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	Overview
	The Provincial Occupational Health & Safety Act(s) and associated regulations set a minimum standard for worker health and safety. This appendix outlines the specific requirements based on legislation and regulations for Newfoundland and Labrador.  
DQ or OJ Franchisee is committed to the health and safety of our employees, volunteers, visitors, suppliers and customers, customers, workplace and environment. It is important to understand that this appendix supports the Essential Elements Final.docx.  Additional safety programs focused on hazard and risk specific programs, safe work practices and best practices will ensure we have a comprehensive program specific to our company. 
We are committed to review our programs annually and make every effort to have the most up to date information for our workers.       
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[bookmark: _Toc527534769]Workplace Violence and Harassment Prevention
	Overview
	DQ or OJ Franchisee will be proactive in its prevention of workplace violence or harassment of any kind.  We are committed to providing a work environment in which all workers are treated with respect and dignity.



	Legislation
	Occupational Health and Safety Regulations, Section 22



	Definition
	Workplace Violence is “the attempted or actual exercise by a person, other than a worker, of physical force to cause injury to a worker, and includes threatening statements or behaviour which gives a worker reason to believe that he or she is at risk of injury”. 



	Procedure
	See Workplace Violence and Harassment Prevention in the Essential Elements Final.docx for further information.



	Employer Responsibilities
	Conduct a risk assessment of the workplace in which a risk of injury to workers from violence arising out of their employment may be present. 
The risk assessment shall include the consideration of: 
· Previous experience in the workplace
· Occupational experience in similar workplaces
· Location and circumstances in which work may take place
Where a risk of injury to workers from violence is identified by an assessment performed the employer shall:
· Establish procedures, policies and work environment arrangements to eliminate the risk to workers from violence  
· Where elimination of the risk to workers is not possible, establish procedures, policies and work environment arrangements to minimize the risk to workers.



	Resources
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	Workplace Violence Prevention – WorkplaceNL
Workplace Violence and Harassment Prevention – Essential Elements Final.docx
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[bookmark: _Toc527534770]Posted Health & Safety Materials Requirements
	Overview
	The following information and materials must be made available to all employees and will be posted in a common area on the Health & Safety Bulletin Board.



	Materials to Post on Health & Safety Bulletin Board
[image: ]
	· [image: ]Occupational Health and Safety Act and Regulations applicable to the workplace
· Code of Practice required pursuant to the Act and Regulations
· Health and Safety Policy Statement
· Workplace Violence and Harassment Policy Statement
· WHMIS Regulation
· Post current inventory of hazardous products used on site
· Safety Data Sheets (may be inserted in binder)
· Occupational health and safety information prepared by WorkplaceNL
· Emergency Evacuation Plan and Emergency Numbers - Emergency Numbers must be posted
· Occupational Health and Safety Committee or Representative - names and work locations of members 
· Post warning signs in high hazard areas e.g. noise
· Post signs indicating where first aid kits are available and the names and work locations of certified first aid providers
· In You’re Injured at Work Poster
· Applicable Reports including:
· Health and/or safety assessments/surveys
· Orders, Compliance Notices, Notice of Appeals and/or decisions issued by the Regulatory Agency (a copy must be provided to the Committee or Representative)
· WorkplaceNL information as required
· Workplace incident summaries
· Other information applicable to the workplace – other Department of Government Service inspections, reports, articles on relevant workplace issues, information on rights and responsibilities, etc.



	Roles & Responsibilities
	Health & Safety Coordinator or designate will be responsible for the following:
· Ensuring the most current information is available at each location.
· Update the Checklist for Posted Health and Safety Materials as necessary.
Managers will be responsible for the following:
· Ensuring the most current information is available to all employees.
· Posting any materials as outlined on the Checklist for Posted Health and Safety Material.
· Complete check list provided signing off and forwarding to Health & Safety Coordinator or designate.
The content of the information will be reviewed and maintained to ensure that it is current.  



	Resources
[image: ]
	Posted Health & Safety Material Checklist 
If You’re Injured at Work (Poster)


[bookmark: _Toc527534771]Occupational Health & Safety Committee (OHSC) / Worker Health & Safety (WHS) Representative
	Overview
	To ensure designated OHSC Members receive consistent recognized training in occupational health and safety and to support the effectiveness of the Internal Responsibility System



	Legislation

	Locations with 10 or more workers shall establish an OHS Committee, locations with less than 10 shall have a WHS Representative or Designate.   



	Responsibilities
	· Seek to identify aspects of the workplace that may be unhealthy or unsafe
· Participate in a workplace inspection required by the regulations to conduct
· Make recommendations to principal contractors, senior management, workers, self-employed persons and the assistant deputy minister or an officer for the enforcement of standards to protect the health, safety and welfare of workers in the workplace
· Receive complaints from workers as to their concerns about the health and safety of the workplace and their welfare
· Establish and promote health and safety educational programs for workers
· Maintain records as to the receipt and disposition of complaints received from workers as above
· Co-operate with the assistant deputy minister or an officer who is exercising his or her duties under the Act
· Perform those other duties and follow those procedures that may be prescribed by the regulations



