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OHS Incident Report Form

It is imperative that all work-related incidents are reported to Hallis immediately.  In the event you are involved in an incident, please: 

· Seek first aid assistance as appropriate. 

· Contact your Hallis Consultant immediately. 

· Complete and submit this form within 24 hours of the incident occurring to fax 03 9696 3404   or   email incidents@hallis.com.au
Declaration of Person Reporting Incident

I declare that the information I have provided is correct to the best of my knowledge.  I understand it is an offence to give false or misleading information.  I declare that where I have provided information about another person I am authorised to provide such information, the information has been collected in accordance with applicable privacy legislation, and I have informed or will inform that person of how Hallis uses and discloses the information and how to gain access to that information.

	Signature:
	
	Date:
	

	Surname:
	
	Given Name:
	

	Phone No:
	
	Email:
	

	Company:
	
	Position:
	


By supplying this information, you consent to Hallis releasing this information (which may include sensitive or medical information), to the relevant WorkCover authority, insurance agency and other authorities as required by law.

Report Type

	This is a report for:
	(  Injury
	(  Illness
	(  Near Miss

	Date of Incident:
	
	Time of Incident:
	

	Site of Incident:
	
	
	


Injured Person’s Details

	Surname:
	
	Given Name:
	

	Address:
	
	
	

	Mobile Ph:
	
	Home Ph:
	

	Sex:
	(  Male
	(  Female
	Date of Birth:
	


Host Employer Details

	Client Name:
	
	Phone No:
	

	Address:
	
	Supervisor:
	

	Did you record the injury or incident in the host employer’s Injury Report Book?
	(  No   (  Yes


Incident Details

	How did the incident occur? (Briefly describe how it happened and what you were doing at the time.)

	

	

	

	

	

	What type of injury did you suffer? (What parts of the body were affected?)

	

	

	Treatment:
	( Nil
	( First Aid
	( Doctor Visit
	( Hospital Visit

	Name of Doctor
:
	
	
	

	Name of Practice/Hospital:
	
	
	

	Did you cease work?
	(  No   (  Yes
	Date ceased:
	
	Time:
	

	Have you returned to work?
	(  No   (  Yes
	Date returned:
	
	Time:
	

	Name of Witness:
	
	Contact Ph No:
	

	What action could you suggest be taken to prevent a recurrence?

	

	


Workers Compensation


	Where you have sustained a work-related injury, you are entitled to lodge a workers compensation claim.  Please note that you are responsible for all medical and associated costs until the claim has been accepted.  In order to make a claim you must obtain a Workers Compensation Medical Certificate from your treating doctor and submit the certificate to Hallis with your claim form.

	Do you anticipate making a claim for workers’ compensation for this injury?
	(  No   (  Yes
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