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Injury On Duty- Supervisor Report & Procedure:   
(Compensation For Occupational Injuries 
& Diseases Act, 1993)
The Supervisor’s Report that follows on the next page MUST be completed:

· Whenever any employee meets with an accident arising out of and in the course of his/her employment resulting in a personal injury for which medical treatment is required and/or the employee is absent for more than 3 days as a result of the injury sustained.
· Whenever an employee reports any personal injury to his/her employer, if in making the report the employee alleges that such injuries arose out of and in the course of his/her employment.

STANDARD OPERATING PROCEDURE TO FOLLOW WHEN A STAFF MEMBER IS INJURED ON DUTY:

· The Supervisor/Head of Department must complete the Supervisor’s Report of an Accident Form immediately after an employee has reported an injury on duty, but not later than 24 hours after the incident was reported to him/her.

· The completed form is immediately sent to HR Administration, whereafter the injury on duty is reported telephonically to the Compensation Commissioner’s office (Department of Labour) in Pretoria.   This must be within 7 days of the accident. 
· After a claim number is generated a TR2 Card is issued and given to the affected staff member who is referred to Settlers Hospital for medical treatment.  
·  The supervisor is required to inform HR Administration as soon as the staff member returns to work. We recommend that this is easier if a copy of the initial report is maintained in the department and then the date is recorded on the form and submitted immediately to HR Administration upon the employee’s return.
In the event of an emergency:

Should an employee need urgent medical assistance the Supervisor / Head of Department may send the employee directly to Settlers Hospital for medical treatment.  In this instance:

· an e-mail notification of an accident MUST, however, be sent to the HR Administration Assistant    x 8112 or hradmin@ru.ac.za 
· A copy of the Supervisor’s Report MUST also follow in due course in order for HR Administration to follow up with the Doctor concerned with regards to medical reports.  HR Administration must also be advised which Doctor administered treatment.
Please ensure that staff are made aware of the following important information:

· The onus is on the staff member to make sure that HR Administration receives the First & Final Medical Reports from the Doctor concerned.
· High Street Practice NO LONGER treat staff who are injured on duty.  Should a staff member go to a private doctor this will be for his/her own account.
For assistance with regard to administrative queries around Injuries on Duty, please phone the HR Administration Assistant on x8112 or x8009 or email hradmin@ru.ac.za 
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INJURY ON DUTY: SUPERVISOR’S REPORT

COMPENSATION FOR OCCUPATIONAL INJURIES & DISEASES ACT, 1993
PARTICULARS OF STAFF MEMBER:

Employee Number: …………………….

Title: …………


Surname:…………………………………………………..

First Names: ……………..………………………………………..  
I D No: ……………..……………………………………..

Residential Address:  …………………………………………. ………………………..…………………………………………... 

.................................................................................................  Job Title: …………….……………..………………………………

PARTICULARS OF ACCIDENT:

Date of Accident: …………………………………………………
Time of Accident: ……………………………..

Place of Accident: …………………………………………………  
Time reported: ………..……….………………

What task was the staff member performing at the time of the accident? ……………………………………………………………………………………………………..……...……………………….………………………………………………………………………………………………….………………………
Full description of how the accident occurred: ……………………………………………………………………………………………………..……………………………………………………………………………………………………………………………………………..……………
Nature of injury sustained (e,g cut to right finger) …..………………………………………………………………………………
Was the staff member’s action at the time of the accident related to the duties s/he is usually required to perform?     YES / NO
Are you satisfied that the staff member was injured in the manner alleged?  YES / NO
Was the injury caused by the staff member’s:

· Deliberate non-compliance with directions?   YES / NO

· Reckless disregard of the terms of any law or statutory regulation designed to ensure the safety or health of staff members or the prevention of accidents?  YES / NO
· Action while under the influence of liquor or drugs?  YES / NO 
WITNESSES TO ACCIDENT:

Name & address of anyone who witnessed the accident: ………………………………………………………………………………………….……………………………………...
Name & address of anyone who was aware of the accident at the time: ………………………………………………………………………………………………………………............................
WORK RECORD:

Number of days per week normally worked by the staff member:   5 DAYS  /   6 DAYS
Did the staff member complete his/her shift on the date of the accident?   YES / NO

Date on which the staff member ceased work: …………………………………… 
Time: ……………...

Date on which the staff member resumed duty: ……………….............................
Time: ……………....

…………………………………….


……………………………………………………………….

DATE





NAME & SIGNATURE OF SUPERVISOR
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