	Training Requirements 
[image: ][image: ]
	OHS Committee Certification Training (2-Days)
Training sessions consists of 2 days for OHS Committee members and/or WHS Representatives/Designates. Training provided must be from an approved provider through WorkplaceNL and training must be renewed every 3 years from the date of their certification.
Employees and management, who are not members of the OHS Committee, or who are not a WHS Representative, can participate in the training, as a means of improving their knowledge of occupational health and safety. 
The training covers the following topics:
· Occupational health and safety legislation 
· Internal responsibility system 
· Due diligence and workers
· Right to refuse unsafe work
· Roles and responsibilities of OH&S committees and WH&S representatives and how both will operate 
· An introduction to OH&S, the roles of stakeholders and other background material 
· Hazard recognition, evaluation and control 
· Workplace inspections, how to conduct workplace inspections and the role of workplace inspections in returning injured workers to the workplace 
Once completed, a certificate will be issued to the participant from WorkplaceNL.
To register for Occupational Health & Safety Committee training visit http://www.workplacenl.ca/OHS_WHSCertificationTraining.whscc 
Committee, Representative and Designate Requirements
	Number of workers at each Workplace
	Committee, Rep or Designate
	Training Required

	Owners/operators/partners only (i.e. no workers)
	None
	None

	1 worker (no owners, operators, or partners at the workplace)
	None
	None

	Combination of 2 – 5 persons (including owners/operators/ partners and workers)
	WH&S Designate or WH&S Representative
	2 days for the Representative or Designate

	6-9 workers excluding owners, operators or partners
	WH&S Representative
	2 days for the Representative

	10 or more workers (excluding owners, operators, partners)
	OH&S Committee
	2 day training for Co-Chairs of the Committee

	50 or more workers (excluding owners, operators, partners)
	OH&S Committee
	2 day training for ALL Committee Members






	Meeting Minutes 
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	Post Meeting Minutes on your Health & Safety Bulletin Board.



	Resources
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	OH&S Committees/WHS Reps/WHS Designates – WorkplaceNL    
Occupational Health & Safety Minutes Report Form  
Worker Right to Refuse Flowchart
Health & Safety Committee – Essential Elements Final.docx


[bookmark: _Toc527534772]First Aid Requirements
	Overview
	[image: C:\Users\danielle.stewart\Downloads\iStock_000068446627_Medium.jpg]First Aid is an essential part of any health and safety system.  Although we strive to eliminate workplace injuries and illnesses, it recognizes that the potential exists for these to occur.  
We will protect the health, safety and well-being of its employees, volunteers, guest and visitors.  Anyone injured or ill in the workplace shall be provided with the utmost care.  Prompt and proper first aid will be administered by a certified First Aid Attendant.



	Legislation
	Occupational Health and Safety – First Aid Regulations



	Training
[image: ]

	At a minimum, we will ensure that at least one Certified First Aid Attendant will be available during every shift.  A list of Certified First Aid Attendants, along with a copy of their current certification, will be posted on the Health & Safety Bulletin Board or near the first aid kits.
Each employee will receive training and instructions from his or her manager on our first aid procedures.
Training providers must be approved to issue certificates and deliver courses as required as per the OHS First Aid Regulations under the Occupational Health and Safety Act. 
Standard First Aid with Level A CPR is a 2 day course and is valid for 3 years. 
See First Aid Program in the Essential Elements Final.docx for further information.



	First Aid Log 
	All first aid treatment given to a worker must be entered in the First Aid Log. Each case that is referred for further medical treatment must also be entered.  The confidentiality of personal medical information must be maintained.  First Aid Logs must be kept for at least 5 years.



	First Aid Attendants
	First Aid Attendants must record all reported signs and symptoms of injuries and exposures to contaminants found at your location using the Hazard Response Form. If an injury is more severe or beyond the training of the First Aider, the First Aider is responsible for referring the worker to seek additional medical attention. 
First Aid Attendant Requirements 
	Number of Workers in Workplace
	Number of Trained First Aiders/Shift
	Valid Certificate Required*

	Employee required to work alone
	One
	Emergency First Aid Certificate

	2 – 14
	One
	Emergency First Aid Certificate

	15 – 199
	One
One (for each group of 25 of or more)
	Standard First Aid Certificate
Emergency First Aid Certificate

	200+
	One 
One (for each group of 25 workers
	First Aid Attendant
Emergency First Aid Certificate


*Unless an Officer directs that a higher certificate is necessary



	Reporting Requirements

	For any injury or illness requiring first aid, a First Aid Report must be filled out along with an Injury and Incident Analysis Checklist.
The first aid attendant will be required to record in the Injury Incident Analysis Report, all treatment given to an employee. Should the injury/illness be serious enough that medical attention is required, an Incident Injury Investigation Report will be completed and provided to the location manager and HS Coordinator. The Injury/Incident Investigation Report will record the circumstances surrounding the incident as described by the injured employee.  Specifically, the report must include:  
· Full name, age and occupation of the worker;
· Nature of the injury or illness;
· Short description of the cause of the injury or illness;
· Nature of the work in which the worker was engaged at the time of sustaining the injury or becoming ill, with date and time;
· Treatment given, with date and time;
· Disposition of the case stating whether the worker returned to work, was sent home or to a physician or hospital and means of transportation where applicable;
· Signature of the person making the entry; and
· For later completion, if necessary, total time lost, time on restricted work activity and whether or not a compensation claim was filed.
First Aid register reports shall be available for inspection by the OHS Committee or WHS Representative or by an Occupational Health and Safety Officer.
Records shall be retained for a period of 5 years after the date on which it occurred.



