ML/DOSH FORM 1 (Rev 2018)

REPUBLIC OF KENYA
DIRECTORATE OF OCCUPATIONAL SAFETY AND HEALTH SERVICES

NOTICE BY EMPLOYER OF AN OCCUPATIONAL ACCIDENT/DISEASE OF AN EMPLOYEE

PART 1
1. Employer/Occupier Particulars:-

1. NAME Of EMPLOYEI/OCCUPICT. ...\ttt ettt et et et et et et e e e ettt e et et et e e et e e e e e e e e e e e et e e e e ae e aaene e
iii. WIBA registration NO.........coovviiiiiiiiiiiiieeennns OSHA Registration NO. .......coviviiiiiiiiiiiiiiei i
iv. Full Address P. O. BOX........cooviviiiiiiiiiiiiiieieee Physical Location...........ooveiuiiniiniiiiiiei e

V. E-Mail address. .....ouiuiniieiii Tl
VI INAIUTE Of WOTK ..o e e e e e e e e e e e e e e e e

vii. Name and address of Insurance Company which has insured employee against accident

O | ' P
ii.  Sex: Male/Female ........ccccooeeiininiiiiieeee T AR
LA A © 10T o 1 o) o
Voo FUIL AAIESS. e e e e e e e
Vi, E-Mail address. .....o.ouieiiiei i Tel: o
vii.  Identity Card No. (Incase of fatal injury, Death Certificate NO.).......c.oiiriiiiiiii e
viii.  Home County: ...........cccovviiiiiininnannnn, DiStrict: ..ooviiiiii Division: ......ccooeveiiiiiiiiiiiien
Location: ........ccoeveviiiniiiniien. Sub-location ..........c.cooiiiiiiiiin
3. Occupational Accident
i. Date of Accident ............c.cooeiiiiiiiitn, Time: ...oooooviiiii, Fatal /Non fatal ...................oceei
ii.  Has the worker resumed working Yes/No ............ccovvviviiiiininnnnn Date of resumption ...............ccovvviiinnnnn.
iil.  Place Where acCident 100K PIaCE. ... ...ttt ettt et e e e et e et et e e
iv.  What is the injured WOrker’s OCCUPALION. .. ...\ .ttt ittt et et et et et e et e e et et et e et et et e s e e e e eee e e e nene s
v.  What duties was the employee undertaking at the time of the accident? ................cooiiiiiiiiiiiiiiii e,
vi.  Length of service with the preSent @MPLOYET. ... ...o.iuiieii it et et e e e e e e eee e
vii.  What work is the worker employed to Undertake. ...........o.iuiiiiiii i e e
A0S B O 11 TR o) 8 U1} 111 o 2 PR
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X Part of Body INJUIC. ... ..o e e e et et et e

4. Occupational Disease: Detail about the Occupational disease affecting the employee.

i. Date of diagnosis of the 0ccuPational dISEASE .........o.eirintitint ittt ettt et e r e e e e e aeaees

ii. Name of medical practitioner who made the diagnosis ............ooeiniiiiii e

iii. Date the employer was notified of the disease by the employee or medical practitioners............c.ooevvvriineneeennennnn.

iv. Describe the Cause of the occupational diSEASE ............oieiiiiiii e

5. Total Monthly earning at the date of the Accident/disease:-
Salary/wage .. . . . . . . e She ceieiiiiiiiiiiii e

Allowances paid regularly (including house, medical etc) ... . .. . e Sheeeeiuiiiiiiiiiiiiiiiiieiiiee

Overtime payment or/and other special remuneration for work done whether by way

of bonus otherwise if of constant character and for work habitually performed.. .. Sh. .......ccoovveiiiviiiiiiiieinnn..
Total earning per month . . e Sh.veieiiiieiiiiiiiieieieee
Total earnings paid to the employee during the period of incapacity .. .. .. Shueieiiiiiiiiieiiiiieeee
6. How much was the total medical Dill?...... ... e
7. Who paid the medical bills? (Employee or EMPIOYET).......ouiniitiiiiiit e e e eenss
8. Did employee incur any transport expenses?........ If yes how much? Ksh. ..................... who paid for it? (Employer/Employee)
Name of Employer or person notifying on behalf of Employer ...................cooiiiiiiiiiiiiinn, Signature ............cccoeieinnnn

DTS ¥ 1 14 o) o P Date .....ooovviiiiiiii




Note:-
1. In the case of injury to an employee involving incapacity for work, it is requested that the employer complete Part 1 in
triplicate and then dispatch the forms immediately as hereunder:
One copy: - To the Occupational Safety and Health Officer in charge of the County/Sub County in which the accident occurred.
2 copies: - To the medical practitioner attending or examining the injured/sick employee. The forms to be forwarded to the
Occupational Safety and Health Officer immediately the doctor completes part 11
2. Please attach any evidence detailing any payment forming part of the employee’s total earning that the employee has been
paid during the period of temporary disablement when he/she was out of work as a result of the injury.
3. Indicate who has paid for the medical bills
4. In the case of an occupational accident/disease causing the death of an employee, Part 1 should be completed in duplicate and
then dispatched as hereunder:
One copy: - Immediately to the Occupational Safety and Health Officer in charge of the County in which the death occurred.
The other copy together with a copy of the death certificate:- to the Occupational Safety and Health Officer in charge of the
District in which the death occurred.
5. The original form should be filled as original on both pages (not carbon copied).

PART II (for use by the Medical Practitioner)

MEDICAL REPORT
BN TS0 701 ) (o) <1< N
Date admitted to hospital................coeiiiiiiiiiiinn. Discharged.........cooiiiii
63613 1S53 L0 A\« TP
Attendance as out-patient from................ocoiiiiiiiii 11 TP
(0 13T o 8 )3 LA\ o T
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If yes please give:
a) Details and nature of permanent NCAPACILY. .........eiuiirtini ittt et et et e et et et et et eeeeeneaaens ans

b) Percentage of permanent incapacity to be indicated in both words and figures(reference must be made to the first
and second schedule of the Work Injury Benefit Act No. 13 0f 2007)...............ccccovviiiiiiniiieiiniinnanins

Temporary incapacity :-( Duration of absence from work in days, from the date of injury or acquiring occupational disease/or
diagnosis of occupational disease to the time of resumption of duty or death.).................. (employee’s working days)
Is a further examination required before final assessment of permanent incapacity can be given?.................. Ifyes ;

Q) WHICK ONES? ..ottt ettt e et e et e e st e e saesaeesse e seesseesseasseaseeseesseessaesseassessaesseenseenseansesseeaseenseensaans

o) TR 741 1S3 ST PURUTRSRSP

¢) Who paid the medical bills paid? (Employee or EMPlOYEr).........oviriiiiiiitiiiiii e
Name of Medical Practitioner. ... ... ....ouiuitinii e KMP&DB No.....o. v,
SIGNATUIE ..ttt ettt ettt et e e e a e Date ..o
Name of Hospital/Clnic/Private PraCtiCe. .. ......ouirititiit ittt et ettt et et et et et e et et et te et e e erenaans

PART III
(For use by Occupational Safety and Health Officer )
Compensation *is / is not being claimed on behalf of the employee/dependants of the deceased employee.
District and Accident RegiSter NO. ... . ...t et e e et et

N ¥ 15 (o) o W Date. .

Occupational Safety and Health Officer

*Delete whichever is inapplicable




