Document diff~rs to current 

a) Name and IDI pa,Ysport No ullder which deceased applied: 

B. PARTICULARS OF SURV(vI~G SPOUSE OR LII<'E PARTNER 

ldentil, Document r-- [---1 r 
"Fir~tN;.IJI~·- .~------

····1 

Postal Address 

Residential Address 

E-Mail Address 

pateoLlJi"!A(dd/mm/xU 

I 
Surname 

pateo/Bfh (ddrm/XY11 

Surname 

J 

Gender 

I Male 

Gender 

r~~l~ 

.==r:JFcm~le ._ I 
Date of Death ........... T-

Code 

Female J 

Tel No 
Code I -

Cell No 

COde_··..Li -- I 

I declare that I am one of ... _ surviving spouses or the only surviving spouse or life partner of the abovementioned deceased contributor, 
that I was not divorced from him/her and that information given in this document is true and correct. 

I In the event of an overpayment occurring as a result of this application, I undertake that I will refund the full amount to the Fund. 

I I understand that it is an offence to make a false statement. 

FOR OFFICIAL USE ONLY: 
I dedare that the above information is true and SIGNATURE OF OFFICIAL Claim approved from: Department of Employment and Labour 

correct. Office Sta mp 
Applicytion refused in terms of: 

SIGNATURE OF APPLICANT 
Claims officer (Please Print): 

Signoture: 

Date: Date: l. 
Date: ... - f 

VI-2.S 
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UI-2.6 
UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 

APPLICATION FOR DEPENDANT'S BENEFITS BY A GUARDIAN I DEPENDANT CHILD OR NOMINATED BENEFICIARY IN TERMS OF SECTION 30 READ WITH 
REGULATION 7(1) AND 7(2) 

A. PARTICULARS OF DECEASED CONTRIIlUTORl 

! Ident;, Document_. 

l_~. __ l__· ...... L L 
First Names 

Last Residential Address 

__ ~~s of previous application .~.~J.denti t~· Document differs"""~~"~"!!1 c~~!,ent 

a) Name and Identity Document u.nder whi(;h decease.d applied: 

B. PARTICULAJ!,.<; OF APPLICANT: 
Guardian of a minor child 

Identi1' Document 
. 'j 'r 

fi'irstNames 

Postal Address 

_ Residential Address 

C. CIIILD'S DETAILS: 
First l\ames 

I 
Residential Address 

D. CIIlLD'S DETAILS: 
First Names 
r-······--~ 

Residential Address 

Date 0/ Birth rdd/mm/n') 
. - I - .. r-"-- I 

~~me 

Dependant child 

Date of Birth (ddJmmfl \ , I - ... 
Surname 

I 

SurDame 

I .... 

Surname 

Gender 

l Male 

.. , 
Code I 

Female 

~ 

I Nominated ben:fi~i'ry 

Gender 
~------~--

Male 1 Female ................. J.~ ... _ 

Code 

Code 

Code 

Cod. 

r-.... I 
Date of Death 

T 

Tel No 

I 

! In the event of an overpayment occurring as a result of this application, I undertake that I will refund the full amount to the Fund. 
I understand that it is an offence to make a false statement. 

FOR OFFICIAL USE ONLY: 

I declare that the above information is true and SIGNATURE OF OFFICIAL Claim Dppro ... ~d from: Department of EmpJoyment and Labour 

correct. Office Stamp 
Applkalion rerwsrd in tenns or: -- --~-". 

SIGNATURE OF APPLICANT 
Claims nffi~cr (Plen.se Print): 

Signahlre: 

Date: Date: 
Date: 
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UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 
APPLICA nON FOR PARENTAL BENEFITS IN TERMS OF SECTION 26A (1), 27(3) and 29A (1) Read with Regulation 6(1) 

PLEASE SELECT THE TYPE OF BENEFITS YOU WISH TO APPLY FOR: 
Pa~~tal --;Adlljlti(jn __ ..... --'Co~l1lissionil1g!arel1tal 

Identil\ Document 

i.-=LLI-l---j I 
Identill Document of child 

[~~-1-:r· 
Date 0 1 Birth (ddjmm!\,FJ 
L_LJ_~. __ - Gender I Male __ Female 

First name Surname 

L_ 
Postal Address Code/Telephone No_ 

Code 

Residential Address Cell No ,-
Fax Number .----

Code 

E-Mail Address 

[ 
OCC!! pation 

-I 
Education 

l;;:;:-:-'-!-1----
-I GRADE 12 SPECIAl, SCHOOL CERT. 