	First Aid Area 


	DQ or OJ Franchisee shall post in a conspicuous location near the first aid kit:
· A written notice which outlines a policy and procedure for the reporting of injuries.
· The name of the employee in charge of the first aid kit
· The name and qualifications of each trained first aider
· An emergency procedure and telephone list to contact police, ambulance, fire station, hospital or physician.
At every workplace where there are more than 15 workers or where ordered by an Occupational Health and Safety Officer, a stretcher, blankets and splints shall be provided and maintained in good condition.
Please see the first aid kit inventory list for minimum content requirements.



	Resources
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	If You’re Injured at Work (Poster) 
Injury/Incident Reporting and Investigation Requirements
First Aid - Essential Elements Final.docx


[bookmark: _Toc527534773]Injury/Incident Reporting and Investigation Requirements
	Overview 
	There are legal requirements in all provinces under the Provincial Health & Safety Act(s) and Workers Compensation Boards for employers to record and report:
· Where a person is killed or critically injured at a workplace.
· Where a person is disabled from performing his or her work or requires medical attention because of an accident, explosion, fire or incident of workplace violence.
· If an employer is told that a worker has an occupational illness or that a claim for an occupational illness has been filed with the WCB.



	Legislation
	Occupational Health and Safety Act and Workers’ Compensation Act



	Definitions
	“accident” is a chance event occasioned by a physical or natural cause, a willful and intentional act, not being the act of the worker, and disablement arising out of and in the course of employment.
“occupational disease” means a disease arising out of and directly related to an occupation.
“serious injury” means:
· a fracture of the skull, spine, pelvis, femur, humerus, fibula or tibia, or radius or ulna;
· an amputation of a major part of a hand or foot;
· the loss of sight of an eye;
· a serious internal hemorrhage;
· a burn that requires medical attention;
· an injury caused directly or indirectly by explosives;
· an asphyxiation or poisoning by gas resulting in a partial or total loss of physical control; or
· another injury likely to endanger life or cause permanent injury,
· but does not include injuries to a worker of a nature that may be treated through first aid or medical treatment and the worker is able to return to his or her work either immediately after the treatment or at his or her next scheduled shift.



	Reporting

	Department of Service Reporting Requirements  
The Occupational Health and Safety Act and regulations require all accidents which resulted in serious injury or death or that had reasonable potential for serious injury must be reported immediately to the Assistant Deputy Minister. 
The 24-Hour Accident Reporting Line Telephone number is (709) 729-4444.
DQ or OJ Franchisee must ensure these reports are made. If there is doubt as to whether an accident should be reported, we shall confirm by contacting the Accident Reporting Line.
Accidents that occur in the workplace must be reported if: 
· it results in serious injury to a person or results in the death of a person; or
· that had, or continues to have, the reasonable potential of causing serious injury to or the death of a person
DQ or OJ Franchisee shall immediately notify:
· the assistant deputy minister of the Department of Service of the accident.
· OH&S Committee, WHS Representative or the WHS Designate, as applicable
The occupational diseases for which notification is required are: 
· acute, sub-acute or chronic disease of an organ due to lead, arsenic, beryllium, phosphorus, manganese, cadmium mercury and their compounds or alloys;
· neoplasia of the skin or mucous membrane to tar, pitch, bitumen, mineral or cutting oils or paraffin, arsenic or a compound, product or residue of these substances;
· neoplasia of the renal tract in a worker employed in rubber-compounding, dyestuff manufacture or mixing, or in a laboratory;
· pneumoconiosis due to silica or silicate, including asbestos, talc, mica or coal;
· toxic jaundice, that is, jaundice due to tetra-chlorethane or nitro- or amido-derivatives of benzene or other hepato-toxic or haemato-toxic substances;
· neoplasia or a form of sickness due to internal or external exposure to ionizing radiation or electromagnetic radiation;
· poisoning by the anti-cholinesterase action of an organophosphorus or carbamate compound;
· a form of decompression illness;
· toxic anaemia, that is, anaemia due to trinitrotoluene, or another haematogenetic poison, including chronic poisoning by benzene;
· mesothelioma of the pleura or peritoneum;
· angiosarcoma of the liver;
· Reynaud’s phenomenon or vibration induced white finger disease; and
· occupational dermatitis.
Workers engaged in occupations resulting in occupational diseases referred to in this section are considered to be engaged in hazardous health occupations under the Act.
The Assistant Deputy Minister shall prescribe the kind and frequency of medical examinations required by workers engaged in hazardous health occupations or suffering from an occupational disease.
WorkplaceNL – Reporting Requirements
Wherever an injury may require medical aid or could result in a claim to the WorkplaceNL, the worker must complete a Worker’s Report of Injury – Form 6, and the manager must complete an Employer’s Report of Injury – Form 7. These forms describe the accident and must be filed with WorkplaceNL within three days (72 hours) of the accident. 
Worker’s Report of Injury – Form 6
A worker is required to notify DQ or OJ Franchisee immediately of an injury which happened during the course of employment. If the worker is disabled for longer than one day, or of the worker does not miss work but needs medical, surgical or dental aid, the worker must complete and return a Worker’s Report of Injury – Form 6.
This form should be completed as soon as possible to avoid any undue delays in processing and adjudicating the claim. 
Employer’s Report of Injury – Form 7
DQ or OJ Franchisee must complete and return an Employer’s Report of Injury – Form 7. Part I of the form is to be completed if the injured worker is only disabled for the day on which the injury occurred. Part I and II are to be completed if the worker is disabled for longer than the day on which the injury occurred. 
If DQ or OJ Franchisee fails to notify WorkplaceNL of an injury, WorkplaceNL may charge the cost of the claim to the employer.
The forms should be mailed or faxed to WorkplaceNL 
WorkPlaceNL Contact Information
	Phone
	(709) 778-1000 or 1-800-563-9000

