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PART C
S1

LEGAL NOTICE NO. 21 OF 1986

SWAZILAND NATIONAL PROVIDENT FUND ORDER, 1974

(Order No. 23 of 1974)

THE SWAZILAND NATIONAL PROVIDENT FUND (GENERAL)

REGULATIONS, 1986

(Under section 44)

In exercise of the powers conferred by section 44 of the Swaziland National Provident

Fund Order, 1974, the Minister for Labour and Public Service hereby makes the following

Regulations—

Citation and commencement.

1. These Regulations may be cited as the Swaziland National Provident Fund (General)

Regulations, 1985, and shall come into force on Ist April, 1986.

Interpretation.

2. In these Regulations unless the context otherwise requires—

“financial year” means the period commencing on the Ist July in one year and

ending on the 30th June in the following year.

Forms.

3. (1) The forms in the Schedules to these Regulations whereapplicable and, where

unapplicable similar forms with such variations as circumstances may require, shall be used

for the purposes of the Order and of these Regulations.

(2) Any form prescribed in these Regulations may be obtained free of charge from

the Chief Executive Officer.

(3) The delay in the receipt of any prescribed form from the Chief Executive Officer

shall not absolve an employer from his responsibility for making any payment to the Fund

on due dates, and any failure to make such payments shall be a contravention of the Order

or of these Regulations. :

Incomplete or inaccurate statements.

4. If in the opinion of the Chief Executive Officer any document required to be comple-
ted under these Regulations is incomplete or inaccurate oris insufficiently clear, the sender
shall comply with all lawful directions given to him by the Chief Executive Officer and shail

complete and deliver a fresh documentin place thereof or return the original documentduly

corrected as the case may require within 14 days of the receipt by him of the document.

Signing of documents.

5. Any document used in connection with the Fund which requires a signature of a
member of the Fund maybe signed with his written signature or, if heis unable to write,
with his mark and shall, if the form requires it; be witnessed or authenticated bya literate

witness,
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Duties of employees eligible for membership of the Fund.

6. An eligible employee for membership of the Fundshall furnish to his employer any
relevant information and produce any document necessary for the completion of the forms

or returns prescribed under these Regulations.

Registration of contributing employers.

7. (1) An employer whois of a class or description specified under the Schedule to

the Registration of Contributing Employers Regulations, 1975, shall register with the Fund

by completing and forwarding to the Chief Executive Officer the form prescribed in Sche-

duleI.

(2) An establishment which consists of several branches, depots, sections or other
separately identified units, whether situated in the same place or in different places, shall

for the purposes of the Registration of Contributing Employers Regulations, 1975, be
deemed to be one and the sameestablishment, and the Regulations shall apply to all the

workers therein eligible for membership of the Fund.

Voluntary registration.

8. An employer who is not required to register in accordance with the Registration of

Contributing Employers Regulations, 1975, or, having registered, is not immediately required
to become a contributing employer, may apply to the Chief Executive Officer for registra-

tion as a contributing employer by completing and forwarding the form prescribedin
ScheduledIT.

Registration of religious organisation.

9. A religious organisation desiring to make contributions to the Fund in respect of
any minister of religion may apply to the Chief Executive Officer for registration as a contri-

buting employer by completing and forwarding the form prescribed in Schedule ITI.

Certificate of registration and account number.

10. The Chief Executive Officer shall allot an account number to every contributing

employer, and issue a certificate of registration to each such employer.

Change ofemployer's name and address.

11. A contributing employer shall notify the Chief Executive Officer of any change of

nameor registered address within 21 days of such change.

Cancellation ofemployer’s registration.

12. The registration of a contributing employer who ceases to be an employer of an
eligible employee shall be cancelled upon his completing and forwarding the form pre-
scribed in Schedule IV.

Registration of employees.

13. (1) Accontributing Employer shall—

(a) complete and forward to the Chief Executive Officer in such form as he may
require a return of persons currently employed by him whoare eligible for
membership of the Fund notlater than 14 days from the date when he becomes
a contributing employer; and
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(b) thereafter in accordance with regulation 20(2) notify the Chief Executive
Officer on the form prescribed in Schedule V when anyeligible employee first

enters, or ceases to be, in his employ by adding the name of the employee in

the form in case of a new employee, or by deleting his name from the form in

the case of an employee whohasleft his employ.

(2) Any employee eligible for membership of the Fund shall complete the regi-

stration form prescribed in Schedule VI, and submit it to his employer, and where the em-
ployee is unable to complete the form himself, he shall supply the employer with the neces-

sary particulars for the completion of the form.

(3) An employer shall submit the registration form of his new employee to the Fund
which shall allocate a number to the employee, and return the member’scertificate of regi-

stration to the employer upon receipt of the registration form.

(4) Onreceipt of the certificate of registration, the employer shall deliver the certi-

ficate to his new employee.

Memberto produce registration certificate to new employer.

14. An employee who is already a member of the Fund shall produce his certificate of
registration to each new employer, or where such certificate is stolen, lost, spoiled or de-

stroyed, he shall produce such other evidence of his membership and registration number

as he may possess.

Issue ofFund numbers to existing members.

15. (1) With effect from the date of the commencementof these Regulations, the Fund

shall issue to all employers, membership registration forms for completion by all members
of the Fund for the purposes of the allocation of new Fund numbers to the existing emplo-
yees in place of those appearing in a member’s graded tax documents.

(2) Once all employees of an employer have completed the forms, the employer

shall forward these to the Fund.

_ (3) Upon receipt of the completed forms, the Fund shall allocate new numbers to
each member, andissuecertificates of registration and deliver them to the employer who

shall in return deliver them to his employees upon receipt thereof.

Determination ofemployee's year of birth.

16. A person whois or shall become an employee eligible for membership of the Fund

but is unable to state his year of birth on the registration form shall answer all questions
and produce such documents as will enable the employer to determine his year of birth if
required to do so.

Employer's liability to pay statutory contributions.

17. A contributing employer registered under the Order shall be liable to pay for each
eligible employee in his service a statutory contribution prescribed under the Swaziland

National Provident Fund (Statutory Contributions) Regulations, 1975,

Employer obligated under Order and Regulations.

