COMPENSATION FOR OCCUPATIONAL INJURIES AND DISEASES ACT, 1993 (For official use only)

31 . Department:
(iﬁ) Labour

labour

e REPUBLIC OF SOUTH AFRICA

Section 6(A) — Annexure 13

EMPLOYER'S REPORT OF AN ACCIDENT

DIRECTIONS FOR COMPLETING OF FORM BY EMPLOYER

This form must be completed:

(1
(2

Whenever an employee meets with an accident arising out of and in the course of his/her employment resulting a personal injury
for which medical treatment is required, or death.

Whenever an employee reports any personal injury to his/fher employer, if in making the report the employee alleges that such injury

arose out of land in the course of his/her employment.

(Where the accident has caused death, unconsciousness or amputation or where the injured employee is presumed unable to
work for a period of at least 14 days, the Provincial Executive Manager of Labour must ALSO be notified by telephone or fax,
without delay).

Step1 Complete "Part A", page 1 of the form by giving full details, sign and date form where indicated.

Step2 Detach "Part B" (an automatic copy of "Part A", page 1) by tearing it at the perforation, hand "Part B" to the employee and

request him/her to hand it to the medical practitioner/chiropractor or the hospital concerned. In serious cases "Part B" must be
forwarded to the medical practitioner/chiropractor or the hospital without delay.

Step3 Complete "Part A", page 2 of the form by giving full details.

Step4 Forward the completed report of an accident together with a certified copy of the employee's ID and the First Medical

Report (W.CL.4) (If available) to:

THE COMPENSATION COMMISSIONER
COMPENSATION HOUSE

CNR. SOUTPANSBERG AND HAMILTON ROAD ¢ centre 086 010 5350 e-mail + cf-info@labour.gov.za

P.0. BOX 955 Fax (012) 323-8627 Website « http:/iwww.labour.gov.za
PRETORIA (012) 325-6686
0001 (012) 326-7889

(012) 323-6986

N.B.:

1)
2)
3

4)

5)

6)

7)

Complete a separate form in respect of each injured employee.

This form must be delayed in expectation of the employee resuming employment or awaiting medical reports.

An employer who fails to report any accident within 7 days to the Compensation Commissioner on this form, shall be guilty of an
offence in terms of the Compensation for Occupational Injuries and Disease Act, 1993 and may held liable for the full amount
of compensation payable in respect of such accident.

An employer who fails to report accidents that have caused death, unconsciousness or amputation or cases where the injured
employee is presumed unable to work for a period of at least fourteen days to the Provincial Executive Manager of Labour by
telephone or fax, shall be guilty of an offence in terms of the occupational Health and Safety Act, 1993.

Use the appropriate form or the reporting of occupational diseases. (W.CLL1).

If an injured employee should leave your employ, please keep record of the address where he/she can reached so that monies
which might be payable to him/her from the Compensation Fund, can be sent to him'her with your assistance.

Minor injuries where no medical attention was required should not be reported, however a record should be kept of such injuries.



For official [
EMPLOYER'S REPORT OF AN ACCIDENT RS
COMPENSATION FOR OCCUPATIONAL INJURIES AND DISEASES ACT, 1993 P
Section 6(A) (b) — Annexure 13 Provincial Office
Instructions:
Complete the form in block letters and mark appropriate areas (X) e

DECLARATION BY EMPLOYER OR AUTHORISED PERSON

| hereby declare that the particulars, shown in items 1 to 62 of this report, of an alleged injury on duty, are to the best of my knowledge and
belief true and accurate.

Signedonthis ... ... _.déyof. .. ... .. ... ..ye;§r. .. ... .. —{- Signature

EMPLOYER

1. Registered name with the Compensation COMMISSIONET ... oo s et e e cer e e s sees saes ceeeseaseen seeen sasen s sseseasnsess saescennnnn

2. Registered number of this business with the Compensation Commissioner

J oA POISON .cn edia  s e b i hs b na st e Bt b

4. Streetaddrass ... e s s e e e 5. Postalcode ...
B. Postal addresSs ........cococv it 7. Postalcode .......ccoeeeeeeee. B T NO. (cieiiciii) ce e e e
91 Faxno. (.......... T PR W PRE Rt S et LT 10. Situation of businessfarm ..o s