	Fax
	(709) 778-1302 or 1-800-276-5257

	Website
	www.workplacenl.ca 

	Mailing Address
	WorkplaceNL
146-148 Forest Road
PO Box 9000
St. John’s, NL  A1A 3B8






	Investigation

	The Department of Service, OHS Branch may choose to investigate a serious accident. The scene of a serious accident must not be disturbed except to attend to persons injured or killed and to prevent further injuries or property damage. Employees at the workplace have a legal duty to cooperate with an investigating officer and provide information related to the accident upon request.
The assistant deputy minister or an officer shall, where practicable, go to the scene of an accident reported under Section 54 and may make whatever inquiries that he or she considers necessary to determine the cause of an accident.
All imminent danger or work refusal situations will be investigated in accordance with the Injury/Incident Reporting and Investigation Policy.
The employer shall retain all reports for 5 years after the serious injury or incident.



	Administrative Penalties

	Failure to report a medical aid only claim within three days will result in a $100 penalty. Failure to report a lost-time claim within three days will result in a $200 penalty. All penalties are directly charged to the employer’s assessment account.



	Resources
[image: ]

	Injury and Incident Analysis Checklist
Worker’s Report of Injury (Form 6)
Employer’s Report of Injury (Form 7) 
Injury/Incident Reporting and Investigation – Occupational Health & Safety Program – Canada (Resources Final.docx)


[bookmark: _Toc527534774]Return to Work 	
	Overview
	Return to Work is sometimes referred to as disability management program, modified work program, alternate duties program or claims management program.  



	Legislation
	Workers’ Compensation Act 



	Responsibilities
	Employer
· Ensure employees are aware of reporting requirements. 
· Contact the worker as soon as possible after the injury occurs
· Send in an Employer’s Report of Injury – Form 7 within 72 hours to WorkplaceNL.
· Provide a copy of the Return to Work Plan Form to WorkplaceNL following health care providers’ assessment(s).
· Offer modified work/ease back to work during recovery period.
· Maintain communication throughout the period of the worker’s recovery or impairment
· Provide suitable and available employment
· Provide WorkplaceNL any information requested concerning the worker’s return-to-work.
· Pay the worker’s salary earned while performing suitable work. 
· Establish an effective Disability Management Program
· Implement changes to prevent further injuries
Employee
· Seek timely and appropriate health care to treat the injury/illness. 
· Report injury to the employer immediately.
· Visit a Doctor (Medical or Chiropractic) as soon as possible
· Send in a Worker’s Report of Injury – Form 6 to WorkplaceNL.
· Take reasonable steps to reduce/eliminate permanent impairment and loss of earnings from an injury
· Cooperate with WorkplaceNL and employer in the development and implementation of a return-to-work program
· Take an active role in the development of his/her own Return-To-Work Plan.
· Review the Return-To-Work plan with the employer.
· Accept suitable employment when identified.
· Maintain regular contact with WorkplaceNL Representative.
· Provide copies of all forms from the health care provider to the employer.
· Maintain a positive attitude about returning to work when appropriate. Understand the benefits of accepting appropriate work during the rehabilitation process so that the focus can be shifted from disability to regained abilities. 
Health Care Provider
· Assess the condition of the injured worker.
· Complete Physician’s Report 8/10 and submit to WorkplaceNL.  A copy must be provided to the worker to give to the employer.
· Provide the workplace parties and WorkplaceNL with functional abilities information.
· Provide the worker and WorkplaceNL with medical information.
· Identify the most appropriate method of treatment for the injury.
· Ensure the worker receives timely treatment.
· Ensure return to work is discussed throughout recovery.
· Send their reports to WorkplaceNL as soon as possible. 
· Help the injured employee understand what is wrong and what can be done to assist their recovery. 
· Work together with the injured employee, their other health care providers and WorkplaceNL to develop an effective return to work plan
WorkplaceNL 
· Inform the employer as to what to expect through the Return to Work process.
· Pay the worker the appropriate compensation
· Provide advice and support
· Communicate with the workplace parties
· Ensure return to work plans are achieving the hierarchy of return to work priorities
· Monitor activities, progress and co-operation between workplace parties
· Proactively manage the medical rehabilitation of the worker, in consultation with the worker and the health care provider
· Address compliance issues (ie: obligation to co-operate, re-employ)
· Offer/provide dispute resolution
Re-Employment Obligation
DQ or OJ Franchisee must offer the worker suitable employment that is or becomes available throughout the period of the re-employment obligation. Employers obligated to re-employ their workers are obligated until the earliest of:
· two years after the date of injury
· one year after the worker is medically able to perform the essential duties of the pre-injury employment
· the date on which the worker reaches age 65
Employers who do not meet their co-operation and/or re-employment obligations will be subject to direct fines/penalties by WorkplaceNL. Workers who do not participate fully in the return-to-work efforts may have their benefits reduced, suspended or terminated.
Labour Market Re-Entry Assessment and Plan
WorkplaceNL provides labour re-entry assessments and plans for those workers who are unable to be re-employed with their employer. The cost of the labour market re-entry assessments and plans ultimately affects the employer’s experience, so early and safe return-to-work is the best option.