BELOW GRADE 8 ABOVE GRADE 12 

Details of previous application if Identity Document differs from =cu=:r:.:r..:en::t=-___ _ 
. a) Name and identity Docum~~t~~d~~ ;"hich you applied: 

ARE YOU STILL EMPLOYED I YE~_ --I NO 

. ]\'B: IF yOlJ,\~E~T!kLEl\<lPI,OYED. FORM UI 2.l1Vl.VST AI,SO BE COMPLETED. 

IMPORT ANT: READ THIS SECTION BELOW: 
In the event of my application being successful, the Claims Officer will authorise the payment of benefits. I also undertake to inform the Claims Officer as soon as I am re-employed and understand that failure to do so will 
constitute fraud. 

In the event of an o.:ye"l'!'~ ment~sllre5ult oIan) application I submitteih!un~~~ake th~tI will refund the full amount to theJ?llud, 
FOR OFFICIAL USE ONLY' 

I declare that the above information is true and correct SIGNATURE OF OFFICIAL ORim approved from: 

SIGNATURE OF APPUCANT Applitaticm refused in terms tJt. 

Claims officer (Please Print): 

Signature: 

Date: / , Date: / ! 
Date: / 

._ .. _ ... -

Department of Employment and Labour 
Office Stamp 

--------

.-
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I 

I 

UNEMPLOYMENT INSURANCE ACT 63 OF 2001 AS AMENDED 
APPLICATION FOR COMISSIONING PARENTAL BENEFITS IN TERMS OF SECTION 26A (1), 27(3) and 29A (1) Read with Regulation 6(1) 

Idcnti!1 Number Identit \ document of child 

I I. . ....... _[1 I ~ [Tl·I I:~~~_ 

First name 

Postal Address 

Residential Address 

Occupation E-Mail Address 

I -] 
--

Education 

SPHCTAL SCHOOl, CERr. GRADE 8-9 
...... ~ .. -.-....... -

BELOW GRADE 8 GRADE 10-11 

Date o}Bit-thLdc!lp",!xzl, 

.~ ....... _I~~. 
Surname 

~:~~j 

=~I 
GRADE 12 

ABOVE GRADE 12 

Fax Number 

I ... 

Gender 
Male "----'I~cFemale 

Code rrelep~()neNo 

Cell No ,------- -

Details of previous application Ide_ntity~()clllDent differs from current 
r . a) Name and Identity document under which you applied: 

ARE YOU STILL EMPLOYED I YES INO I 
NB: IF YOU ARE STILL EMPLOYED, FORM U12.7 MUST ALSO BE COMPLETED. 

IMPORTANT: READ THIS SECTION BELOW: 
In the event of my application being successful, the Claims Officer will authorise the payment of benefits. I also undertake to inform the Claims Officer as soon as I am re-employed and nnderstand that failnre to do so will 
constitute fraud. 

In the event of an overpayment as a resnlt of any application I submitted, I undertake that I will refund tbe full amount to the Fund. 

FOR OFFICIAL USE ONLY' 

I 

I 

I declare tltat tlte above information is true and correct. SIGNATURE OF OFFICIAL Cbtim approved from: Department of Employment and Labonr 

SIGNATURE OF APPLICANT Application refused in terms or: 
Office Stamp 

Claims officu (Please Print): 

Signature: 

Date: J Date: ... - j Date: ... I 
-----
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,_ .... 

