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WORK INJURY BENEFIT CLAIM FORM

This report is 1o be compieted by the Emplover in case of injury to or Death of a Workman.

.
®|  If any detail of information s not available immediately, please do not delay to dispatch this report. Such particulars should be sent later,
®| Sublect to the provisions of the WIBA an employer Is required to repori an accident to the Director of Qooupational HeaRh and Safety either
verbally or in writing within 24 hours in the case of & Fete! injury and within seven days after having recleved notice of an acgident or having
lsamed that an employee has been injured in sn accident. This includes any accident reported by mn employee to an employer and the
employee alleges that the same arose out of or in the course of employment irespective of tha opinion of the employer.
®| ARdogurments recieved from the employee should be submittad 1o the Director within 7 days of recelnt.
® Al writtan eommunication should be forwardad to the Company. '
@' Anemployer / insurer against whom a claim for compensation is lodged by the Director under section 26 sub-section 4 of WIBA shall setlle
the claim within 80 days of lodging the claim: l
_ |
i
1. THE EMPLOYER |
a) Name:.... D TA R LS 0T AE 844 STRF 184310 03D ATAASEST RS B4 PE 181 80107 AR SES 28 e L3281 171078 AR E R EA £R 4R R AR RS AL AR SRS e bR pea T shaemn -
b) Address:
c) industry or Busingss: ........c.evevuens hl
d) PoalicyNo.:..... Cormmencement date; 1T
e) Areyouregistered with the Director of Occupational Health & Safety? (YES/NO) sheg. No.: ,
2, RKMAN [NVOLVED IN EMF 1y Q
a) Name: - P - '
b) Address {Home and Pormanemnt); ... ismssssmnnsssssmrmsssssmmnsssssssans - I
; %
c) Sex : B et = o S s | S - L L2) @ oo
) LD NG coovormserecsrescrrsare vestesessessssssraseermeemmens Qccupation of injured Dﬁ%}f B OTACCHBNT ._........coveseernresstenen semseetresmssesnsmasanssesssossssssssnassees )
€) Workman's Job DESCHPUON.: ....ercresearsesssssirtrsrserseere s e reemnens T —
f) WasheaCasual or Permanent or Under Contract: .............. ¥ ...q -
@) [ Under Contract, narna of the Contractor: ................ e W, W J ‘\ .......... {Kindly attach copy ¢f the Contract)
h) Academic/Professional qualification / Techn TBL: v rsmmssmneme e s se o
)  Was the injurad workman in your direct en& 7Y (YES INOD): ...o.comesesneesssinnens I N0, WES he-wiorking at the place of the accident under
the employmant of & contractor or othars?: ;
State detalis.: S —
j)  Whandid the injuret] person enter your servica?:
k) Monthly or daily eamings at the time of the accident :
) Hasthe workman filed Suit? (YES/NO) .. .ovovveceerecmenian. Has the workman previously filed suit against you? (YES /NO): ........ccvomcreomssmeeseens
i Yes, give detalls of suit’s
m}| Is theinjured person still in employment? If not siate date when he 7 sha caased work:
3. THE ACCIDENT
n)| Date: . Time: . Place:

b) Uponwhat date andtime did you recelve notice of the accident and from wham: . |




¢] Heetha lmwyheanmpouedmmenhuhurofmmhmameumm&ﬁmﬁsmo e IT¥iaE Dol reported ey D g

BNAhOW......................c Neimwh... g S . ebtemertac e mesepnt s oo {luhnﬂ'duwmmnﬂdmmmmifqm}
d)| Cause oftheAccident: : W s i g
©) Was the woranan scorded on duty at your workplace on the injury date.-.. P oL
f) Whatdmymﬂnwkmawmﬂnmdﬁamw e ; b eciang e -

fflnlurymuaedbymumlrmr !

1. Shhmafmﬂim&padauﬂngmeimury?: ; ebreressssnn o

2. Wasitfenced or guarded?: _— - e = RO .
3. Was the machine being clsaned?: ... “Prsss s s g enss — :

4. V\nmmmagenemlnatumorwmkpolmon?: 1 et 88 it e e e e
5. Wasitin mononwhonmehjuryoccunad?;

8
7
8.
2

. Mommpmlbleformmmgnm eroff?:.....
7. Whoawilched it on?: " -

. His address7; S

. His Permanent / Horne addross i different from above?: ........... ... e bt e are e e emer s e
10. State exactly what fhe Injured person was doing when he got injured?; ............