18.  ) A contributing employer shall be bound by his obligations under the Order and

these Regulations, in respect of any period prior to the date when he ceases to be a contri-

buting Employer.
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(2) Any contributing employer.who disposes of any establishment registered by

him with the Fund in terms of regulation 7, shall either himself or through an agent submit

any contribution record required under these Regulations and make payment of any contri-

bution or other money due to the Fund in respect of any period falling before the date when

he ceased to be a contributing employer.

Effective date for first payment ofstatutory contributions.

19, A contributing employer shall pay statutory contributions for his eligible employees
from the first day of the month next following the month in which he is required to register

as a contributing employer unless the Minister has by Order prescribed a different date for

such employer or a class of employers to which he belongs.

Records to be kept by contributing employers.

20. (1) A contributing employer shall maintain records showing —

(a) in respect of each eligible employee whom he has engaged —

(i) the full names, sex, graded tax identity number and year of birth of the
employee;

(ii) the dates on which the employment commenced and terminated;

(iii) the date and amount of each payment of wages to the employee;

(iv) the amount of each statutory contribution due in respect of the employee;

and

(v) the amount deducted from any payment of wages by way of an employee’s
share of a statutory contribution.

°(b) in respect of each casual employee whom he has engaged —

Gi) the days during which the employee is employed;

(ii) the date and amountof each payment of wages to the employee; and

(iii) the date and amount of each payment he makes to the Fund by way of
special contributions under any Order of the Minister made under se-
ction 16 of the Order; and

(c) the date and amount of each payment he makesto the Fund by way ofcontri-
butions under the Order.

(2) On or before the twenty-first day of every month a contributing employer shall

complete and forward to the Chief Executive Officer a return in the form prescribed in

Schedule V listing —

(a) all new employees in his service who have becomeeligible employees during
the prior calendar month; and

(b) all eligible employees whose services have been terminated during the Prior
calendar month.

(3) As soon as practicable after the end of every calendar month a contributing

employer shall make a record of wages paid to an eligible employee and the amount of the
contributions payable in respect of those wages for that month on a contribution record

form supplied by the Chief Executive Officer for the purpose.



85

(4) A contributing employer shall complete a contribution record card in respect of

any employee leaving his services, showing the total statutory and supplementary contribu-

tions paid by such employer in respect of such employee during the current years, and the

employer shall hand the original copy of such card to the employee and retain a duplicate
copy for himself for a minimum period of two years after the date of handing the original to

the employee. —

(5) Notwithstanding subregulation (3) and (4), the Chief Executive Officer may
approve in writing other arrangements being made by a contributing employer for the

maintenance of contribution records and the transmission to him of the required information.

Payment and reporting ofstatutory contribution.

21. (1) Onorbefore the twenty-first day of each month a contributing employer shall
forward to the Chief Executive Officer all staturory contributions and other contributions
payable by him in respect of wages paid to his eligible employees during the prior calendar

month, and shall certify on an appropriate form provided by the Chief Executive Officer the

correctness of the contributions so paid.

(2) A contributing employer may make one consolidated paymentfor all or several

of his establishments registered with the Fund under regulation 7 provided that the amounts

of contributions payable in respect of each establishment are distinctly indicated.

(3) A contributing employer shall pay all contributions to the Fund —

(a) in cash at the headoffice of the Fund;

(b) by postal order, money order or cheque drawn on a bank in Swaziland, sent
or delivered by post to the head office of the Fund; or ,

(c) in such manneras the Chief Executive Officer may authorise in any particular
case or class of case.

(4) Notwithstanding subregulation (1), the Chief Executive Officer may approve.in
writing other arrangements being made by a contributing employer for the transmission to

him of the required information.

Successive or concurrent employment.

22, If a member of the Fund is successively employed by two or more contributing
employers in the same contribution period, or is concurrently employed by two or more
contributing employers in the same contribution period, the Chief Executive Officer may,
on application by the contributing employers or the member of the Fund—

(a) refund such part of the contribution paid to the Fund as may exceed the
contribution that would have been paid for such period if the member of the
Fund had been employed by only one contributing employer; or

(b) direct that the contributions payable in respect of the member of the Fund

be reduced so that their aggregate do not exceed the amount that would
have been payable had the member been employed by only one contributing

employer.

Refund ofcontributions madein error.

23. ‘If the Chief Executive Officer is satisfied that any amount has been paid to the Fund
in error, in excess of the amount that was due to be paid, he may refund the amount paid

to the person by whom it was made:
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Provided that —

(a) if the refund of such excess payment is not claimed within two years of the

date of which it was made, or if the member of the Fund in respect of whom

it was made has withdrawn it as a benefit, such excess payment shall not be

refunded but shall be deemed to have been properly made and shall, unless

already credited, be credited to the account of the member or members in

respect of whom it was made; and '

(b) if any amount is due to the Fund from the person to whom refund of the
amount paid in excess would otherwise be made, the Chief Executive Officer

may retain the whole or any part of such excess paymentandsetit off against
such amountas is due.

Memberwishing to contribute on his own behalf.

24. A member of the Fund wishing to make payments on his own behalf in accordance

with the provisions of section 20 of the Order, shall make application to the Chief Executive

Officer in the form prescribed in Schedule VII.

Employers record of contributions.

25. The Chief Executive Officer shall maintain a record showing contributions and other

moneys paid by each contributing employer.

Official receipts.

26. Only the Fund’s official numbered and date stamped receipt shall be sufficient evi-
dence of the discharge of payments in respect of contributions and other moneys dueto the
Fund.

Members contribution records.

27. The Chief Executive Officer shall maintain a record showing all contributions paid
by employers on behalf of a member for credit to his main account or savings account in
the Fund,interest credits authorised by the Board, and any benefits paid or refunds made to
him in accordance with the Order.

Members annual statement ofaccount.

28. (1) As soon as possible after the end of every financial year, the Chief Executive

Officer shall furnish to the employer of each member of the Fund a statement showing the
member’s accumulations in the Fund at the end of such financial year, and the employer

shall transmit the statement to the member.

