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A1 – ACCIDENT DECLARATION
To be sent duly completed and signed to the Office

1. Name and registered office of company

5. Date and place of birth of victim

3. Surname, first name and function of declarant

7. Day, date and time of accident

10. Name and address of any witness

2. Administrative head office in Belgium

6. Occupation of victim

9.  Description of accident: circumstances, work to be carried out,  
material causes etc.

4. Surname, first name and address of victim Overseas Social Security Office Affiliation N°:

8. Place of accident

11.  Name and address of any responsible third party and of the insurance  
company (policy number)

I declare on my honour that the present declaration is honest and complete.

In the case of death, attach to the A1 form the surnames, first names, addresses, and relationship with the victim of the 
beneficiaries.

Done at  ................................................................................  on __/__/____

Signature

ADDRESS
Victor Hortaplein 11
1060 Brussels

OVERSEAS CONTACT 
Pascale Domken (Fr)
02 509 20 84

Stijn Blommaert (Nl)
02 509 33 60

Amélie Elie (Fr)
02 509 38 22

periodiekeuitkeringen-osz@onssrszlss.fgov.be
prestationsperiodiques-om@onssrszlss.fgov.be
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