O BN O I S s s et i ot i i e G s i B i e S PSS S b e e e S AR e

Tils “Nammeefibusiness; radeiorinaustng: . e Ll e il L o L B LR e e L el it b oo et i e s e s

EMPLOYEE (CERTIFIED COPY OF IDENTITY DOCUMENT TO BE ATTACHED)

12. Is the injured person a | working director | working member of a CC | owner of | partner in the business? | Not applicable |
13, SUMEME ... e e e e e g R T T T S TP
15, 1D NO. weooooooee oo 16, Dt OF BIRtR ook 17.  Sex Male | Female |
18. Marital state Married Single T, CIZEN OF <ot e et et ettt e es e te et s seees e eat e e saens snne e
20. Personnm@Ing. ........cccceevecsmenensnnmnemmmssssrnmsans. 2 0e  TICCUPBIION <o oes ceme coeecsnsmmumseuessssmmm seus sseamnas e bn sras stan mte Bbasn smes Skss Sams Smbes suss amms sunse e
P 1 - P S 23 PosEl o088l s s,

24, . Postaladadness v cuiiasiniiianitist i isiiiassnmbiisia i s st b R S s s i B 1 IOV SHR ORI e siimsiisnsniiaie sens s binnmaicia st es

2B, Tl ING. (cooveeies o] eeee e eeees o e e oo oo eeeee e oot oo £ee et e sees s oot e eeees e oo meeee e

27. Period in your employ (years/months) ..........[J.........  28. Expected period of disablement (days) | 0-13 days 14 & more |

ACCIDENT
29. Date of accident ........ .......J ...... 5 | 1 ORE [Ty e R R e SR L SR
2, =) o s T T N o, S S S N WO 0 A e SR8 t, LA I 1y i) e o e e S e

B2 2UEDEVINES St G e, o e B e R, e et R
33. Date employee reported accident .......J.........J........ m 1 U 111 || R e e e R S S R P - e
35. What task was the employee performing at the time of the acCident? ... e e e s e e seere e sne e

36. Period of experience in the task performed (years/months) .........../........

37. Was his action at the time of the accident in connection with your trade or business? YES NO
(If "no™ state reasons on reverse side Part A page 3)

38. Short description of how the accident occurred. (ALSO mark the applicable items on the reverse side of Part A Page 3 and use same

Lo T e =he ey o) L e s L Ay S R L EME J SRI J SUR LE-c8 N Sy CIA TN S e

{Refer the mac hine/process invoived, whether the injured person feil or was struck and ail the factors contribufing to the accident). e

39. Was the accident a traffic accident on a public road? | YES | NO |

40. Nature of injury sustained (e.g. index finger of right hand CIUSREA) .......... oo e e e e e e eas st senes sem amtes sansssmneseans
Mark any of the following when applicable: | Killed | Amputation | Unconsciousness |

41. Are you satisfied that the employee was injured in the manner alleged by him? | YES | NO | If not, give reasons.

(If "no™ state reasons on reverse side Part A page 3)

PART A PAGE 2 MUST ALSO BE COMPLETED

PART A PAGE 1 W.CL2

Please complete in detail to ensure early finalisation.



W.CL2

(COMPULSORY TO COMPLETE) G ek

Employen: ..t i inniinnainenniab s iiiiisnsiniihanssn s Datenhacc ent: s s e i s s

Employee: s ncsnnnaae st isannstcaempioyee s iIDNG s crss s e s i s e L e

FURTHER PARTICULARS OF EMPLOYEE

42. Earnings of employee at the time of accident:
Attach copy of payslip as at time of accident. R/\Week R/Month

Gross cash earnings: (Including average payments for overtime and/or
commigsion 0f 2 CORSEAREChArACIN) .. ... i i cimin s usiniais sass mtas miabi i s sasie sant s o e ot s b Sk e
Allowances of 8 recuUITENt NALUME: .....c.oi i i e i s s s s s s s s s s s s b e sre s
a) Bonuses (i.e. TR ChaQUA) ... ... ceeimeces sscemei sesm smres eam sses {esen sanme cens sens sames sase sade smens esmsanmscrasn smwans
h) Other allowances {SPoCHY MBIINGY <. i it i sueniatssirnres s dambusinisits o atasbe sies s ona situe ik s be e s sucins s sotmnmtss san
Cash value of:
Emeifopdt ot lnantiihalaalunsniinaiiiiimnatinbnilaanaanatnn iannlainining
L LT T 1 L R I L e e LI NS