(2) In January of each year, by notice in a newspaper circulating in Swaziland the
Chief Executive Officer shall invite all members of the Fund who have not received a state-
ment in accordance with subregulation (1) hereof to apply to him for such statement.

Application for benefit.

29. Members of the Fundeligible for benefit shall apply to the Chief Executive Officer

on the appropriate form prescribed in the Swaziland National Provident Fund (Benefit)

Regulations, 1975,

Competency to nominate personsfor surviyor’s benefit.

30. (1) An eligible employee whohasattained the age of eighteen years shall be com:
petent to nominate on the form prescribed in Schedule VIII to these Regulations, benefi+

ciaries to whom the accumulations standing to his credit should be paid in the event of his

death.
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(2) A member who wishes to make any change among the persons previously
nominated by him to receive a benefit in the event of his death, or any change in the extent
of their shares of such benefit, must complete and forward to the Chief Executive Officer a
new nomination form for the purpose.

Obligation ofemployers to assist members.

31. A contributing employer shall assist a member of the Fund in his employ with the
completion of any forms prescribed for the purpose of obtaining benefit from the Fund.

Revocation of Legal Notice No. 20 of 1975 and Legal Notice No. 25 of 1975.

32. The Swaziland National Provident Fund (General) Regulations, 1975 and the Regi-

stration of Eligible Employers Regulations, 1975 are hereby revoked.

J.D. MNGOMEZULU
Principal Secretary

MBABANE,
20th February, 1986.
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SCHEDULEI

Form NPF 1

Chief Executive Officer,

Swaziland National Provident Fund,

P.O. Box 1857,
MANZINI.

Please register me as a contributing employer in accordance with the provisions of
paragraph two of the Registration of Contributing Employers Order, 1975.

(Signature)

 

(Yourfull name)

 

(Designation or Official Status)

 

 

 

 

 

 

 

 

 

 

Date taicccccesssssssssssssseessssseuneeesnceetee

1. Full business name:

2. Name(s) of Business Directors:

3. Postal address:

4. Telephone Number:

5. Date business commenced (if after Ist February, 1975):ccsssssusunsnesnessunesnsunsense

6. Nature of business:

7. Graded Tax Code Number:

8. Full address where business is carried on (street address and Town or District):

9. Total numberof employees at date of registration:

NOTE:

Separate applications for registration may be sent to the Fund’s Office where the
employer has separate branches, depots or sections of his organisation which he requires to

identify separately for accounting purposes, e.g. paypoints, farms, projects or staff of diffe-

rent categories :-
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SCHEDULE II

Form NPF 6

SWAZILAND NATIONAL PROVIDENT FUND

VOLUNTARY REGISTRATION OF EMPLOYER

To: Chief Executive Officer,
- Swaziland National Provident Fund,
P.O. Box 1857,
MANZINI.

Dear Sir,

I apply for registration as a contributing employer in terms of section 10 of the Swazi-

land National Provident Fund Order, 1974, and for my present and future employeeseligible

for membership to become members of the Fund.

I confirm that my employees have been informed of this application, and have ex-

pressed their agreement to pay the “‘employee’s share” of the appropriate statutory contri-

butions from their wages.

‘I set out below the details you require to effect my registration, and list overleaf parti-
culars of my employees currently eligible for membership.

Yours faithfully,

sntrsensnenetaseneesneassepescenressootansereeraatentsnenesserenesessereetes

(Signature)

 

(Designation or Official Status)

Date raeccsccsssccesecssncessstecantsecssneneaes

 

Full business name: 

Postal address:
 

Telephone number2ennennemnninense

Nature of business: 

 Full address where business is carried on:

 

 

Total number of‘eligible employees at date of registration: — LN
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LIST OF EMPLOYEES ELIGIBLE FOR MEMBERSHIP OF THE

SWAZILAND NATIONAL PROVIDENT FUND

 

Social
Security Year of

Surname Other Names Number Sex birth

  

*|] *

 re —

*] *

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

  

 

 

 

#] ¥]

 
                 *] *
 

Notes: (1) Plédse enter *M’ or‘F’ to denoté male or female.

(2) If employee does notknow his, year of birth,please estimateafter questioning.
(3) If more space is required, please attach extra sheet.
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SCHEDULEIII

Form NPF 7

SWAZILAND NATIONAL PROVIDENT FUND

REGISTRATION OF A RELIGIOUS ORGANISATION

To: Chief Executive Officer,

Swaziland National Provident Fund,

P.O. Box 1857,
MANZINI.

Det 2aescccsseusssssersssneentsessensssesnsetne

Dear Sir,

We, the undersigned, being duly authorised officers of the religious organisation

named below, hereby apply in terms of section II of the Swaziland National Provident

Fund Order, 1974, for the organisation to be registered as a contributing employer.

We desire to pay statutory contributions into the Fund in respect of the persons

named overleaf who are ministers of religion, and in receipt of stipends from this organisa-

tion.

 

Yoursfaithfully,

Desigmation : n.ceccsecessecssssssssssstsssssesessssesessnsieaisn Signature:

DeSigmation : oo.ceccccecsscsssscssssssetssssssussssetessssassise Signature: 

 

Full name ofreligious organisation:

 

 

Full name and address of Treasurer or other financial officer who will be responsible

for the payment of contributions:

 

 

Is the organisation already registered in respect of its employees eligible for member-
ship of the Fund? If so, please quote account number.
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LIST OF MINISTERS OF RELIGION

TO BECOME MEMBERS OF

THE SWAZILAND NATIONAL PROVIDENT FUND

Sscial Year of

Other Names Security Sex birth
Number

*

%

 
Notes: (1) Please enter ‘M’ or ‘F’ to denote male or female.

(2) If employee does not know his yearofbirth, please estimate after questioning.

(3) If more space is required, please attach extra sheet.
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SCHEDULE IV

Form NPF 9

SWAZILAND NATIONAL PROVIDENT FUND

APPLICATION BY EMPLOYER FOR CANCELLATION

OF REGISTRATION AS A CONTRIBUTING EMPLOYER

Address of employer

To: Chief Executive Officer,
Swaziland National Provident Fund,

P.O. Box 1857,
MANZINI.