UNEMPLOYMENT INSURANCE ACT 63 o.F 2001 UI-19 

Employers Declaration of Employees for the month of J 
Information to be supplied in terms of Section 56(1&3) read with Regulation 13(1&2) 

An employer must by the seventh day of each month inform the Commissioner with all the information during the previous month regarding the employer's contact details or employees remuneration 
details including new appointments and temlination of service. The employer must forward this form to the Unemployment Insurance Fund at (012) 337-1943/44 or 337-1580/81/82 or submit 
same at am' branch of the UlF which is closest to the emplo,'er. The completed form can also be faxed to any ofthe following numbers: Pta (012) 309 5142/5286; JhbjOI 1) 4973293; Dbn 
(031) 366 2156: Polokwane (015) 2901670: Mmabatho (018)384 2658; East Ldn (043) 7013263: Blftn (051! 4479353; CT (021) 441 8024:Wtb (013)656 0233;PE (041) 506 5142:Gmn 
(011) 873 2219;George (044! 8732568: Pmb 1033) 394 5069. Or mail to: uif,deciarations(lIlabour.gov.za 
1. EMPLOYER DETAILS 

1.1 DIF Employer Reference No I [ I [ III D Branch No I I ! IT [-] 1.2 P AYE Reference No (If registered with SARS) 

1.3 Trading name of business 

1,5 Address where employees listed in Item 2 work (if different to the address in 1.4) 

1.4 Physical Address 

1.6 Postal address 

1.7 Co. Reg.No (CIPRO No) IT-I W= JJ_L [, ___ 1 [ I I I I 
1. 8 E-mail address 1.9 FaxNo 1.10 Phone No 1.1 I Authorised person** 

2. EMPLOYEE DETAILS 

A B C D' E* F G II I .J "''''* I 
Surname Initials Identity Document Number Total (Gross) Total Commencement date of Termination J)ate Reason for Indkate If nOD-

Remuneration paid Hours Employment Termination whether Contributor 
to Employe. Per Worked (ese contributor state reason 

Month during T ennination or DOD" (Use l.'Odes a.t 
Month Codes ns contributor bottom of 

supplied at the 
(YES OR page) 

bottom ofUle 
page) NO) 

R c D D M M Y Y D D MiM yiy 

I I I ! 
I 
I 

j I I 
"'---

-f-1--"-" j ,,-

.~ J ,-"""""""-- ..... -, ... ~,-. 

! I I _._ ... ,,_ .. -
~~ .. ' .......... _ .... 

I I \ \ J I I _ I 
I, (Name of Employer), 10 No ___ ,declare that the above infonnation is tme and correct. I understand that it is an offence to make a lalse statement. 

EMPLOYER SIGNATURE DATE 
DESCRIPTIONS I Code I t.lJ Reason for Non-Contribution ••• I rl - ................. ------................ ...:::=:::.. ......... -----, 

Employer Stamp 
Uthe emi;j()\ er is not reside'niTn'th'~"'j~'S'A':-o~"i~"~"bOd \ "~~;'r~ot re2~e'~~'d"i'~"ih~"R~~'!.'!,~~!~~iX~i~J~ersotlmlJst~a11'~:-r- Tern lorar\ emJllovees \ less than 24 roUTS per month 
out the duties of the employer in tenns of this Act. Employees who earn commission only 

D* Remuneration means actual basic salary plus payment in kind (Declare actual gross salary) I No income paid tor tbe-p"a-y-ro-:Cll'-p-enC""'o-"d -------

If paid Weekly, convert wage;";;; monthly salary (weekly w.g'os"j(,S2/12) 

E* ToW Hours Worked Ie. Actual hours worked dUTlng the month " ... " .. ---'" 

.. ~mrl£?_~~.~.~ .. ~.~~ alsC?,,,submillhese details electronicaU\ from pa, lolls or on the UIF's website at \Y\y\Y.1ahour. 'OV.73 

Onl \ Aprlicable for Commercial emplo\ers, Domestic emilio \ ers - i l rovide Surname and initials 
***'" Constructive dismissal can only be deterrnent by the CCMA ~ Bargaining-Councilor l.abour Court 

(if available) 

L-..... _ ...... .L ............................ _ ... . 

Decea~~'d"" 

Retired 

Dismi.ssed 
Contrnct Exr-ired 

Resigned 
Constructive Dismisf:al**** 

Insolvency/Liquidation 
Matcmi!·J Adortion 

REASON FOR TERMINATION CODES 
10 Illness IMedically boarded 
II Retrenched/Staff Reduction 

12 Transrt:r to another Branch 
IJ Absconded 

14 

15 

16 
17 

BlL<;jness Closed 

Death of Domestic Employer 

Volunlary Severance Packl.lge 
Reduced Work Time ... 

18 
19 

Couunissioning Parental 
Parent.al Leave 
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