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	ST. VINCENT AND THE GRENADINES

MARITIME ADMINISTRATION

SSSSSSSSS




                REPORT ON OCCUPATIONAL ACCIDENTS RESULTING IN
           SERIOUS INJURY OR LOSS OF LIFE AND REPORT OF OCCUPATIONAL DISEASE
	Note: Serious injury resulting from an occupational accident which incapacitates the injured person for more than seventy two hours (three days). 

For a Serious Injury, complete items 1,2, 3, 4, 7, 8, 9, 10, 11
For a Loss of Life, complete items 1,2,3,5,7, 8, 11
For an Occupational Disease, complete items 1,2,6, 11


1. Ship and cargo details 
	Name:
	     
	Official Number:
	     

	Type: 
	     
	GT:      
	

	Propulsion Power:
	     
	Type and quantity (MT) of cargo on board (if any):

	Length Overall:
	     
	Draught in metres (at the time of occurrence): 
Fwd:                      Aft:       

	Managing Company’s name and address:
     
	Owner’s Name and address:
     


	DPA’s Full Name:
	


2. Details of injured/diseased/deceased person 
	Full name: 
	     
	Home address: 

	     


	Passport No: 
	     
	Date of birth:
	     

	Nationality:
	     
	 FORMCHECKBOX 
 Male               FORMCHECKBOX 
 Female

	Crew Member or other(specify):

     
	


3. General Details of the accident (injury/loss of life)

	Date :      
	Time of the day:
 FORMCHECKBOX 
 Day
	 FORMCHECKBOX 
 Night
	 FORMCHECKBOX 
 Twilight

	Times, UTC and Local Time:
	Weather:

 FORMCHECKBOX 
 Clear

 FORMCHECKBOX 
 Fog
	 FORMCHECKBOX 
 Rain

 FORMCHECKBOX 
 Other(Specify)
	 FORMCHECKBOX 
 Snow



	Place of occurrence (e.g. deck, engine room, galley etc.):
	
	
	

	Air Temperature:
	
	Visibility:

 FORMCHECKBOX 
 Good
	 FORMCHECKBOX 
 Fair
	 FORMCHECKBOX 
 Poor

	Sea Temperature:
	
	
	
	

	Wind(Direction and Speed in Knots):

	
	Distance of visibility:
	

	State of the sea (Swell Direction and Height): 


	
	Hours worked before occurrence :
	

	Current(Speed and Direction):


	
	Duration of last rest period:

	

	Was the person on duty when the accident occurred:  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Other observations:      


	Voyage phase:
	

	Anchor handling/tug work 
	 FORMCHECKBOX 

	Unberthing (with or without pilot)
	 FORMCHECKBOX 


	At anchor 
	 FORMCHECKBOX 

	Coastal passage 
	 FORMCHECKBOX 


	Entering port (no pilot) 
	 FORMCHECKBOX 

	Leaving port (no pilot) 
	 FORMCHECKBOX 


	Ocean passage 


	 FORMCHECKBOX 


	Passage with pilot on board
	 FORMCHECKBOX 


	Fishing 
	 FORMCHECKBOX 

	Berthed
	 FORMCHECKBOX 


	Berthing (with or without pilot) 
	 FORMCHECKBOX 

	Other (please specify):
	 FORMCHECKBOX 



4. Details of injury

	Nature of injury:


	Location of accident (Geographical) :


	
	Activity engaged at the time of the accident:
	

	
	Part of the body injured:

	Equipment involved in the accident:
	Full name of the Officer in charge or supervisor when the injury occurred:      


	Specific object, part of equipment or substances which lead to the injury:


	Total days incapacitated:      


5. Details when a loss of life is involved

	Date of loss of life:
	
	Activity engaged at the time of the accident:
     

	Where was the person when the accident occurred:     

	

	
	Full name of the person in charge or supervisor at the time of accident:
      


	Date at which the next of kin was notified and mean(s) of notification:           
	

	Root cause of loss of life:      



6. Details of occupational disease  

	Name of the disease: 
	

	Describe the work that led to the disease:



	If the disease is caused by exposure to an agent at work (e.g. specified chemicals), please state what the agent is:
	

	Date at which the doctor diagnosed or confirmed the disease for the first time: 
	

	Doctor’s name and address:
	

	Please state any other relevant information:



7. Description of the accident which led to a serious injury or loss of life 
	Indicate the sequence of events leading to the accident and the way it occurred. (Add a sketch and additional sheets, if necessary.) 

     



8. Damage to the ship and environment (if any)
	


9. Telemedical consultation given (if any)
	Indicate to whom the medical message was sent:
     
	Date of the first message: 
     
	Time of the first message:
     

	Mode of communication (radio, telephone, fax, other): 
	
	Name of telemedical consultant: 

	10.  10. Assistance given

	Treatment Given   FORMCHECKBOX 
Yes      FORMCHECKBOX 
 No
	By whom:      


	Describe the treatment given:
     


	Hospital’s name:      
	Hospital’s address:      


	111. Recommendations

	Recommendations for corrective safety measures or preventive safety measures (if any) to prevent the recurrence of such an event:
     


	Has any immediate action(s) been taken. If yes, please describe: 




	Full name of the first witness 
	Full name of the second witness:

	     
	     

	Address:      

	Address:      



	Date: 
     
	Name and position
     

	Signature


PLEASE ATTACH A COPY OF THE CREW LIST TO THIS FORM 
Number of continuation sheets: 
_1301902401