Dear Sir,

ACCOUNT NO.focccccscsusssssncsesseasissisiessneeesetinesnans

I apply for the cancellation of my registration as a contributing employer to the Fund
in terms of section 9(2) of the Swaziland National Provident Fund Order, 1974.

The grounds of my application are that continuously for a period of not less than
three months I have not employed an employee eligible for membership of the Fund, and

have no present intention of employing such a person.

I return my Certificate of Registration for cancellation.

Yours faithfully,

 

(Signature) —

 

(Official Designation)



 
 

 

 

 

 

 

SCHEDULEV NPF 200 (EXT.)

“LIDLELANTFONGENT” .

SWAZILAND NATIONAL: PROVIDENT FUND
MPLOYER No...enn MONTHLY CONTRIBUTION LIST PAGE..........

EMPLOYER’S NAME. . MONTIL.....necinninmnnnnnesnnnrnnsnn

SEQUENCE MEMBER’S : MEMBER’S NAME ~ / “CONTRIBUTIONS
NUMBER NUMBER ° “GN Fut) | Sex| y.o.B. WaGEs STATUTORYSUPPLEMENT

2
- re
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SCHEDULE VI

SWAZILAND NATIONAL PROVIDENT FUND

(Under section.of the Swaziland National °
Provident Fund (General) Regulations, 1986)

Employer Number FOR OFFICIAL USE ONLY

Employer’s Name

and Address

 

 

          Member’s Number

uu
 

         

 

 

 

 

IMPORTANT.| This form must be completed by all new members of the Fund.

After completion, the form must be sent by the employer to the Chief Executive

Officer, Swaziland National Provident Fund, P.O. Box 1857, MANZINI.

1. FIRST NAME:
 

SECOND NAMESIN FULL
 

 

NAME OF FATHER
 

NAMEOF WIFE/HUSBAND
 

 

DATE OF BIRTH . SEX

MARITAL STATUS
(unmarried, married, widow, widower)
 

HOME ADDRESS
 

Chief. Indvuna

 

Headman
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Inkhundla

7. Postal address: P.O. Box
 

Town

 

8. Graded Tax Number..
I declare that I have not previously been a member of the Fund.

Signature Dette ooccccccccsssssessasssneerestssnssssesineeseeee
 

Right thumb impression(if illiterate)

EMPLOYER’S DECLARATION

I certify that the above declaration has been signed or thumbprinted in my presence

after the employee has read the entries/has had the entries read to him/her by me.

 
Signature of Employer

Detteeeceesscesstcsssssesnttectscsstnesneunetneecene

Official Stamp.

*Delete as appropriate.
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Form NPF 8

SCHEDULE VII

SWAZILAND NATIONAL PROVIDENT FUND

APPLICATION BY MEMBER TO CONTRIBUTE TO THE FUND

ON HIS OWN BEHALF

To: Chief Executive Officer,

Swaziland National Provident Fund,

P.O. Box 1857,
MANZINI.

Date onescessessssssssssnersnseeesessessennserseneatene
Dear Sir,

As I am not currently employed by a contributing employer, I hereby apply in terms
of section 20 of the Swaziland National Provident Fund Order, 1974, to make contributions
to the Fund on my own behalf.

Mylast employer was 

 

of 

and the employee’s share of the last statutory contributions paid to the Fund on my behalf

 

 

 

was E. in respect of my wages for the month of

19

With effect from the 1st 19.ee

I wish to contribute the sum of E per month for 

credit to my main account in the Fund, and I shall be glad to have details of the arrange-
ments you require for payment.

I undertake to inform you when I am next employed by a contributing employer as I

fully understand that my right to make voluntary payments to the Fund will then cease as

contributions will be made in the normal way by my employer.

Yoursfaithfully,

 

(Signature)
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SCHEDULE VIII

SWAZILANDNATIONAL PROVIDENT FUND

NOMINATION FOR SURVIVOR’S BENEFIT

To: Chief Executive Officer,

Swaziland National Provident Fund,
P.O. Box 1857,
MANZINI.

Particulars of Member in BLOCK CAPITALS:

Form Npr. 354A

 

Surname First Name

Yearof

Birth

Social
Security

Number
 

   
Employer’s Name and Address

  
Employer’s
Account

Number

  
I hereby noniinate the person(s) named below as the only person(s) to receive the

amount standing to the credit of my account in the event of my death and direct that the

said ‘'amiount shall be distributed in the proportions indicated below:

Particulars of person(s) nominated in BLOCK CAPITALS:

 

Nameand..Address of Relationship
Nominee .... . to worker

Social

Security
Number .

(if any)

*Age
Proportion

or % of
Benefit

 —
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*The age to be entered in this column is the age or approximate age of the nominee at

the date of completion of this form.

  

Member’s Signature Name of Witness

(or mark) (in BLOCK CAPITALS)

Date: ; ATOSS 2 oeceessessstnssesstetstntseesnctnsinsneeee 

 

Signature of Witness:
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LEGAL NOTICE NO. 22 OF 1986

SWAZILAND NATIONAL PROVIDENT FUND ORDER,1974

(Order No. 23 of 1974)

SWAZILAND NATIONAL PROVIDENT FUND (BENEFIT) (AMENDMENT)

REGULATIONS, 1986

(Under section 44)

In exercise of the powers conferred by section 44 of the Swaziland National Provident
Fund Order, 1974, the Minister for Labour and Public Service hereby makes the following

Regulations —

Citation and commencement.

1. These Regulations may be cited as the Swaziland National Provident Fund (Benefit)
(Amendment) Regulations, 1986 shall be read as one with the Swaziland National Provident
Fund (Benefit) Regulations, 1975 and shall come into force on the Ist April, 1986.

Amendment ofSchedule.

2. The Schedule to the Swaziland National Provident Fund (Benefit) Regulations, 1975

is replaced with the Schedule hereto.

