Notification of accident at work concerning seafarers and fishermen
	A – Injured person

	Name:     
	Maritime
Fishing
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Personal identification (CPR) no./date of birth

	
	
	
	 
	
	
	
	
	
	-
	
	
	
	

	Address:
	Postal code:
	Municipality of residence:

	Time of accident:
	   Day 
	Nationality:

	B – Injured person’s employer at the time the accident occurred

	Name of shipping company/shipping business:
	CVR-number:
	Phone number:



	Address:
	Postal code:
	Injured person’s date of employment:

	Ship’s name and signal letters/port registration number:
	SE-no.:
	Does the injured receive DIS income?
Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	Employer’s insurance company (to be filled in where employer notifies the accident):
	Policy no.:
	The injured person’s approx. annual income at the time of accident:

	Regarding fishing vessels – state type of fishing at the time of the accident:

Trawling  FORMCHECKBOX 
 Net fishing  FORMCHECKBOX 
  Seining  FORMCHECKBOX 
 Other  FORMCHECKBOX 



	C – Type of job

	Job title held at the time of the accident:

	D – Sequence of events

	Describe:

The act the injured person was carrying out when the accident happened as well as the tool or machine used,

The event that led to the injury and the tool, machine, or burden that was involved,

The way in which the injury happened, and the tool, machine, or burden that caused the accident.
	

	
	

	
	

	
	

	
	

	Place where the injury happened:


	Deck:
Cargo hold:
	 FORMCHECKBOX 
    FORMCHECKBOX 

	Accommodation:
Engine room:
	 FORMCHECKBOX 

 FORMCHECKBOX 
    
	Galley:
Tank:
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Rig/mast/crane:

Access routes:
	 FORMCHECKBOX 

 FORMCHECKBOX 

	On shore:
Out board:
	 FORMCHECKBOX 

 FORMCHECKBOX 

	Other:
	 FORMCHECKBOX 

	Where was the ship?
At sea:  FORMCHECKBOX 
 Anchored:  FORMCHECKBOX 
               In port:  FORMCHECKBOX 


	
	
	
	
	
	
	
	
	
	
	
	
	
	

	E – Information on the injury and its consequences

	Type of injury (mark with only ONE x):
	Type of injury (mark with only ONE x):

	01  FORMCHECKBOX 
 Soft tissue injury (blows, bruises)
	09  FORMCHECKBOX 
 Imminent asphyxiation, drowning
	01  FORMCHECKBOX 
 Head, except eyes
	09  FORMCHECKBOX 
 Hand, carpus

	02  FORMCHECKBOX 
 Cerebral concussion/ internal lesions
	10  FORMCHECKBOX 
 Poisoning
	02  FORMCHECKBOX 
 Eyes
	10  FORMCHECKBOX 
 Fingers, one or more

	03  FORMCHECKBOX 
 Wound injury
	11  FORMCHECKBOX 
 Heat or cold injury
	03  FORMCHECKBOX 
 Neck
	11  FORMCHECKBOX 
 Hip joint, thigh, knee cap

	04  FORMCHECKBOX 
 Lost part of body
	12  FORMCHECKBOX 
 Caustic burn
	04  FORMCHECKBOX 
 Back, spine
	12  FORMCHECKBOX 
 Knee joint, lower leg, bunions

	05  FORMCHECKBOX 
 Compound fracture
	13  FORMCHECKBOX 
 Radiation
	05  FORMCHECKBOX 
 Chest, chest organs
	13  FORMCHECKBOX 
 Foot, ankle

	06  FORMCHECKBOX 
 Closed fracture
	14  FORMCHECKBOX 
 Electric shock
	06  FORMCHECKBOX 
 Abdomen, abdominal ogans
	14  FORMCHECKBOX 
 Toes, one or more

	07  FORMCHECKBOX 
 Joint dislocation
	15  FORMCHECKBOX 
 Injury not established
	07  FORMCHECKBOX 
 Shoulder, upp. arm, elbow joint
	15  FORMCHECKBOX 
 Extensive parts on body

	08  FORMCHECKBOX 
 Sprain, distortion, overstraining
	16  FORMCHECKBOX 
 Other (describe below)
	08  FORMCHECKBOX 
 Forearm, wrist
	16  FORMCHECKBOX 
 Other (describe below)

	Give a more detailed description of the injury and state injured part of body
	

	Accident requiring notification to the company’s insurance company, according to the Act on Insurance Against the Consequences of Industrial Injuries, where the company has aquired the Insurance Against the Consequences of Industrial Injuries required by law.
	Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 


	Accident requiring notification to the company’s insurance company, according to the Act of Safety at Sea:
1.  FORMCHECKBOX 
 The accident has lead to incapacity to work for 1 day or more in excess of the date of injury  Expected incapacitation:  FORMCHECKBOX 
               FORMCHECKBOX 
                  FORMCHECKBOX 
                FORMCHECKBOX 

                                                                                                                                                                                             1 - 3 days    over 3 days    over 5 weeks    Deceased

2.  FORMCHECKBOX 
 The accident has lead to the injured person not being able to carry out his normal job for 1 day or more in excess of the date of injury
Accident not requiring notification:
3.  FORMCHECKBOX 
 Wishing to report another accident, which is not covered in point 1 or 2.

	F – Information on the notifying person

	The notifying person is:

 FORMCHECKBOX 
 Employer/shipping co.

 FORMCHECKBOX 
 Master

 FORMCHECKBOX 
 Doctor/dentist

 FORMCHECKBOX 
 Injured person

 FORMCHECKBOX 
 Other
	Stamp, phone number and contact person

	

	
	Remember to stamp all pages
	Date
	Notifying person’s signature


