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ATTACHMENT A 
 

 
 
IN-CONFIDENCE 
 
FIRST AID FORM 
 

INFORMATION ABOUT PERSON BEING TREATED 
Personal details: 
 
Name:                                                                    Date of Birth:                               Sex:  Female / Male 
 
Address: 
 
Home Telephone:                                                 Business Telephone: 
 
Known illness, including medications: 
 
 
Office Unit: 
 
Position: 
Incident/Accident details:  
 
Date:                                                                        Time: 
 
Work processes being performed: 
 
 
Description of incident/accident: 
 
 
 
 
Injury/Illness details: 
 
 
First Aid treatment provided: 
 
Date:                                                                        Time: 
 
Details: 
 
 
Referral (for further treatment, e.g. ambulance, hospital, doctor): 
 
 
Subsequent Injury/Illness Management (e.g. details of rehabilitation etc): 
 
FIRST AID PROVIDED BY: 

Name: (person completing this form) 
 
Position: 
 
Signature: 
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ATTACHMENT B 
 

 
 

INCIDENT NOTIFICATION FORM 
 

Details of Person Involved/Injured 
 
Employment Status:               Office  of the  Informa tion Commissioner employee  Contra ctor 

 Me mbe r of the  public            Othe r (P le a s e  S pe cify) __________________________________ 
  
Given Names: _________________________ Surname: ____________________________ 
 
Address:  __________________________________________________________________  
 
Contact Telephone Number:      _________________  Mobile:   ______________________ 
 
Date of Birth: ____ / _____ / _____        Occupation: _______________________________ 
 
Description of Incident 
 
Date of Incident:  ___ / ___ / ___           Time: _______ am/pm            Date Reported: ___ / ___ / ___ 
 
Incident Reported to: _________________________    Designation: __________________________ 
 
What were you doing at the time of the incident?   _________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
Where were you when the incident occurred?    ___________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
What happened to cause the incident?    ________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
Other factors involved: 
 Fa lls , trips  a nd s lips  S ound a nd pre s sure  Biologica l fa ctors   Hitting obje cts  with  pa rt of body  
 Body stressing   Me nta l s tre s s   He a t ra dia tion a nd e le ctricity   Che mica ls  a nd othe r s ubs ta nce s   
 Othe r a nd uns pe cifie d fa ctors :  ______________________________________________________________________________________ 
 
 

← PLEASE INDICATE INJURY LOCATION 
 
Type of Injury:  S pra in & S tra in 
 Fra cture  Cut  Ele ctric S hock 
 Burns   Bruis ing 

 
Bodily Location of Injury: ___________________________________ 

___________________________________
___________________________________ 

                                                                           
Medical Treatment:  nil   firs t a id 
    doctor   hos pital 

 
 Hospital admitted to :  _______________________________________ 
 
 
Other items involved:  Ma chine ry a nd (ma inly) fixe d pla nt  Mobile  pla nt a nd tra ns port     Biologica l a ge ncie s 
  P owe r e quipme nt, tools  a nd a pplia nce s  Non-powered tools and equipment      Environme nta l a ge ncie s       

 Che mica ls  a nd che mica l products   Ma te ria ls  and substances 
 Othe r a nd uns pe cifie d a ge ncie s :_______________________________________________________________ 

 
Names and contact details of witnesses:  ________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
Signature of Person involved/injured: ___________________________             _____ / _____ / _____ 
 
Incident Type 
 
Office Use Only: MCES  Received _____ / _____ / _____        PS Incident Report No.   ___________________ 
Type of incident  Work injury  S e rious  bodily injury  Work ca us e d illne s s   Da nge rous  Eve nt 

 Da nge rous  e le ctrica l e ve nt  Ye s   No Serious electrical incident, has the area been made safe?    
  Ye s   No Was injury/illness fatal?  Ye s   No Notify Department of Industrial Relations?  
Name of Investigating WHSO: __________________________   Telephone Number: ___________________________________ 

  