	Resources
	Injury/Incident Reporting and Investigation Requirements
Worker’s Report of Injury (Form 6)
Employer’s Report of Injury (Form 7)
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[bookmark: _Toc527534775]Working Alone 
	Overview
	Any employee who works alone at any time will adhere to the OHS regulations as well as policies and procedures outlined in in our Occupational Health & Safety Program – Canada.



	Legislation
	Occupational Health and Safety Regulations, Section 15



	Definition
	“Working alone or in isolation” is when a worker is working in a circumstance where assistance would not be readily available in the event an emergency, illness or injury situation.



	Employer Responsibilities
	Conduct a risk assessment where a worker is assigned to work alone or in isolation.  Where hazards are identified, appropriate controls shall be implemented to eliminate, or where elimination is not practicable, minimize the risk associated with the hazard.
DQ or OJ Franchisee will also develop and implement a written procedure for checking in on the well-being of a worker assigned to work alone or in isolation.  This will include:
· Time interval between checks
· Procedure to follow in case a worker cannot be contacted, including provisions for emergency response
· Designate a person to establish contact with the worker at predetermined intervals and the results shall be recorded by that person
The written procedure shall be reviewed annually, or more if there is a change in work arrangements that may adversely affect a worker’s well-being or safety, or a report that the procedures are not working effectively.



	Resources
[image: ]
	Working Alone Guidelines – Service NL 
Working Alone – General Information (ccohs.ca)
Working Alone – Essential Elements Final.docx




[bookmark: _Toc527534776]Resources   
	Overview
	[bookmark: _GoBack]Some of the samples and templates referred to in this document follow this section. Other forms can be found in the Resource section of the Occupational Health & Safety Program – Canada (Resources Final.docx).
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[bookmark: _Toc527534678][bookmark: Posted_HS_Checklist][bookmark: _Toc514920838]Posted Health & Safety Material Checklist 
	Material
	Location
	Links
	Date Posted

	[bookmark: _Toc514920839]Occupational Health and Safety Act
	Health & Safety Bulletin Board
	http://assembly.nl.ca/legislation/sr/statutes/o03.htm 
	

	Occupational Health and Safety Regulations 
	Health & Safety Bulletin Board 
	http://www.assembly.nl.ca/legislation/sr/regulations/rc120005.htm 
	

	Workplace Health, Safety & Compensation Act 
	Health & Safety Bulletin Board
	http://www.assembly.nl.ca/Legislation/sr/statutes/w11.htm 
	

	Workplace Health, Safety & Compensation Regulations 
	
	http://assembly.nl.ca/Legislation/sr/regulations/rc961025.htm 
	

	Health and Safety Policy Statement
	Health & Safety Bulletin Board 
	
	

	Workplace Violence and Harassment Prevention Policy Statement
	Health & Safety Bulletin Board 
	
	

	If You’re Injured At Work Poster 
	Health & Safety Bulletin Board
First Aid Kit 
	http://www.whscc.nf.ca/download.aspx?ID=59027b91-0e11-418b-8cf6-bfefa63b1257 
	

	First Aid Regulation  
Include a list of all certified First Aiders in the workplace along with a copy of their certificate

	Health & Safety Bulletin Board
First Aid Kit
	http://assembly.nl.ca/Legislation/sr/regulations/rc961148.htm 
	

	WHMIS Regulation 
Post inventory of hazardous products on site
	Health & Safety Bulletin Board
	http://assembly.nl.ca/Legislation/sr/regulations/rc961149.htm 
	

	Safety Data Sheets (SDS)
To be stored in an easily accessible area near where the chemicals are being used, must be most current version available from supplier
	SDS Binder
	
	

	Emergency Services and Numbers
Examples: 911 (if available), fire, police, ambulance, poison control centre, Regulatory Agency Inspector, Ministry of  Environment, Utilities, Internal contact numbers, Numbers specific to workplace, i.e. Chemical Spill Clean-up Contractor
	Primary Telephones
Health & Safety Bulletin Board

	
	

	Evacuation Plan
	Health & Safety Bulletin Board
	 
	

	Occupational Health and Safety Committee or Representative 
Post names and work locations of committee members 
	Health & Safety Bulletin Board
	
	

	Health & Safety Explanatory Materials
Examples: OHS Division Bulletins, Alerts and Safety Guidelines; WorkplaceNL Publications  
	Health & Safety Bulletin Board (optional)
	OHS Division:
http://www.servicenl.gov.nl.ca/ohs/ 
WorkplaceNL Publications:
http://www.workplacenl.ca/employers/publications.whscc   
	

	Other Reports relevant to workplace
Examples:
· Management and Committee health and safety inspections
· Committee Meeting Minutes
· Health and safety assessments and surveys
· Orders
· Workplace Incident summaries
	Health & Safety Bulletin Board

	
	



	Occupational Health & Safety Department
	Workers’ Compensation Board

	Occupational Health and Safety Branch, Service NL
28 Pippy Place 
St John's NL A1B 3X4 
Telephone: 1-800-563-5471
Serious Workplace Accident Reports: (709) 729-4444 (24 Hours)
http://www.gs.gov.nl.ca/ohs/ 
	WorkplaceNL
146 - 148 Forest Road
PO Box 9000
St John's NL A1A 3B8 
Telephone: (709) 778-1000 
Toll-Free: 1-800-563-9000
Fax: (709) 738-1714 
Corner Brook
Telephone: (709) 637-2700
Toll-Free: 1-800-563-2772
http://www.workplacenl.ca 
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[bookmark: _Toc527534757]First Aid Kit Requirements

	Supply
	Qty

	Emergency first aid safety oriented manual
	1

	First aid record book
	1

	Safety pins (assorted)
	12

	Splinter tweezers, blunt nose
	1

	A pair scissors — 4 inch
	1

	Dressings (Each item to be individually wrapped to maintain sterility.)
	

	Sterile bandage compresses, 4 inch by 4 inch
	6

	Sterile adhesive dressings, 1 inch wide
	32

	Sterile pads, 3 inch by 3 inch
	32

	40 inch triangular bandages, 1 metre by 1 metre
	6

	Antiseptic 4 ounce bottle of peroxide
	1

	Adhesive tape 1 roll — 1 inch by 2 1/2 yards
	2

	5 yards tubular finger bandage with applicator
	1

	Fingertip dressings
	10

	Knuckle pad dressings
	10



[bookmark: _Toc514404435][bookmark: toc_here]




[bookmark: _Toc527534758][bookmark: Injury_Illness_Analysis_Checklist]Injury/Incident Analysis Checklist
This checklist can be used in conjunction with the Injury/Incident Investigation Report
	Background Information

	Job Title of Employee
	

	Department of Employee
	

	Age Range of Employee
	

	Male or Female
	M      F 

	Employee's Supervisor
	

	Location (where the event took place)
	

	Day of Event (Monday, Tuesday, etc.)
	

	Date of event (dd/mm/yr)
	

	Time of Event (include AM or PM)
	

	Date of Investigation (dd/mm/yr)
	

	Date of Return to Work – Full Duty (dd/mm/yr)
	

	Date of Return to Work – Modified Duty (dd/mm/yr)
	

	Incident Type

	Near Miss
	Yes   No
	Occupational Injury
	Yes   No  

	Hazard
	Yes   No
	Violence/Harassment
	Yes   No 

	Occupational Health Hazard
	Yes   No
	Occupational Illness
	Yes   No 

	Environmental Release
	Yes   No
	Damage
	Yes   No  

	Other
	Describe:

	Injury Details

	Critical injury
	Yes   No
	Fatal Injury
	Yes   No  

	Non-Critical Injury
	Yes   No
	Exposure to health hazards
	Yes   No 

	No injury or exposure
	Yes   No
	

	Full Time Employee
	Yes   No
	Part Time Employee
	Yes   No
	Student/Seasonal
	Yes   No

	Contractor
	Yes   No
	Temporary Staff
	Yes   No
	Volunteer
	Yes   No

	Other
	Describe:

	Treatment Received

	None
	

	First Aid Required
	

	Health Care Required
	

	Time Loss Injury
	

	Number of days lost
	

	Has the Employee had a previous similar injury/disease?
	Yes   No  

	Returned to full duty?
	Yes   No  

	Returned to modified work?
	Yes   No  

	Form 7 Required?
	Yes   No  

	Damages

	Property Damage
	Yes   No
	Machinery/Equipment Damage
	Yes   No  

	Tool Damage
	Yes   No
	Product Damage
	Yes   No 

	Materials Damage
	Yes   No
	No Damage
	Yes   No  

	Root Causes

	Performance Specifications:
1. Are safe work policies/procedures in place? Are they adequate?
1. Are instructions from Management creating an unsafe work environment?
	[bookmark: Check11][bookmark: Check12]Adequate      Inadequate 
Describe:





	Task Interference:
1. Enough time allotted to complete the task safely
1. Equipment in proper working condition and available?
1. Policies/procedures that are currently in place contributed to this hazardous event?
1. Staffing issues?
1. Inappropriate body position for the task
	Adequate      Inadequate 
Describe:

	Consequences:
1. Discipline practiced for unsafe acts?
1. Positive consequences for unsafe acts (e.g. rushing to get the job done quickly)
1. Injury/illness occurring from tasks
	Adequate      Inadequate 
Describe:

	Feedback:
1. Lack of communication (positive or negative) between Employees, team leaders and supervisors
1. Improper motivation (feedback/ rewards/recognition reinforcing unsafe acts)
1. Employees not reporting similar injuries/illnesses
1. Employees not advising Supervisors of potential hazards
	Adequate      Inadequate 
Describe:

	Knowledge/Skill:
1. Demonstrated lack of skill/knowledge?
1. Failure to use prescribed personal protective equipment?
1. Are Supervisors aware this hazardous event could occur (Supervisor and Employees trained on this hazard)?
1. Failure to follow established procedures?
1. Inadequate training?
	Adequate      Inadequate 
Describe:

	Individual Capacity:
1. Stress
1. Workload
1. Rushing to complete tasks
1. Staffing/Scheduling issues
1. Unsuitable loading/lifting
	Adequate      Inadequate 
Describe:

	People/Behavioural Factors:
1. Improper motivation
1. Leadership or supervision issues
1. [bookmark: RANGE!A78]Unauthorized use of equipment
1. Failure to control, monitor or secure hazard
1. [bookmark: RANGE!A83]Disabling safety devices or bypassing barrier/guards
1. Operating at improper speed
1. Abuse or misuse
1. Horseplay
1. Other  
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Describe:

	Equipment Factors:
1. Inadequate ventilation
1. [bookmark: RANGE!A92]Defective tools, equipment or material
1. Lack of adequate safety devices, barriers, or guards
1. Inadequate warning systems
1. Inadequate tools/equipment
1. Inappropriate PPE
1. Wear and tear of equipment
1. Hazardous energy not controlled
1. Other
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Describe:

	Materials Factors:
1. Property damage caused by spilled materials
1. Handling of raw materials
1. Handling of products
1. Handling/use of hazardous chemicals
1. Handling of biological agents
1. Supplier issues when sending product
1. Manual material handling issues – lifting, carrying, pushing, pulling
1. Mechanical material handling issues – handcarts, forklifts
1. Other
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  

Yes   No  

Describe:

	Environment Factors:
1. [bookmark: RANGE!A111]Hazardous environment – air quality, leak or spill
1. [bookmark: RANGE!A112]Presence of combustibles, fire or explosion hazard
1. [bookmark: RANGE!A113]Temperature extreme
1. [bookmark: RANGE!A114]Radiation hazard (non-ionizing)
1. [bookmark: RANGE!A115]Noise hazard
1. [bookmark: RANGE!A116]Poor lighting
1. [bookmark: RANGE!A117]Congested area, blocked exits/stairways, disorder
1. Condition of floors (e.g. slippery)
1. Poor ventilation
1. Hazards in product storage area
1. Other
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Describe:

	Process Factors:
1. [bookmark: RANGE!A123]Poor layout or ergonomic design
1. Engineering issues
1. Purchasing issues
1. Staff schedules/patterns
1. Physical condition of work area not inspected
1. Maintenance issues/records
1. Other
	
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Yes   No  
Describe:

	Incident Event Type (Type of Contact)

	Struck by object
	Yes   No
	Struck against object
	Yes   No  

	Caught in – nip points
	Yes   No
	Caught on  snagged
	Yes   No 

	Caught between - crushed
	Yes   No
	Voluntary motion
	Yes   No  

	Lifting
	Yes   No
	Falls
	Yes   No  

	Overexertion
	Yes   No
	Electricity
	Yes   No 

	Temperature extremes
	Yes   No
	Radiation
	Yes   No  

	Noise
	Yes   No
	Chemical Substance
	Yes   No 

	Vibration
	Yes   No
	

	Other
	Yes   No   Describe:


	Injury/Illness Assessment

	Has an event like this happened before in this job?
	Rare – once/year
	Occasional – once/month
	Common – once/week
	Yes   No  
[bookmark: Check13]
[bookmark: Check14]
[bookmark: Check15]

	Do you think this could happen again?
	Rare – once/year
	Occasional – once/month
	Common – once/week
	Yes   No  






	Injured Body Part

	[bookmark: Check16]Finger/Hand/Wrist
Arm/Elbow 
Chest
	Shoulder
Neck
Head/Face  
	Upper/Lower Back 
[bookmark: Check18]Hip/Thigh
[bookmark: Check19][bookmark: Check20]Knee
	[bookmark: Check22]Lower Leg
[bookmark: Check21]Ankle/Foot 
Other, Describe:


	Nature of Injury

	Sprain/Strain
Crushing/Bruising
	Cuts/Lacerations
Fractures
	Scratches/Abrasions
Falls
	Other, Describe:
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MAIL FORM TO: CALLUSAT: i
146-148 Forest Road P.O. Box 9000 felephone: 700.778.1552 Of:cupatlonal Health & Safety
NL st donms N ATA3ES foll-free: 1.800.563.9000 Minutes Report Form
FAX FORM TO: VISIT US AT: . X
709.778.1564 workplacenl.ca (see instructions)
Date of Meeting  (Y/M/D) / / WorkplaceNL Firm Number ___ Site Number
PART | — Employer
b . " e - Present
Employer (head office information) Employer Representative(s) Certification Training # (YIN)
Company name: Co-chair:
Mailing address: Members:
eIy PROVINCE POSTAL CODE

Worksite street address:

Total number of employees on site.

