Appendix 2



S CATHAY PACIFIC

REFERENCE NUMBER

INJURY REPORT FORM
HAzARD ALERT

Reported by:  Name: Staff No.: Country/Port:
Dept: Report Date: Phone No.: Level of Involvement d Directly Involved
J Witness
U 3rd Party Reporter
Other Personnel/Witnesses
U Name: 1 Name:
Staff No.: Staff No.:
Contact No.: Contact No.:
E-Mail: E-Mail:
U Involved 0 Witness 3 involved ] Witness

Date of Occurence:

DD 4

VN

M

Time of Occurence: Location of Occurence:

Action Taken
L] On-site first aid given by

Specify Aid Given:

U Ambulance requested

(1 Other action taken, specify:

U] Medical Assistance sought atmedical clinic

1 Hospitalisation required

U1 Clearedfor duty Days

1 Prescribed sick leave

U Collision with object
O Struck by falling object
[ Struck by moving object

Mechanism of Injury (how it happened)

U Burn
U Strain /Sprain
U Concussion

U Slip / Trip /Fall
[ Chemicalexposure

O Lift/Carry it/ Laceration

O Twist /Shear

*incture / Penetration/ Stab U Electric

(J Heat/ Friction

U Electricity

(] Glass / Needle / Sharp object
[ Others, specify:

U Crush/ Trap /Entangle ock U Fracture U Dislocation

Part of Body Injured (tick all that apply) Equipment / Instrument involved

1 Head / Skull U1 Shoulder U Hip Ul Baggage U] Hot Food /Beverage
O Mouth / Teeth U Back U Fingers L/R U cart/ Trolley Q Floor

O Eyes O Chest O Hand 7 Baim Side of Body U Service Equipment U Wetsurface

O Ears O Trunk O wrist alf (Please Circle) - Doors U Travelator :

L Nose U1 stomach U Forearm &I Ankle O stairs L Others, specify:

U Neck U Pelvis/ Groin Ul Elbow U Foot U Wheelchair

U Face U Buttocks U Upperarm U Electrical Appliance

Is there a prior medical history of this problem? O No O Yes, specify

Details of the Incident/ Actions — Please use additional sheets if required. (Please print clearly)

PROPOSED PREVENTATIVE ACTION (To prevent a future similar event)

| declare that the information given in this statement is, to the best of my knowledge, true and accurate.

Name (in block letters): Signature:

ERN:

Date:

For Hong Kong Ground Staff - Please complete page 2, if the incident occurred in the course of employment.



Please read the Medical Information Collection Statement and complete the below if the incident occurred in the

course of employment.

Medical Information Collection Statement
Any medical records or information collected pursuant to this consent will be kept in strict confidence and will only be used
by such persons designated by the Company and who are directly involved in the administration of the staff member's
absences and Jardine Lloyd Thompson Ltd. (*JLT”), for the purposes of assessing the reported incident in relation to any
possible requirements and eligibility under applicable legislation including the Employees’ Compensation Ordinance. In
addition, such information may also be used by the Company for purposes relating to his or her employment to which such
information is relevant, including assessment of his or her medical condition (if any) as it impacts upon and relates to his or
her fitness to fulfil inherent job duties or requirements and consideration for workplace accommodation and/or rehabilitative.
support. If the staff member does not provide consent to the disclosure of such relevant records and information to the
Company or JLT, and refuses to otherwise provide such records and information to the Company or JLT, the Company will
not be able to make the necessary assessment of his or her condition, and may have to make such assessment without the

information._Based on limited information, the Company may not be able to provide appropriate, if any, workplace

accommodation and/or rehabilitative support. Medical records and information released to the Company will be kept on the
staff member’s personal file maintained by the Company. The staff member has a right to request a copy of such

information and/or correction of the information by contacting People Department, in accordance with the Company’s
Personal Data Access Guidelines. Any medical records or data which the staff member or his or her treating doctor(s) submit
to the Company pursuant to this consent will be destroyed three years after the cessation of the staff member's employment,
except where there is then an ongoing or possible dispute to which the records or data may be related, in which case such

records or data will be held untif the dispute is completed or concluded.

Points to Note: The information supplied on this form shall form the basis of the Company’s report of an accident to the
Labour Department under the provisions of the Employees’ Compensation Ordinance.

hereby authorize and grant consent to Jardine

! (HKID No.
ific Airways Limited, to (1) obtain, inspect and /or

Lioyd Thompson Ltd. (*JLT”), acting as agent for my employer,
review all medical information, including medical reports, note
by the examining doctor or such other medially trained persog
with my medical condition and any examination, consultatios
same and my personal data as defined in section 2 of the Per
/or any of its appointed medical examiners and laboratqg

satment pertaining to my injury; and (2) disclose the
il Data (Privacy) Ordinance, Cap. 486 to my employer and
.an assessment of my medical condition for the purpose

Signature: (Name in Block Letters ) GalaCXy ID:
Date:

(For HKIA staff) Designated AMSC:

Direct Appraiser/Supervisor/Manager-On-Duty acknowledgement: Witnessed injury? O Yes O No

Name: Position: GalaCXy ID: Contact Tel.:

Signature: Date:

Brief description/ any other comment regarding the incident:










