CHECKLIST FOR PREPARATION OF “MLC/IHA/HPT DUTY-CONNECTED MISHAP INJURY/ILLNESS REPORT”

TMLC/IHA/HPT 2B K EHREE] RAHF =7 U X b

Column

Description

Activity (Division/Code)

e

[

Employment Type / Name / No.

WY Ry I A%k F =7 LT, RAKOHEBESERBL LS

Occurrence
Date / Time / Place of Mishap

Bldg. #, name of building, and specific location

EBREREARLGHT (BWERS, B, BARRREET)

Description of Mishap*

Detailed description, including below information if applicable
e  What was the employee doing when the mishap occurred?
e How did the mishap occur?
e If any equipment/machine/material is related to the mishap, include the
details such as its size, weight, and etc.
Japanese translation
AIREZRPR Y FREIEH A B0z L T<7Ean
o MELTWVWARFZEDRRIZEZ Y £ Lien?
o Wy, MR, &M, BB EDER L TV DEGAIEE O
(A X, I, m&hly)
FIFRZ DT T 72N

Description of Injury / Iliness*

Detailed description, including below information if applicable
e Specific location of the injury
e Detailed information about injury/iliness (If the injury is something like a cut,
describes rough size of injury and condition such as a cut sewed up with how
many stitches.
Japanese translation
AIREZRIR Y TREEHRA B L T<72an
o HARMyZ2AGEPT
o ABRIRMOFEMEIV H722 EDGEIXB L2 M A v F | fdHE -7
7% & DOIFH)
FIERZ D7 T 72N

Hospital
Pharmacy

List all the hospitals and pharmacies in chronological order. If no pharmacy is used,
please check “Not used”

R CRRZET) ZEroRICT R CREL T EEN
WRZEFH LT nWEA1E, INotused] ICF = v 7 LTSN

Witness/Supervisor

Mark appropriate box and full name.

Japanese translation
HBEELIFIEBEEDOR Yy 7 22F v 7 LT, RAZTHLTLEED
AHTE BAGECTHRLL T ZEWN

Estimated Lost Work Days

Estimated lost work days at this point  FiIES T RIBEARZERS B

L]

Work Schedule *

BFTOMALZT = v 7 U, s & REERFR @R E L 3iEf L T 2an

Signature of Activity Safety
Officer or Representative

MUST be signed; digital signature is also acceptable
(t—T 7 4 —F 74— REE | OFHIFLHATT (EFELW)

Attachment 1
Medical facility’s information

Japanese official names and addresses of all the medical facilities stated at No. 6
A copy of hospital card or receipt is accepted. (Delete Pll)

612 RLEL L 7 EHRHERE o IE 4 FF & AEAT
PEFOENFO I E—A (EAFBRITE L TEEW)

Attachment 2

Only applicable when Item 8 is four days or more

lllustration RBEAREIE 4 BB EOBAITIINETT
Attachment 3 Medical certificate (If applicable)

ZhkrE (WERGH)
Remarks Tell employee to notify all medical facility of filing WACI claim.

Notification to medical facility

TRTOEFERBICTKTZZ LTV L0 RE L, £EOGGIXERERIC
522 LRI TR LTI ZSW,

*Attach a separate sheet of paper if necessary. / FIHED G511 7



MLC/IHA/HPT DUTY-CONNECTED MISHAP INJURY / ILLNESS REPORT

1. Activity: | |

2. Employee: | |

O MLC O IHA O HPT
3. occurence:  Dae [ ] Tme [ ]  Place

(Division / Code)

Emp# |

4. Description of
Mishap:

(Japanese)

5. Injury / liness: |

(Japanese)
6. Hospital: a | | b. | | c. |
Pharmacy: a. | | b. | | [[] Not used
7. Witness: (Japanese) Not witness D Supervisor

8. Estimated Lost |:| day(s)

Work Day(s):

9. Work Schedule: |:| Sun |:| Mon D Tue D Wed |:| Thu

|:| Fri |:| Sat

---MUST BE CERTIFIED BY-

Safety Officer:

Name / Title / Phone No.

--THIS SECTION SHALL BE FILLED OUT WHEN INSTRUCTED BY HRO

OIC (Activity): |

O00o0oo0oo00oOC0O0O0O0000D0 Name/ Title / Phone No.

COR:

*Email or fax to HRO with completed checklist and required attachment(s) within 3 workdays from the accident.

Format Date: 09-07-16
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