UNIVERSITY OF SYDNEY INJURY AND INCIDENT REPORT FORM
SECTION A: INCIDENT DETAILS

Incident reported by: Reporters Contact Number:
Person Affected (if different from person reporting): o .
Position: O StaffNo. .................... O Visitor
O Student No. ................ O Contractor
OOther ...o.viiiiiiiiiiiiee e,
Contact Number: Incident Date: Incident Time:
Occupation: Department:
Where did the incident occur? Describe the exact address/location: Building Code:

Site Normally based: Task Frequency: O Routine task  CUnusual Task

Main Witness Name: Main Witness Phone Number:
Occurred during: &0 Normal working hours/coursework [ Traveling to/from work
[J Recess break eg lunch time O Traveling on duty

Incident and Injury Description:

Incident Type: Please tick O Chemical O Motor Vehicle Accident O Psychological
O Animal [0 Computer/work station use [0 Near Miss O Slip/Trip/Fall
O Biological [ Heat, Radiation, Electrical O Needlestick/sharps [ Struck by object
[ Bumped into object O Manual Handling or Overuse O Noise O Other:

Please complete sections A, C & D within 24 hours and copy or fax to OHS & Injury Management (fax 9351 5868).

SECTION B - INVESTIGATION AND PREVENTATIVE MEASURES:
Refer to incident investigation notes on line at http://www.usyd.edu.au/ohs/policies/ohs/acc-rep.shtml

Can you suggest ways of preventing similar incidents in future? Tick all applicable boxes and give details.

O Replace/repair equipment O Provide training DELAIlS: vttt e
O Improve design O Outsource task

O Improve house keeping [0 Establish safe WOIK PrOCEAUIES ... ... ettt e e e e e e e
[0 Use safer materials O Improve signposting

O Install safety device [0 Consult With WOTKEIS INVOIVEA ..ot et e et e e et et e et et e et et e e r et e et e n e e e et e e e ae e et e e neneaneane
[ 0 PP Employee/Student Signature: ..........cc.oooeiieiininnnn. Date: .....coovvvennn.

Supervisor’s Comments: What action has/will be taken to prevent similar incidents? (Short, medium and long term)

N[ T pTTon SIONATUNE. ottt et e .Dater
Safety Officer’s Comments:

L TP SIGNALUIE. L.t e .Datel ..
Head of Department Approval/Comments: Have the actions recommended above been completed?

NN 142 SIgnature: .....ooveeiieeee e, CDate: o
Please complete Section B within 7 days of the incident and copy or fax to OHS & Injury Management (fax 9351 5868).
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SECTION C: INJURED PERSON’S DETAILS: To be completed for any injury to an employee, student or visitor.

Name of Injured person:

Date of Birth:

Residential address:

Home Phone Number:

Work Phone Number:

Mobile Phone Number:

Email address:

Injury Reported to:

Date reported:

Initial treatment given by:

O First Aid Officer (Nname): .....o.vvviiiiie i e e, [0 Other (details)

SECTION D: INJURED EMPLOYEE DECISION ON CLAIMING WORKERS COMPENSATION

For all injuries to employees please tick one of the following:

O NOTIFY AS AN INCIDENT ONLY: At this time I do not wish to lodge a claim for workers compensation for this incident
and take personal responsibility for any medical expenses and sick leave associated with this matter.

OR

O NOTIFY AS A WORKERS COMPENSATION CLAIM : | wish to lodge a claim for workers compensation for medical

expenses and time off work associated with this injury or illness. Please complete Section E below. The insurance company
will mail claim forms to the above address

Sections A, C & D must be completed and copied or faxed to OHS & Injury Management within 24 hours (fax 9351 5868).

SECTION E: REQUIRED FOR EMPLOYEE TO BEGIN A CLAIM FOR WORKERS COMPENSATION

1. A NSW Workers Compensation Medical Certificate must be submitted to OHSIM for all claims as soon as possible by
fax on 93515868 or by mail to OHSIM, K07, University of Sydney, 2006.
2. NSW legislation limits wages claims to a maximum of $1621.60 gross per week. Staff who earn over this amount will

incur a wage loss until they resume full working hours.

Employment Status: tick one
O Full time

[ Part time

O Casual

Date Commenced Employment:

Award Wage Rate per week (gross):

Award Hours per week:

Average Weekly earnings:
(for casual staff only)

Average Hours per week:
(for casual staff only)

Date Ceased work:

Time ceased work:

Current work status: tick one

OUnfit for work [ Fit for pre injury duties [Fit for suitable duties

Date resumed work:

Lost hours to date:

Parts of Body Injured:

Previous Related Injuries: Marital Status:  tick one Number. of
[0 Married [ De Facto [ Single Dependants:
Treating Doctors Name:
Doctors Address:
Doctors Phone Number: Doctors Fax Number:
Treatment Program:
Current Medical Certificate Date: Review Date:
Completed DY: ..., Signed: ..o Date: .........ceeenn.
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