J.D. MNGOMEZULU

Principal Secretary
MBABANE,

20th February, 1986
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SCHEDULE NPF31

LIDLELANTFONGENI

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR RETIREMENT BENEFIT

Persons claiming this benefit must have attained the age of 45 years

and retired from regular wage-earning employment

 

Nameand address of claimant For Office use only

(IN BLOCK LETTERS)

(a) Surname 

; NPF 20 sent
(b) Other Names oacccsssscsasscsessseseesesneeense

(c) Social Security Number ooocccssssesussusnanians

(Gd) Year of Birth.sssssssussesestneetnen

(e) Date of Joining NPP ooosssssecssessstnguee

(f) Address for COTPESPONMENCE oeeeeessccscsnsstneseueneset

 

(2) Residential address oocssssutstssusinsnsansnsen

    
Claimant’s present or last employer

” _ @) Employer’s full name and address | _ Account Number

(if known)

 

 

(b) Claimant’s occupation andworks number(if any)

 

(c) If not employed, state daté left the above-mentioned employer
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3. Claimant’s previous employers
 

 

 

 

Employer’s full names Claimant’s Period Employed Employer’s

occupation From To Account No.

& works No.

(if any)

|:

 ()

CO) eessstsessesnessttesnsnasnetntnssneon     
 

(if this space is insufficient, please use separate sheet)  
 

4. Declaration of retirement:

I declare that I am over 45 years of age and that—

(a) Tam self-employed aS a oiiiscsiat )

) Complete and delete as

) applicable
 

)
(b) I have alreadyretired from regular employment )

with effect from )
 

5. Claim for benefit:

I hereby claim a retirement benefit under the Swaziland National Provident Fund
Order 1974, and I declare that the particulars in support of this claim are correct to the
best of my knowledgeandbelief.

I wish the benefit payment to be sent to me at the following address:

 

 

 

   
 

Claimant’s Signature (or mark):

 

Date
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Attesting witness:

 

 

(A Labour Officer, or Social Welfare Officer, or YD ——GIQMATUTE .cssccsssssessnsseeseeneeeeee

Minister of Religion, or Legal Practitioner, or _)

Bank Manager, or Medical Practitioner, or DY Fall mame accssecsueteee

Commissioner for Oaths) )

(IN BLOCK LETTERS)

DeSigmationr .u.ccscsssscsssssssusssseeseneenes

AFSScccccssssscscssstoenseesesneestseeseecensute

This form should be sentto:

The Chief Executive Officer,
Swaziland National Provident Fund,

P.O, Box 1857,
MANZINI.
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LIDLELANTFONGENI NPF 32

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR AGE BENEFIT

Persons claiming this benefit must have attained the age of 50 years

 

 

 

 

 

 

 

    

Nameand address of claimant ForOffice use only

(IN BLOCK LETTERS)

(a) Surname

NPF 20 sent

(b) Other MaMes oeccceseescsnsseucsnsasnsstesetnmateee
0)|

Initials

(©) Social Security NUMBEE wcewoemmmemanne foo

(A) Year of Birth cscs

(e) Date of joining National Provident Fund....................

(f) Address for correspondence and
benefit payment

(8) Residential addressicecnsummsenennmnenmmmnens

Claimant’s present or last employer Account Number

Gif known)

(a) Employer’s full name and address:

 

 

 

(b) Claimant’s occupation and works number(if any):

 



(c) If not employed, state date left the above-mentioned employer:
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3. -Claimant’s previous employers

 

 

 

 

Claimant’s Period employed. Employer’s.
Employer’s full names occupation from To Account No.

& addresses & Works No.

(if any)

(A) rercecssscectesssetsesesntsssnesneettn

(DD) eeccscsstssstsstcsetntstnentncttene

CC) ceescsotsnsctntnenenenstneseuan eens      
(if this space is insufficient, please write details on a separate sheet)
 

4, Claim for benefit

T hereby claim a benefit having attained the age Of ou.csscsmsueneee years, under the

Swaziland National Provident Fund Order, 1974, and I declare that the particulars in

support of this claim are correct to the best of my knowledge andbelief.

I wish the benefit payment to be sent to me at the following address:-
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Claimant’s Signature (or mark)

 Date /

Attesting Witness: SHQMACUTS aeccssossssssssessessesssssseesseansatne

(A Labour Officer, or Social Welfare Officer, Full Name oecccssscssssnssssasntssstnsssent

or Minister of Religion, or Legal Practitioner, (BLOCK LETTERS)
or Bank Manager, or Medical Practitioner,

or Commissioner for Oaths) Designation oneeecccssncnescscucesennese

ATeSS..oececcccsssssesssssssntteessusssescisesneenssssssien

 

This form should be sent to:

The Chief Executive Officer,

Swaziland National Provident Fund,

P.O. Box 1857, MANZINI.
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LIDLELANTFONGENT NPF 33
ey

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR INVALIDITY BENEFIT FOR MEMBER SUFFERING

FROM PHYSICAL DISABILITY

NOTE: If a member is unemployable by reason of mental disability, a claim may be

made on his behalf on Form NPF 33M. .

  
 

1. Nameand Address of claimant For Office use only

(IN BLOCK CAPITALS)
NPF 20 sent

(8) SUIEMAME tenainajnuutitingnemnntineintinsiie

(b) Other Names Initials 

 

(c) Social Security Number ooscccucscusssssanee

(d) Year of Birth 

(©) Date ofjoining NPF oiccsnucssneenseee

(f) Postal address 

(g) Residential address oeccssueueuseeeeneeenees

 

  
2. Groundsofclaim etc.: .

(a) Nature of the physical disability which renders the claimant unemployable:

 

 

(b) Nature of supporting evidence:

 

 

(c) Documents attached:

@

Gi)

Gi
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(d) Name and address of hospital or other treatment centre where claimant has

been treated for the disability
 

 

 

 

3. Claimant’s employment:
For offi 1

(a) Full name and address of the claimant’s last or once use Only
employer who was a contributing employer under

this order:

 

 

(b) Claimant’s occupation, and works number,if
known
 

(c) Date or approximate date, when claimantlast
worked for that employer:

19

 

4. If disability caused by accident at work

(a) State whether workmen’s compensation has been

claimed, and if so, give the workmen’s compe-

nsation office reference No.:

 

(b) Sate briefly where, and how, the accident happened

 

 

 

(Ifinsufficient space, please attach statements to this form)   
- Claim for Provident Fund benefit:

5. I hereby declare that I am suffering from:-

* Delete as applicable * Permanent total incapacity

* Partial incapacity of a petmanerit”natute arid that I am
over the age of Fifty years. .