Other payment in kind (Speciy Natng) ... s e s s s s s sssnccss saess ssesssssafrassasas senss sass sasn easss

43. Interms of section 47 of the Act an employer is obliged to pay an employee full compensation for the first three months of absence
44, Are you prepared to make further compensation payments after the first three months from the date of the accident? YES m

45. Ifyou have already paid cash (earnings) to the employee, state the total amount R ...

46. For what period were such payments made? [ o |G ATy TP [+ IO TR i 1 STATRNISITR (e e R e

47. Number of days per week worked by the employee ...

48. Date on which the employee ceased work due to accident ..o 49. TiMe ..cccovmrece e
50. Did the employee complete his shift on the day that he ceased work? | YES ‘ NO ‘
51. Date on which the employee resumed work NIRRT M| AT B AN, T L S 852, TiMB .ooemiieneaeens

(If the employee will be off duty for an extended period, an interim Resumption Report (W.Cl.6) must be submitted monthly).

53. Ifthe employee was killed in the accident, state name and address of dependant of the employee. ...t e
FURTHER PARTICULARS
54. Should the employee have any physical defect, have suffered from any serious disease prior to the accident or has previously

received compensation for permanent disablement, give full PAMICULAIS. .. ... e et e et e et et e
55. Was first aid given in this case? | YES ‘ NO ‘
56. State the name of the medical practitioner/chiropractor who treated the emMpPIOYEE. ... e et e s e e
57. Ifthe employee received treatment at a hospital, state name of NOSPItaL. ..o e e e e e e e
58. Was the accident caused by the employee's: a) Deliberate non-compliance with directions? | YES ‘ NO ‘

b) Reckless disregard of the terms of any law or statutory regulation designed to ensure the safety

or health of employees or the prevention of accidents? | YES ‘ NO ‘

c) Action while under the influence of liquor or drugs? | YES ‘ NO ‘

(N.B. If any reply is in affirmative, the employee must furnish an explanatory statement which must
then be attached hereto together with your comments thereon).

59. Name and address of anybody: a) Who witnessed the aCCident ... i e e et e et e s e e snan stes seman sasesaen smnasasnaan

b) Who was aware of the acCident at the Himie L i ittt et et et et b e eeme 2ame e em etee 2amt £at sbeem eme eemeeasnenea
60. How many other employees were injured in the SAMe ACCIIBNLT ...t e e err st trs sess smrs res snsns ras sens nsns seaem sasns sns semsesnsnan
61. Ifthe accident was investigated by the SA Police, state name of Police Station and docket number applicable .........cocoociiciiicicie e

62. If motor vehicles were involved, furnish registration NMUMDEITS. . ......... i et e et e es sese s te sassastes £ees ssaes nes senss ssan sans snseesan

ANY ADDITIONAL DETAILS CAN BE SUPPLIED ON PART A PAGE 3



W.Cl.2
PART APAGE 3

Employeri:d ans s s nra s e s e e e e e e Date of accident: ............ccco i

Employeai s i s s e i e R e e Employee'siiBNO: . ount i sl i i

38. Continuation of point 38 of the previous page. Contributing factors/causes applicable. (Mark the applicable item/s at Aand B).

A) B)
Defective plant Railway Explosions
Defective machine Building work Rotating machine
Unfavourable conditions of work Electricity Press/Rollers
Fault of employer Chemicals Woodworking machine
Fault of injured employee Poisoning Lifting machine
Fault of supervisor Burns Hand tools

OB MNA O I (DB O Y .. et it ittt et et ettt et e e te et eaas oheea e etbe 2 aa 2etesbee 2 an 2 ebebeas 2 as ohea feaan eeebbe 2 aaes shen bees 2meeaaen s emns sean searenaean

Any other contributing factors, not Mentioned ahOVe (SPECIFY): ......c. .o i et e et e e e ser e sasms stns ens semeeseen sesms stes sensnsmensnem sasnsmns

The rest of this page may be used for any additional details or comments regarding the accident.
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