REGISTER OF INJURY / INCIDENT ® ® . .cplumbers

ST ; Expert.Committed. Professional.
apprenticeships  apprentices o
VICTORIA QUEENSLAND

Worker Details (Completed by the Worker)

Surname Given Name(s) Date of Birth
/ /
Address Town/Suburb State Post Code
Occupation MPMSAA Start Date Apprentice Year Level
/ /
Contact Details
Mobile: Email:

Details of Injury/Incident (Completed by the Worker)

Briefly describe the task being performed at the time of the injury/incident

Location / Address where the injury/incident occurred
Post Code
Company Name / Host Employer Company / Host Contact Name Contacts Number
Date of Injury Time of Injury Part of Body Injured (e.qg. left hand, thumb)
/ / am/pm
Nature of the Injury / Incident (e.g. Strain /Cut etc)
What was the cause of the Injury / Incident
Date / Time work ceased Date / Time returned to work Time Lost
/ / am/pm / / am/pm Days Hrs
Date / Time reported to Master Plumbers How reported (phone/email/in person) Reported to (name)
/ / am/pm
First Aid Treatment Provided First Aid Attendant Name
Doctors Treatment Phone Fax
Register of Injury Completed By:
Name: Signature: Date: / /
Entry into the MPMSAA Injury / Incident Register (MPMSAA RTW Coordinator)
Name: Signature: Date: / /
Name: Register of Injury Document Control Register: OHSIM004
Issue Date : 24 April 2023 Scheduled Review Date: 24 April 2024
Version : 3.0 Document Owner: OHS Manager

24104/2023 Please email the completed form to your Field Officer Register of Injury/incident Form
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