* Partial incapacity ofa permanent“nature as a result of

which Iamunable toearna reasonable livelihood.
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I further declare that the particulars supplied in support of this claim are coreect to
the best ofmy knowledge and belief.

I wish the benefit payment to be sent to me at the following address:-

 

 

 

Claimant’s signature (or mark):

 

Date caicccesssssssetsesssssnnessusessscneengssscanesseneeessse

Attesting witness:

(A LabourOfficer, or Social Welfare Officer, or SHMACUTE oncessssssesssensesesssaseseeesenenen
Minister of Religion, or Legal Practitioner, or )

Bank Manager, or Medical Practitioner, or ) Full Namewccccssseneenee

Commissioner of Oaths. (IN BLOCK. LETTERS)

Designation

Address

 

 

This form should be sent to:

The Chief Executive Officer,

Swaziland National Provident Fund,

P.O. Box 1857,
MANZINI.
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LIDLELANTFONGENI NPF 33M
—_—

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR INVALIDITY BENEFIT ON BEHALF OF MEMBER

SUFFERING FROM MENTAL DISABILITY

 

1. Name and address of member:
(IN BLOCK LETTERS) Foroffice use

(a)

(b)

(c)

(d)

(©)

()

(g)

Only

Surname NPF 20 sent

Other Names awnceccccssssssucssssnstosessnstnsssissnssmssasencs aasneneenesantneenetattannennarneneene

Social Security Number oocsssssssssssscssssasnsnnssnneee Initials

Year of birth
 

Date ofjoining NPF 

Postal address 

Residential address
 

 

  
2, Grounds of claim:

(a)

(b)

(c)

(d)

()

When did the member’s mental disability first occur?

 

Has the member been subject to an Order of the High Court? If so give

particulars:

 

 

 

Name and address of hospital or other treatment centre where member has

been treated for disability:

 

Name and address of Doctor to whom reference may be made for a report on

the circumstances of the claim:

 

Documents attached in support of applicant’s claim that the member is

unemployable by reason of mental disability:
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0)

(ii)

(iii)
For Office

3. Member’s employment: use only

(a) Full nameand address of the member’s last employer

who wasa contributing employer underthis order:

 

 

(b) Member’s occupation and works numberif known

 

(c) Date or approximate date, when memberlast worked

for that employer:

19.........
 

  
4. Thereby declare that the member whose particulars are given overleaf is in my care

and control, and that I am responsible for his/her maintenance and support.

I further declare that the particulars given in support of this claim for the member’s

benefit are correct to the best of my knowledge and belief.

I wish the benefit payment to be sent to me at the following address:

 

 

 

Applicant’s signature (or mark)
 

 

Date necccccsssmcercescesetcenesnetntansecssssntines

Attesting witness:

(istrict Commissioner, ) Signature
Legal Practitioner, or

Commissioner of Oaths) ) Full name 

 

Designation

Address

 

 

 

This form should be sent to:

The Chief Executive Officer,
Swaziland National Provident Fund,

P.O. Box 1857,
MANZINI.
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(a)

(b)

()

(d)

()

(f)

 
(g)

)

@

(IN BLOCK LETTERS)

Surname )

Other MAMES oiecsssccsesseassssssstneeteesenonesretnesseieey)

Social Security Number ooccsessssssssnetssmneseneeenstnr

Year of birth 

Date ofjoining NPF
 

Address for Correspondence 0.0...esssssussaensanenessne

 

Residential address
 

 

Passport number 

Place and date ofissue.

 

 

2.  Claimant’s present employer or last employer

(a) Employer’sfull mame and addresscesses

(b)

(c)

 

 

Claimant’s occupation 

 Works number(if any)

(d) Date when claimantleft employment or is leaving
present employment

  

LIDLELANTFONGENI NPF 34

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR EMIGRATION BENEFIT

Foroffice

1, Nameand address of claimant use only
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3. Grounds of claim

(a) Date on which claimant emigrated or is about to emigrate from

Swaziland 

(b) Address to which communications should be sent in country of

destination 

 

 

 

4. Claimant’s previous employers

 

 

 

 

Employer’s full name and
address Claimant’s Period employed Employers

occupation From To Account

& works No. No.

(if any)
(A) essssssssssseccestensesttensrensnegusteseten

(1D) ceenssnnnsnsntntimnsnnnnte

 ()

     
Cif this space is insufficient, please write details on a separate sheet)

 

5. Declaration and Claim

I declare that I am about to emigrate/have emigrated from Swaziland and that I have

no present intention of returning to Swaziland. I therefore claim an Emigration benefit

under the Swaziland National Provident Fund order, 1974.
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I further declare that the particulars in support of this claim are correct to the best
of my knowledge and belief.

Signature of claimant (or his mark)

Date.

Attesting witness: )

(A Labour Officer, or Social ) Signature
Welfare Officer, or Minister )

of Religion, or Legal Practi- ) Full Name

tioner, or Commissioner of ) (IN BLOCK LETTERS)

Oaths) Designation

 

 

 

Address

 

 

This form should besentto:

The Chief Executive Officer,
Swaziland National Provident Fund,
P.O. Box 1857,
MANZINI.
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LIDLELANTFONGENI NPF 35

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR BENEFIT BY WIDOW, OR WIDOWER, OR

NOMINEE OF DECEASED MEMBER

Particulars of deceased member:
(IN BLOCK LETTERS) For Office

use only

(a) Surname
NPF 20 sent

(b) First name on

sevenag

(c) Social Security Number oicssssessesusessssinesnsaene

(G) Date of deat ceemsnnsnesiseatsnsnunssesseseee

(e) Documentary evidence of death attached (for example

)

from hospital, funeral director’s accountetc.)

@

(ii)

(iii)

If there is no documentary evidence state briefly cir-
cumstances of death and give the names and addresses
of two persons who can confirm the fact:
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Employment of deceased member:

(a)

(b)

Full name and address of member’s last employer

who was a contributing employer under the order:

 

 

 

Member’s occupation, and works number if known:

 

Account No.

