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INSURANCE

WORKMEN'’S COMPENSATION -INJURY REPORT

To be completed by the Employer in case injury to or death of a workman

1) THE EMPLOYER

Q) NAIME: ottt et s te e et e s teea s e e te s et eae et ses et eae e tesea st eae Shenea b et are et sen et eas et aes et eaeehenen bt eaeatennassens
o) T Yo [ [ T3 TR

C)  INAUSEIY OF DUSINESS: ...ttt sttt et st et e e te s te st st e e s bes et et et assete st steses e senseseesasansansans

2) THE WORKMAN INVOLVED IN EMPLOYMENT INJURY

) I AV =L OO T OO STRUR
b) Address:(Home and PErMAaNENTL) ..ottt s bt e et st st s e e a et n s
€)  SEX: ittt e A ittt e et ettt eb ans
d) LD NO.: et OCCUPATION: vttt ettt st r e st s st naas
€) WOrkman’s JOD DeSCriPLION: ...cccueieieetietiet ettt sttt ettt et et e e ete st sbe b e e s e s bbb et annans aaes
f)  Was he casual OF PEIMANENT: ..ot ettt et s r e sae s es s s e e ses e re et sessaseneese sees
g) Academic/Professional qualification/ Technical or trade test........cccccceeveevecireerereeceverirecreree s
h) Was the injured workman in your direct employment? Yes/No............. If not, was he working at
the place of the accident under the employment of a contractor or others?
SEALE DBLAIIS .ot et e e st e bbbttt et b e st e e e n b e te e eneene
i) Monthly or Daily earnings at the time of the accident...........ccueeeeciicecie e e
j) Has the workman filed a suit Y/N...... Has the workman previously filed suit against you?

(Y/N) ...... If yes, give details of SUILS .....c.eeiiiiciieec e



3) THE ACCIDENT

Q) DATE & HOUF: ..ttt ettt ettt st et s e s st s e s et et st ses s sae st ses e s saeeessesteteae st easesaseetensnsesernasan
o) I 1= T TPV RPRTRPRTS
C) CAUSE OF ThE GCCIARNT......ecvveeeeeeee ettt ettt et et e eev e er et et sbestesasersansanssesaesbesseseanee sresres
d) Was the workman recorded on duty at your workplace on the injury date.........cccceeeevececeiniceceece e,
e) What duty was the workman assigned at the time of INjUIY.......ccccovveive e
If injury caused by Machinery: -
1. State name of machine & part causing the INJUIY ..o
2. Was it fENCEA OF SUAINTEM ..ottt ettt se st see st e s et et st e et esease st st saesessessansassesenes
3. Was it in motion When iNjUry OCCUITEA?........oii ittt e sre e e e s ste e e e senree e e e e e seneaaeeeeans
4. Who was responsible for switching it onand off?..........coooiiiiii i
5. WHO SWITCREA 1T ON? ettt st et e et b s et et st b et sttt ebea s
B. HIS AQAIESS ..ttt et ettt st ettt st b et et st b eb et abe seabeb et ebees ettt et sesses et ebe sesbebereeaeserbenantan sen
7. His Permanent/Home Address if different from @bOoVe ...ttt et sresae e ereneens

8. State exactly what the injured person was doing when he got injured ............ccoeeieiveeceece e,

If injury not caused by machinery (e.g. Fire, a Fall, carrying heavy objects) name the cause and a brief
description of how the Workman got iNJUIEd ........c.coeeeiiininceece et st st st e es s aerens

a) Was it fatal .....ccooevereriennene. If fatal give the names of all dependants of the deceased workman if
KINOWIN ettt sttt sttt st e et st e et sa s b et e 4e s et eae ek es ek e st o4 sen s ek ere et en b eb e e ebe sen b ek areebeenbeb e e et nebenbes
b) Particulars of injury (as certified by the Hospital/company’s doCtor) .......cceccvuerievecinecenreeeeneieeeeeeee e

................................................................................................ are the injuries visible ...



c) State the probable period of diSADIEMENT .......c.ooeerieiiecece et et et e er e ere et enes

d) Name the hospital/Dispensary/Private Clinic where he has been treated following the accident

e) Whether admitted (Y/N) .......... Date When first treated ..o e s
f) Date of admiSSION ....cccoevveceeeeeeee e Date of discharge ......cceeeeveeeveveeveececeeieenens
g) Attendance as out-patient prior to and/or subsequent to hospitalization.............ccceeeveerevevecineceiereie s
From oot e T0 e s
Was there a doctor’s medical report? (Y/N) ..ccceveeeeenennee. if yes, please provide copy

h) Amount eXpected 0N TrEATMENT .......cecciiice et a e r et s e e be st e see e sesbentebe s srsans
1) WO PAI FOF IT? 1ttt ettt ettt et st et et ea et eaeetesesbebeas st sestebeas et nesbesarsatesea st ensetesessesensesensntes
j) Was the injured recorded on an occurrence book/injury register ..........coeeeeveeveceererennns (Please attach
copies)

k) Was there an LD 104 form filled(Y/N) ............... if yes, please provide copy.

[) Has he returned to Work? .......cccevveveveeeceee e LY =] o TR

5) OBSERVANCE OF INSRUCTIONS

a) Were there standing instructions/notices on how to do the assigned Work?..........ccccccceveeecveeeveeennen.

b) Was the workman guilty of any misconduct or disobedience to such instructions or other procedures
OF TUIBS? ettt sttt et e if so please give details

c) Whether the injured workman was provided with protective clothing/guards e.g. gloves, gumboots,
helmets, goggles overall tC. (Y/N) c.cooueveee et If yes, state the date of supply
.................. Did the work man sign for the gear ........................ If yes, please attach a copy of the signed
register.



d) Was the workman found without the protective clothing/guards at the time of the accident?
Yes/No............ if N0, ZIVE FEASONS WRY ..ottt st st st st b bt ae s eaes

e) Had his immediate supervisor brought to the attention of the insured workman the necessity of
wearing protective clothing/guards when the former saw the latter without these guards at the time of
commencement of his work but before the occurrence on the date of the accident? .........cccceecvvveviiinnenn.

= ) TSR U ST
NAM .. ittt e DESIZNATION ..veeiiriiie et e st e
DaAte e e SINALTUIE e e et s s eees
D) et et et et s et b e SRt e e AR Ses et e E s e Rt e R e s R SeR £t e s et eR s et ettt e b nen et ees et eReenereeen
NAME .ttt et e e see e DESIZNAtION ..ooiiiiiere ettt e s e



The above details are factual to the best of my /our knowledge, information and belief.

(The below part must be completed) (Please stamp here using the
company’s authorized stamp)

(D F= ) <R