f)
b) Have the dependants informed the DirednrofOecupaﬂonal SEMyP(YESINO): ..o HYeswhen...........cooovee
andhow......... S s .,-_h_.‘$_: ...................... e 9
Particutars of injury (as certified by the Hospital / Company e st e b1 e e et e
N8 U VBIDIOT: st .
c) W Yes, briefly describe when first diagnosed s
d) Wasthe daimant medically exerninad priorto commencing employment? (YES/ NO): " . ™ S
®) State the probable period of disablement: . ——
0| Name the Hosplal/ Dispensasy /Private clinicwherehe has been!mamdfullmmngﬂ\eaccdent ..... U
9 Whether admitted (YES / NO): DFHE WHEN TS UOBMEC: ... s
h}| Date of admission: ... .. Date of discharge: MUt et na s
i) Aﬂandanmasout—pahant priorto lnd!orsmsaquenuohnspfhluthn Fom............ wwrvrernss TO
Was there a doctor's medical repon? (YES INOJ: ... o - (If Yes pleass provide a copy of this report)
I| Amountexpended on teatment: ..... heresssms s sch e en st e eesenme et st oo SO
K} VAN PBRIFOT I s oo -
Ty | Was the injuwry recorded on an nu:urencehooklmjurymguer? (YES/NQ). ... everasnaren: (i Yes plaase atiech copy)
m); Was there DOSH 1 form filled? (YES/NO): ., s {If YO8 ploase attach copy)
n} i Has he/she resumed work? (YES/NQ):. When: , T o




J

5* OBSERVANCE OF INSTRUCTIONS

7l

(THE BELOW PART MUST BE COMPLETED)

Date: .........

Neme:| ; 3 Signature of Employe]_':

-9} State through whose neglect this Injury occurmed: . raeireiysse g aRRa eSS R R bR R S RS ORS00 .
Stato the names, addresses (Permmaneat & Homa) of the persons who witnessad the accident:

E) ST SRV, - "o | @

by| O ¢

G)l .................................... . R L L L000OCD DD Do DU raasefltnncam collfuns

a) "Werethere any mmmmuaimmm how to do the assigned work? {YES/ NO): ......:
Briefiy explain: ?

b) Was the workman guilty of any misconduct or discbedience to such instructions or other orders or rules W YES/ NO):
If 30 please give details: .

c) Wasthe injured underthe Infiuence of drink or drugs athe time of the sccident?: ... \

d) Whether the injured workman was provided with protective clothing/guards e.g. gloves, gum books, helmets, gogales etc? (YES/ NO): .........
1 Yes, 28t the i8NS POVIIEN .....co.vcreevrerrre st st sssmarsan st s and was (he workman utilizing the gear et the
{ime OF INJUTY ..o ccvesierceanarnammcscannaan i not, why? .Dataof supply: .................. ressressamansmamrrrnererrentadsbraness
Did the workman sign for the gear? (YES/ NOY: .....wmmeeniceareesens i yes, please attach a copy of the signed register, '

eJI Was the workman found withaut the protective clothing/guards at the time of the accldent? (YES/ NO): ..o vecceenmmainimsnim e f N\_‘}.Igm
TBBBOIS WHY . ecov..ooero. oo -—-sen-seeesesasasearr 1258 s 4461 L EL SRR NSRS S14imemA RS 1 B0 LR RS8R AR AR A1 st S SRR Y aSs AE

f)  Had his immediate supervisor brought to the attention of the _Injurad workman the necessity of wearing protective clothing/guards when the
former saw the latter without these guards at the tima of commencement of his work but bafore the occumence on the date of the accident?:

Briaf statement’s from the above named persons who withessed the aw occurred:|

Dasignation:
Signature: .......
c) LI S bbb s anassae e anya e rare T nae s
NEmMe: ..ccoovernermms R e et bt b b8 18§ e Er A bt pnin Designation: .....c..mevisssinsoies
Date: e . Signature:

The sbove detalls ars factusl to the best of my/our knowiedge, information and bellef.
(Please stamp here using the Compny's authorized stamp)

Daslgnaﬁon:| eseereseee et anssasnis !



STATEMENT OF WAGES

LN

The object of this stalbment fe 0 Skcertyin the Injured person's average monthly eaming. Ploase therefore cbserve the following instrictions very
carefully. failure to do so will entail unnw'esm cormespendence and cause undue delay in the settisment of the clatm:-
1] itthe injured person has been in the Employer's service during 2 continuous period of more than one menth immediately preceding the
accident, the wages that have been paid or fallen due for payment, to him/Mer in each month of such pericd (not exceeding twelve praceding
months ia all), must be entered in the statement. .
2. Hihe injured parson has been In the Employer's servics for lees than a month, there must be entersd in the statement the wages peid to
another workman empioyed on the same kind of work by the Employer during the twelve monthe immediately preceding the accident

MONTHI WAGES BONUS, VALUE OF FREE QUARTERS
& ANY OTHER ALLOWANCES.
Shs. Cis. Shs. - Cts.

I & N
N\

Total including AllOWances ................ceeees

TOTAL

a) Wers the above stated wages pald, ar fellen due for payment, to the injured person?

If not, state to whom?

b)|  Was the injured person ebsent from work at any time, during the above stated period, for 114 or more consecutive days?

c) if s0, give the following particulars:-
Abserit for days from to

TAGLWIBCEN410 |




