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Application for Early Release
Compassionate Grounds

Section 1 – Your details�

Health Super Member Number (7 or 8 digits)			  	 	 	 	 	 	 	 													              *Indicates mandatory fields.

Date of birth*				   	 D 	 D 	 M 	 M 	 Y 	 Y 	 Y 	 Y 						     Male 	 		 	  Female 	 	
Title (Mr, Mrs, Ms, Dr or Other)	 	 	 			  Given name(s)*	 	 	 	 	 	 	 	 	 	 	  	 	 	 	 	 	 	
Family name*				    	 	 	 	 	 	 	 	 	 	  	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
Residential address* (PO Box not acceptable)		

City/Town						      		  State/Territory	 	 	 		 Postcode	 	 	 	
Postal address (if different from residential address above)	

City/Town						      		  State/Territory	 	 	 		 Postcode	 	 	 	
Phone (home	)				    (  	   )	 	 	 	 	 	 	 	 									        Mobile		 	 	 	 	 	 	 	 	 	
Phone (work)					    (  	   )	 	 	 	 	 	 	 	  								       Fax 	(  	   )	 	 	 	 	 	 	 	  

Email address				  

Section 2 – Supporting documentation

		 I have attached either a certified copy or the original letter provided by the Department of Human Services (DHS).

		 I have attached certified proof of my identity (please refer to the Identification requirements flyer for more information)

  

Section 3 – Payment options

Your DHS letter will advise whether the payment is to be made to you direct or to a third party e.g. into a mortgage account. If the payment is to be 
made directly to you, please complete the following section:

		 Electronic Funds Transfer (EFT) payment	 
			   I would like my payment to be paid electronically. My nominated bank account details are as follows:

Account name		  	 	 	 	 	 	 	 	 	 	  	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
								        	 	 	 	 	 	 	 	 	 	  	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
Name of bank or financial institution	 	

Branch					     	 	 	 	 	 	 	 	 	 	  	 	 	 	 	 	 	 	 	 	 	 	 	 	 	 	
BSB	 (6 digits)		  	 	 	 	 	 			  Account number	 	 	 	 	  	 	 	 	 	 	 	 	 	 	 	 	

		 Cheque payment 

Section 4 – Tax File Number

Under the Superannuation Industry (Supervision) Act, 1993, the Trustee of First State Superannuation Scheme (of which Health Super is a 
division) is authorised to collect your TFN for lawful purposes. You should note that unless you request otherwise, your TFN may be disclosed to 
another superannuation provider when benefits are being transferred. 

Furthermore, by providing your TFN, tracing other ‘lost’ superannuation accounts in your name will also become easier. It is not an offence to 
not provide or quote your TFN when requested to do so. 

However, if you decide not to, you will not be eligible to receive a concessional tax rate (up to your prescribed limit) on employer and salary 
sacrifice contributions paid into your account, nor will you be able to make non-concessional (after-tax) personal contributions.

		 I wish to provide my TFN to Health Super.  My TFN is: 	

Use black or blue pen  
and capital letters

Important information:  
Before you complete this form, make sure you read the Early Release of Superannuation Benefits guide to check 
that you are eligible and that you have all the required information for your application to be processed.

Issued by FSS Trustee Corporation ABN 11 118 202 672 AFSL 293340 as Trustee of First State Superannuation Scheme  
ABN 53 226 460 365 of which Health Super is a division (Health Super).

Office use only: AEC0611
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Health Super is a division of the First State Superannuation Scheme ABN 53 226 460 365 of which FSS Trustee Corporation ABN 11 118 202 672 AFSL 293340 is the Trustee. 
We collect your personal information for purposes outlined in the Trustee’s Privacy Statement. Further detail can be found in the Health Super Product Disclosure Statement 
(PDS). Alternatively, read the Privacy Policy at healthsuper.com.au. If you would like a copy, or if you would like to access or update the personal information we hold about 
you, please contact our Privacy Officer on 1800 331 719.

Issued by FSS Trustee Corporation ABN 11 118 202 672 AFSL 293340 as Trustee of First State Superannuation Scheme ABN 53 226 460 365 of which Health Super is a 
division (Health Super).

Do you have any questions? 
We have people who are ready to take your call and guide  
you through any issues you may have. Call us on 1800 331 719 
8:30am - 6:00pm AEST Monday to Friday.

Please return the form to: 
Health Super, 
Locked bag 2900, Collins West VIC 8007

Section 5 – Declaration

In all cases, please read the following. 

•	 I authorise the Trustee of the Fund to deduct the appropriate rate of tax from any amount released from my superannuation account.

•	 If my full benefit from the Fund is paid, the Trustee of the Fund shall be released from all claims, liabilities and obligations whatsoever in respect  
	 of my interest in the Fund.

•	 I acknowledge that upon payment of my full benefit, my insured benefit for death, disablement and income protection benefits (if any) may cease.

•	 I certify that all information given on this form is true and correct.

•	 I acknowledge that I have read the Privacy Statement contained in the Product Disclosure Statement (PDS) and/or annual information from the  
	 Trustee and authorise the Trustee to collect, use and disclose my personal information in accordance with its Privacy Policy.

I,							       	

Of						      	

in the State of	 	

do solemnly and sincerely declare that the information provided by me in Sections 1-4 of the Application for Early Release – Compassionate Grounds 
form attached to this Statutory Declaration is true and correct.

I also declare that I have met the Department of Human Services (DHS) Compassionate Grounds criteria and have been provided with the approval 
for my superannuation benefits to be released in part of full as specified by DHS.

I make this solemn Declaration by virtue of the Statutory Declarations Act 1959, and subject to the penalties provided by the Act for the making of 
false statements in statutory declarations, conscientiously believe the statements contained in this Declaration to be true in every particular.

Declared at		  	

in the State of	 	

this day of			   	

in the year of		 	

Before me 			  	

					       
X

 		  Date 	 D 	 D 	 M 	 M 	 Y 	 Y 	 Y 	 Y
Sign here
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