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	Accident/Disease Information – AF1

Please use Accident/Disease Recording and Reporting Guidance document to assist in the completion of this form



	


1 Details of Provider and if applicable Sub-contract Provider and/or Employer/Placement




2 Details of injured Person and Provision









3 Classification and Circumstances of the Accident/Disease

















 


3a Description of Circumstances




3b Further Information of Circumstances









4 Cause of Accident/Disease and Preventing Recurrence








5 What was the nature of the incapacity/injury or disease indicators?


















6 How many body parts were injured, or affected by the disease?










7 Supporting Documentation




8 Provider Health and Safety Management





9 Details of competent person completing the report 








Name and Address


of Provider

















Name and Address


of Sub-contract


Provider














Name, Address and


Nature of Business


of Employer/


Placement






































Contact


Telephone               		           Fax		           Email














Contact


Telephone				Fax			Email





                                                                   Nature of Business:  








Contact


Telephone                             		Fax			Email 
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Title:                   Mr                      Mrs                   Miss                  Ms    			     Tick ( if special needs Learner








Surname                                                                              	             Date of Birth








First							             


Name							             Occupation








Address


























What learning programme / project / activity was the injured person on at the time of the accident?

















Learning Programme Start date:				          Employer/Placement  Start Date: 




































































                         Postcode 














        /        / 201_





        /        / 201_
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What is the disease?   














Report Type:             Accident                 Disease


				           


                                             


Date of Accident				                Date Disease Diagnosed, Name/Practice Address of Medical Practitioner

















Time of Accident (24 Hour Clock)	      





                                                           Has the accident/disease been reported to HSE/


                                                           Incident Contact Centre?				         Yes      	    No


		





Persons Interviewed e.g. Learner [Name], Supervisor [Name], Colleague/Witness [Name]








.























Did the accident/disease occur at a premises, location or activity directly controlled by one of the following:





          Provider 		                Sub-Contract Provider 		    Employer/Placement





Please give a description of the premises/location e.g. Motor Vehicle Workshop. (Please refer to Guidance)

















Did the accident happen during:





          Normal Work		Meal Break	


         Learning Activity	





          Off the job training		Recreational	        Other	








What work or activity was the Learner doing at the time of the accident (not applicable to disease)?  























Was the Learner supervised at the time?	           Comment?	





           Yes                   No     (If No, Comment)








Had the Learner received information, instruction and training in respect of the work/activity?





            Yes	        No                N/A





Was the Learner wearing/using appropriate personal protective equipment at the time of the accident (over a period of time in respect of disease)?


						What personal protective equipment was being worn/used?


            Yes	        No                 N/A











Was the Work/Activity Risk Assessed?





             Yes                 No                  N/A











  


      /           / 201_








       /       / 201_





            :   

















4   





1   








5   





2   





6   





3   









































Please specify   











































































































Location of Incident – Where relevant give the nature of the business and place where the incident occurred.  If the incident occurred on an outdoor activity please state.








          









































Circumstances of the Accident/Disease – Narrative of what happened.


































































































State whether the Learner had received appropriate information, instruction, training and supervision to perform the task/s or activity and whether personal protective equipment was necessary, appropriate and used.























Please confirm whether there was an entry in the accident book (appropriate to where or with whom the accident occurred), whether the incident contact centre has been notified and whether Employers Liability Insurance was in place in respect of the Learner.
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Please describe the circumstances of the accident/disease.  Please refer to Guidance.


 


If more space is needed, please continue on extra sheet with the identifier ‘[Learner Name] Page 3a’.  This identifier should also be 


given to any photographs or diagrams/maps that are provided as additional evidence.  
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Are you satisfied that an accident happened?  Was the disease diagnosed by a doctor?





	Yes		No   (please explain why below)








Did the accident happen during the agreed hours of attendance?  Was the disease occupationally related?





	Yes		No   (please explain why below)








Was authority given for the Learner to be where they were at the time of the accident (not applicable to disease)?





	Yes		No   (please explain why below)








Was authority given for the Learner to be doing what they were doing at the time of the accident (not applicable to disease)?





	Yes		No   (please explain why below)






































Was the accident/disease recorded?





	Yes		No








Is there appropriate insurance in place?





	Yes		No



















































































What was the major causation factor contributing to the accident/disease occurring – if more than one, please list in order of importance.





1                        2                           3                             If you use codes 29, 59 or 79 please give brief details of the cause below:




















What action will be undertaken to prevent recurrence?





























Timescale for preventative action, if not already undertaken?	          When will the action be monitored by the Provider?





















































……../……../ 201_
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What was the severity and type of injury?





            


           MAJOR                         Eye Injury                   Major Fracture             Hospital Admittance 24+ Hrs             Amputation                        








                                                   Electrocution             Dislocation*                  Disease                       (*Shoulder, Hip, Knee or Spine)             


          





            An injury preventing the


            Learner from doing their                               Burn/Scald                   Strain/Sprain              Bruise              Cut


            normal work or programme


            of Learning for


            MORE THAN 7 DAYS                                     Minor Fracture	             Dislocation		  Foreign Body in the Eye














Type of Accident (not applicable to disease) – Please choose one only.








Contact with moving machinery/material being machined 	           Struck by moving vehicle


 	    


Injured while handling, lifting or carrying			            Fall from height


	


Drowning or asphyxiation					            Exposure to fire.





Exposure to an explosion                                                                        Contact with electricity/electrical discharge





Struck by moving, falling or flying objects                                            Struck against something stationary.





Slip, trip or fall on same level                                                                  Trapped by something collapsing/overturning





Exposure to/contact with harmful substances                                      Injured by animal





           Road Traffic Accidents					            Assault





           Horseplay		       					            Other, please specify below    


























		





























































































































































































































One	        More than one





  Which part of the body was most seriously injured/affected?             Left 		Right 








	Head	            Eye      	         Neck    	    Shoulder	   Back     	Chest 	           Internal








	Arm	            Elbow	          Wrist	     Hand	                 Foot	               Toe                   Hip








	Pelvis	            Leg	         Knee	     Ankle	   Finger/Thumb       Other
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A/D Ref No:








If accident occurred at, or occupational-related disease was attributable to Employer/Placement:





 Appraisal Date			 	           Combined Risk Band at time of Accident/Disease	 		                    				         


Most Recent Health and Safety Monitoring 		


Date Prior to the Accident/Disease                                                                      Contract Date





     /      / 201_














       /      / 201_








         /       / 201_








Has the accident/disease investigation highlighted any areas in the Provider’s Health and Safety Management System that will require reviewing?








	Yes, please explain below	  No









































If the investigation of the accident/disease has been delayed please state the reason.


Investigations should be submitted within 10 days of the initial report (HS001) being submitted to the Welsh Government



































Name							       Date











Position						       Telephone / Fax / Email














				





























OFFICIAL USE ONLY:





AIIS 1 (A) / (D) sent?	        Yes	   No					    Name 		           Date








Input to AIISDB?		        Yes	   No			       Date
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