 

Particulars of claimant

(a)

(b)

(c)

(d)

(e)

(f)

(IN BLOCK LETTERS)

Surname 

Other names 

Social Security Number oocssccsscssssscsneessseesissnesneunses

Postal address 

 

Residential address 

 

Of. the following three statements, delete the two which

do not apply:

@ The claimantis the widow of the member, with whom

he was cohabiting at the time of his death.

Gi) The claimant is the widower of the member, with
whom she was cohabiting at the time of her death.

Gii) The claimant is one of the family of the member, no-

minated by the memberto receive the benefit payable

on the member’s death.

Where(iii) of the previous question applies, state claimant’s
relationship to the member

For Office

use only
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4. Declaration and claim

I declare that the particulars given in support of this claim are correct to the best of
knowledge and belief and accordingly I claim the benefit due from the Swaziland National
Provident Fund on the death of the member of the Fund named overleaf.

I wish the benefit payment to be sent to me at the following address.

 

 

 

Claimant’s Signature or mark 

Date

Attesting witness:

 (A LabourOfficer, or Social ) Signature
Welfare Officer, or Minister )

of Religion, or Legal ) Full Name

Practitioner, or Bank Mana- ) (IN BLOCK LETTERS)
ger or Medical Practiti- )

oner, or Commissioner of |) Designation

Oaths)

 

 

Address

 

This form should be sent to:

The Chief Executive Officer,

Swaziland National Provident Fund,
P.O. Box 1857,
MANZINI.
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LIDLELANTFONGENI NPF 36

 

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR BENEFIT BY ADULT FORMERLY DEPENDENT

ON DECEASED MEMBER

 

Particulars of deceased member: For Office
(IN BLOCK LETTERS) use only

(8) SUIMAMEcence) AS on Graded NPF 20 sent

) Tax
Cb) Other mame oeessscssssssesnsssnstnsssteesae) documents ODD evcsssesssecstecsenttcssnstice

Initials

(c) Graded Tax number 

(d) Date of death

(e) Documentary evidence of death attached (for example,
death certificate, certificate from hospital, funeral dire-

ctor’s account, etc.)

@

(ii)

(iii)

(f) If there is no documentary evidence, state briefly citcum-
stances of death, and give the names & addresses of two

persons who can confirm the fact:

 

 

 

 

 

 

 

 

 

Employment of deceased member:

(a) Full name & address of member’s last employer who was
a contributing employer under the order: Account

number
 

 

(b) Member’s occupation, & works number (if known)

 

(c) Date, or approximate date, when member last worked
for that employer:
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Particulars of claimant:

(a)

(b)

(c)

@

(©)

(f)

(g)

(h)

@

(i)

(k)

(IN BLOCK LETTERS)

Surname
 

Other names 

Graded Tax Numberoccas

Postal address 

 

Residential address occsessssssssnsscsnsseeeunsessestsssstessnsentinee

Age 

Relationship to deceased occecnssnnnsenennseenece

Full names & addresses of claimant’s employer

(if any)

Give the reason(s) why the claimant was wholly, or partly,

dependent on the deceased member

 

 

Howlong hadthe claimant been wholly, or partly depe-
ndent on the deceased member

 

Extent of claimant’s dependency on member:

(i) Approximate amountof claimant’s weekly or monthly

CASHincomeform all sources

 

(ii) Approximate amount which the deceased member,

while in employment, contributed in cash each week
or month to the claimant’s support:

 

(iii) Apart from cash, if any, in what other ways did the
member support or provide for the claimant? (Did
he for example, provide accommodation, or food or

clothing?)

Give details 

  

For office

use only
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4. Declaration and claim

J declare that I am a memberof the family of the deceased person and that I was

wholly or in part dependent on him for the ordinary necessities of life. Accordingly I

claim benefit under the Swaziland National Provident Fund Order, 1974.

I further declare that the particulars given in support of this are correct to the best of
my knowledge andbelief.

I wish the benefit payment to be sent to me at thefollowing address.

 

 

 

Claimant’s Signature (or mark)
 

Date
 

Attesting witness:

(A Labour Officer, or Social ) Signature
Welfare Officer, or Minister of )

Religion, or Legal Practiti- ) Full Name
oner, or Bank Manager, or )

Medical Practitioner, or )
Commissioner of Oaths) )

 

 

 
(IN BLOCK LETTERS)

Designation
 

Address.

 

This form should be sentto:

The Chief Executive Officer,

Swaziland National Provident Fund,
P.O. Box 1857,
MANZINI.
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LIDLELANTFONGENI

 

SWAZILAND NATIONAL PROVIDENT FUND

NPF 37

APPLICATION FOR PAYMENT OF BENEFIT BY GUARDIAN OF

MINOR CHILD(REN) FORMERLY DEPENDENT ON DECEASED

MEMBER

 

Particulars of deceased member (IN BLOCK LETTERS)

(a)

(b)

()

(d)
(e)

(f)

SUPMAME iccccsccsssccssccssscsesceeseeeseseeseeeetineeseceseee) As on Graded

) Tax
Other NAMES occccccccsssssssscssnensunetsnsesnesnssntune) Documents

Social Security Number oiccsscssssucessescsenssesesssssessesee

Date of death

Documentary evidence of death attached (for example,
death certificate, certificate from hospital, funeral dire-

ctor’s accountetc.)

@)

(ti)

(iii)
If there is no documentary evidence state briefly circum-

stances of death and give the names & addresses of

two persons who can confirm the fact:

 

 

 

 

 

 

 

 

 
 

Employment of deceased member

(a)

(b)

(c)

Full name and address of member’s last employer who

wasa contributing employer under the Order:

 

 

Member’s occupation, and works numberif known:

 

Date or approximate date when memberlast worked for

that employer;

  

Foroffice
use only

NPF 20 sent

ODD cerscsssssstnstesssssstnte

Initials:

NPF 101B

requested on:

Account No.  



3. ‘Particulars of child(ren):

Enter in the columns below particulars of each child, now in the care of the guardian, who wasincludedin the family of the deceased

member and who was wholly or in part dependent on him at the time of his death (or would but for his illness have been so dependent).

