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	Injured Worker’s Name
	Employer / Site

	Date of Injury
	Time of Injury
	How many hours do you 
normally work per week

	Describe what tasks you usually do in your job

	What is your injury

	What were you doing when injured

	Was this part of your usual job 

YES
(

NO
(
	How long were you doing the job on the day for ie hours / minutes 

	Describe workplace area

	What training & experience do you have (to be able to do this job)

	What do you think caused or contributed to your injury

	Have these issues been reported to management previously 

YES
(

NO
(  If YES, please attach copy of report(s)

	Your injured worker contacts are: 

	Name of OHS Rep

	Name of Union delegate

	Injured worker’s signature
	Date


For medical treatment the NUW advises members to see their own treating doctor
FOR UNION OFFICE ONLY NOT FOR EMPLOYER USE

MAKE SURE YOU KEEP COPY & FAX OR SEND COMPLETED FORM TO NUW ASSIST
FAX: (03) 9287 1789

   EMAIL: nuwassist@nuw.org.au
       PHONE: 1300 275 689

POSTAL:  PO Box 343, North Melbourne VIC 3051
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