MAYFAIR INSURANCE COMPANY (UGANDA) LIMITED
24 FLOOR, PLOT 9, YUSUF LULE ROAD

P.0.BOX 34447, KAMPALA

TEL: +256 312 181 950

Email: info@mayfair.co.ug

WORKMEN’S COMPENSATION -INJURY REPORT

To be completed by the Employer in case injury to or death of a workman
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a)
b)
c)
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h)

j)

THE EMPLOYER

N A ettt ettt ee ettt cetbe e st bee s e satbresebaaesessababeseseabaeesenbeaes sebatesen ssbae s enbebeesesbeaes snneesensanaeeaen
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INAUSEIY OF DUSINESS: «.ueiieeieiietit ettt sttt ettt et s saesbe st e e e s e s b et ess et esesbe st stees e sensaseesaesereansans

THE WORKMAN INVOLVED IN EMPLOYMENT INJURY

NOIMEL et et e e e et e b b h e e e sh e she b sat et b b e b e n s
Address:(HOme and PErMAaNENT) .......occecccireie ettt ara st st s e s sa et as s e ssa s sesanasens
SEX: ittt e A e e et st e ee e e

LD NO.: e e OCCUPATION: (it s e e e
WOrkman’s JOD DESCHIPLION: c..ecviicee ettt ettt et st st e e ettt e s saesbe st s e e e a b eba et eneens
Was he casual Or PEIMANENT: ..ottt b bt seete st sbe st e e s e s besbebaese s ansanes
Academic/Professional qualification/ Technical or trade test..........cooeveevereeecrececveeeee e,
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?
STALE DETAIIS ...ttt ettt et sttt bbb s bt be e ek se et e n e e et seaebaenene
Monthly or Daily earnings at the time of the accident.......cccccevririceieccece e,

Has the workman filed a suit Y/N...... Has the workman previously filed suit against you?
(Y/N) ...... If yes, give details Of SUILS .....ccceeiiieiicie e e



3) THE ACCIDENT

Q) DATE & HOUI: .ttt ettt et et et sttt st es e s e e e s e s sbeebeesssasessessesbentenbenssense steebesseareseseesessaens
D) PlACE: ettt et ettt e b bbb et ste st shesaeentaseebaetsebbeabebe et et st sreensanseseeraeraeraean
C) CAUSE Of The ACCIAENT.......ceeeee ettt sttt et st e s et st st s ae s e ss et eae et sesssansstennssesenes
d) Was the workman recorded on duty at your workplace on the injury date........ccccoeveeveverrccerece s

e) What duty was the workman assigned at the time of iNjury.......cccoceieeiccccce e

1. State name of machine & part CauSING the INJUIY......cccueiiiriniee e
2. Was it fENCEA OF GUATTEM ......oeiieie ettt sttt st et et steste e sesea s esessesersensanease st sbeneseanenn
3. Was it in motion When iNjUury OCCUITEA?P......c.uuiiii ettt e e e e e e e ae e e e e beeeeaeeeesareee s
4. Who was responsible for switching it on and off?............oooiiiii e
5. WHO SWILCNEA It ONT ettt et s ettt e s st b b eae s e b st bbb st ee et

6. His Address

7. His Permanent/Home Address if different from @DOVE ... e ettt sttt sevesse e e renes

8. State exactly what the injured person was doing when he got injured ..o

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 injured

4) THE INJURY

a) Was it fatal .......cccoevevereeeenenes If fatal give the names of all dependants of the deceased workman if

KINOWIN ettt sttt sttt st b et st s et s4 s ek et e 4e e s ot eae ek ses ek e st o4 sen b ek eat et nenbes et ebe nen ek et ebeenbeb e e et sebenb s
b) Particulars of injury (as certified by the Hospital/company’s dOCtOr) .......cccueeveeeeerereeeceeeeereee v
................................................................................................ are the injuries visible .......ccccceveveverevceeee,



c) State the probable period of diSabIEMENT ........cci it s eraes

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

e) Whether admitted (Y/N) .......... Date When first treated .......cooocveeeececeiece e st
f) Date of admisSioN .......ccceieirineccece e Date of discharge ......ccceeeeeveceveeveeceeeeeereene,
g) Attendance as out-patient prior to and/or subsequent to hospitalization.............ccceveereeevecrerenecreceeerenens
FrOm oot e T0 e s
Was there a doctor’s medical report? (Y/N) ...cccoeeeeeerennee. if yes, please provide copy

h) AMouNt eXPeCcted ON TFEATMENT ....ccvcviieiieeieeeeee ettt e e ste st st e e aa et aeb e st e ssereese st steseeasannasassesanss
1) WO PRI FOI It oottt t ettt et st te sa et seete s e et s sae st et et eaesassesaesase st seassesestesssssssnsesennntes
j) Was the injured recorded on an occurrence book/injury register .........cccceeeveeeereeeeveneenns (Please attach
copies)

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

I) Has he returned to Work? .......ccccecveveceveinece e WHREN .ttt sr v e

5) OBSERVANCE OF INSRUCTIONS

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

b) Was the workman guilty of any misconduct or disobedience to such instructions or other
ProCEAUIES OF FUIES? .uiiiiieieeiee ettt ettt st st e r s e ens 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) ..cocieeeererieeceeeece e If yes, state the date of supply

.................. Did the work man sign for the gear ........................2 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 NO, GIVE FEASONS WHY ..ottt et s st st s e e b s e

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? ........cccccoecvveveinnenn.

= ) OO USU TR
NAM ..ttt et DESIZNATION ..ot s e
DaAte e e SINATUIE e e e e e e
D) ettt et s b bR ses et ek s R Ses et R b e SeR £ ee £ AR Sen et ek AR e R sen et ekt e R nen et et sesen seneas
NAME ..ttt s e sre e DESIZNATION .o e e
DAl e e e SIBNATUNE .t



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)
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