 

First or only Child Second Child Third Child Fourth Child Fifth Child

(a) Child’s surname
 

First name
 

Age
 

    

 

(b) Relationship of child to

deceased member 
 

(c) Present residential address of
Child CH

S

 

 

 

(d) Waschild residing with &
wholly supported by the deceased
member?     
 

 (e) If the answerto (d) is ““NO”in

what way did the deceased

support or provide for the child?
Give details
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4.

_

Particulars of Guardian (IN BLOCK LETTERS) Foroffice

(a) Surname use only

(b) Other names

(c) Graded Tax Identity Number......

(d) Postal address

(e) Reside address

 

 

 

 

 

Cn .\-

(g) Relationship, if nay, to deceased oisvencssessecmssnuesievusenene

    
5. Declaration, and application for payment

I declare that I am the guardian of the child(ren) named overleaf, each one of whom

is a member of the family of the deceased member named on page 1, and accordingly {
apply for payment of the benefit due to the child(ren) under the Swaziland National Pro-

vident Fund Order.

I undertake to use the benefit for the maintenance and eduction of the child(ren) and
to render such reports on the administration of the benefit as may be required.

1 further declare that the particulars given in supportof this application are correct

to the best of my knowledge andbelief.

I wish the benefit payment to be sent to me at the following address:

 

 

 

    
Guardian’s Signature (or mark) 

DIACeecccsecsssesessnenssessenssessnssnecene

Attesting witness:

(A Labour Officer, or Social ) Signature

Welfare Officer, or Minister of )
Religion, or Legal Practitioner, ) Full name

 

 

or Bank Manager, or Medical ) (IN BLOCK LETTERS)
Practitioner, or Commissioner )

of Oaths) Designation

Address 

 

This form should be sent to:
The Chief Executive Officer,

Swaziland National Provident Fund,

P.O. Box 1857,

MANZINI.
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LIDLELANTFONGENI NPF 38

 

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR SAVINGS BENEFIT

Persons can claim this benefit only after leaving employment:

 

 

 

 
 

 

 

   
 

 

 

 

Name and address of claimant For office

(IN BLOCK LETTERS) use only

(a) Surname
NPF 20 sent

(b) Other names
(0)1

(c) Social Security NUMbET oi.ccceccssssussssessteinesstnansesssuaessees Initials:

(d) Year of Birth seeasntsqtneetnstntnenneetsenee

(e) Date of joining NPF

(f) Address for correspondence:

Claimant’s last employer

(a) Employer’s full name and address Account No.

dif known)

(b) Claimant’s occupation and works number(if any):

(c) State date of leaving the above-mentioned employer’s service:

   
Claimant’s previous employers:
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Employers’ full names and Claimant’s Period employed Employer’s

addresses: occupation From To Account No.

& works No,

(if any)
CQ) cresosssssesnyisssssenesvesstestvutessnetnnnenneee

(DD) cesscssssntststnsustnnnestnsistnsnnrsenese

       
(If this space is insufficient, please use separate sheet)

4. Claim for benefit:

{ hereby claim a withdrawal benefit under the Swaziland National Provident Fund

(Private Scheme) Withdrawal Benefit Regulations, 1975, and I declare that the particulars

in support of this claim are correct to the best of my knowledge and belief.

I wish to receive the stm Of Bonessssssnsnemeeee representing 40% of the capital
sum paid into the Swaziland National Provident Fund on my behalf by my employer/

former employer.

Please send the benefit to me at the following address:

 

Claimant’s Signature (of mark):

Date 2acccccssesssssssssenesnseesetsanteensernsteanseenes

 

Attesting witness:

(A Labour Officer, or Social

Welfare Officer, or Minister of

) Signature:

)
Religion, or Legal Practitioner, ) Full name:

)
)

 

 

or Bank Manager, or Medical
Practitioner, or Commissioner of

(IN BLOCK LETTERS)

 

 

 

 

Oaths)

Designation:

Address:

This form should be sent to:

The Chief Executive Officer,
Swaziland National Provident Fund,

P.O. Box 1857,
MANZINI.
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LIDLELANTFONGENI NPF 38P

 

SWAZILAND NATIONAL PROVIDENT FUND

CLAIM FOR PRIVATE SCHEME WITHDRAWAL BENEFIT

 

 

Name and address of claimant: For Office use
(IN BLOCK LETTERS) only

(a) Surname NPF 20 sent

(b) Other names 

(c) Social Security Number oocssssssssemetntsenettcesesesenet Initials

(d) Year ofbirth 

(e) Date of joining NPF 

(£) Address for Correspondence: unesesmnicusnentmnnuensnmneeinenes

    
Claimant’s employer

(a) Employer’s full name and address: Account No.

(if known)
 

 

 

(b) Claimant’s occupation and works number(if any)

 

 

(c) State date of leaving the above-mentioned employer’s service:

 
 

Name of employer’s private pension or provident fund scheme:

 

 

Membership Number (if any) ..

Total credit paid into S.N.P.F. by employer: oo.sssssssuseneneemsnee
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4. Claim for benefit:

I hereby claim a withdrawal benefit under the Swaziland National Provident Fund
(Private Scheme) Withdrawal Benefit Regulations, 1975, and I declare that the particulars

in support of this claim are correct to the best of my knowledge and belief.

I wish to receive the sum Of BuicccTepresenting 40° of the capital

sum paid into the Swaziland National Provident Fund on my behalf by my employer/

former employer.

 

Please send the benefit to me at the following address:

 

 

 

 

 

 

Claimant’s Signature (of mark):

Date 2a.ccrecsssssscessnsssesessssssnsssensenesenesessee

Attesting witness:

(A Labour Officer, or Social ) Signature:
Welfare Officer, or Minister of )

Religion, or Legal Practitioner, ) Full name:
or Bank Manager, or Medical _)

Practitioner, or Commissioner of ) (IN BLOCK LETTERS)
Oaths) }

 

 

Designation: 

Address: 

 

This form should be sent to:

The Chief Executive Officer,

Swaziland National Provident Fund,
P.O. Box 1857,
MANZINI.

The Government Printer, Mbabane.