Date ofnextmeeting (YM/D): _____ / [/ | worker Representative(s) Certification Training # P(r\?,sﬁ)m
Seasonal shut down date (Y/M/D}): / /

Co-chair:
Members

OH&S minutes contact:

Name:

Telephone No.:

Failure to complete this form in its entirety may delay minutes

from being accepted and processed. Please ensure three

. Guest(s)
copies are made; one to post in the workplace, one for the
OH&S committee's files, and one to send to WorkplaceNL.
Part Il - OH&S Activity
Since last meeting indicate the following: From this meeting indicate the following:

No. of workplace inspections conducted No. of safety hazards identified -

No. of workplace complaints/concerns received P No. of health hazards identified
No. of incident reports reviewed No. of outstanding items from last meeting S

No. of right to refuse work situations —

Summary of Meeting on reverse @ or Attached Document O

Both employer and worker co-chairs MUST SIGN AND DATE the minutes when they agree that the minutes are complete
and accurate.

Employer Co-chair Signature: Worker Co-chair Signature:

Date: Date:

Revised April 2016
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MAIL FORM TO:
P.O. Box 9000

FAX FORM TO:
£709.778.1302

St. John's, NL A1A 3B8

CALL US AT: DROP OFF iN PERSON: 3
709.778.1000 146 148 Forest Road \é\lorkt:tr sf
1.800.563.9000  PO. Box 9000 epori o
TOLL FREE FAX: st John's, NL, A1A288  Injury

1.800.276.5257

visiT: workplacenl.ca

Page 1 of 5 - Dec. 2016

W0 e

This information is collected under the authority of the Workplace Health, Safety and Compensation Act to determine entittement to benefits and manage your claim.
SECTION A - GENERAL INFORMATION

caused by anything

applicable:

[ No

(e.g. forklift, car, truck, ATV)

product / equipment

j Last name First name Initial Date of birth  yyyy/mm/dd
| | Gender [ ] M [ | F
I l l
Mailing address Gity / Town Province | Postal code
‘ 1 1 1 ‘ 1
Home telephone Work telephone Social Insurance Number MCP
T T T T Y T N NN
ﬂ Occupation Are you the owner / [] Yes Were you employed as [] Yes
operator of this business? ] No part of an ESDC program? [] No

ﬂ Employer Telephone

Mailing address City / Town Street address i different City / Town

Province | Postal code ‘ Supervisor's name Supervisor’s telephone

! R T N T
SECTION B - INJURY / INCIDENT INFORMATION
ﬂ Date / time of injury / incident [Jam Did this injury develop [ Yes Date / fime injury / incident was reported to employer:
yyyyfmmdd hh:mm Cem over time without a yyyyfmm/dd hh:mm Jam
g e

T I A T spocificinjury /incident? [ ] No L] \ Lo [ Cew
ﬂ Did this injury / incident occur outside Newfoundland and Labrador? [ | Yes [ ] No
ﬂ To whom was the injury / | Last hame First name Oceupation Telephone

incident first reported?
ﬂ What part(s) of your body was affected? Indicate right, centre or feft, if applicable.
ﬂ How did the injury /

incident occur or

the condition develop?

. - - ; p Speci
ﬂ Did the injury / incident happen on the employer’s property or worksite? [ ] Yes [ ] No wf\eref:y
ﬂ Were there any withesses to this injury / incident? [] Yes 1f yes, please specify name and contact information, i avaiiable. [] No

Last name First name Address Work telephone Home telephone

ﬂ Was the injury / incident ] Yes ifyes, tick || Motor vehicle accident [] Malfunction of [] other:

listed at right? [] Person(s) not employed by your employer [ Slip and fall
If yes to Question 11, was someone else involved? [ ] Yes Ifyes, please speciy name and contact information, if avaiable. [] No
Last name First name Address Work telephone Home telephone
SECTION C - MEDICAL INFORMATION
12 Did you seek D Yes Date of visit yyyy/mmidd Were you seen in emergency? l:| Yes |:| No Did you require D Yes
medical CINo hospitalization for D No
attention? Ly g ]y | If yes, which hospital? more than two days?
13 Name the health care person Last name First name Address i known
you saw during this first visit:
14 Name your family physician: Last name First name Address i known
15| Have you experienced similar problems in the past? [ | Yes ';‘y?e;"ﬂzﬁlzg,Zlcgiﬁ@e{:!'nﬁﬁzfd " No
Similar problems Year Part of body Location if applicable WorkplaceNL claim number
L [ [JRight [ ] centre [ ] Left NN
2 L [JRight [ ] centre [ ] Lett L
3. L [] Rignt [ ] centre [ ] Left L
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Worker's name Social Insurance Number

SECTION D - RETURN-TO-WORK INFORMATION I [T

ﬂ Did you stop working beyond the day of the injury? When did you stop working beyond the day of the injury? Have you been
< yyyy/mmidd hh:mm OAM offered or participated
[] No D Yes = [ ‘ L \D pM‘ in alternate / modified
duties?
Have you since No
Were your work duties and/or [ ]Yes [ | No retumgd 15 work? U When?  yyyymm/dd []ves
hours modified or changed? L Yes N [INo
SECTION E - EARNINGS INFORMATION Complete only if claim involves fost time / early safe return to work greater than the day of injury.
ﬂ At the time of your injury / incident, [ Yes If yes, have you lost time / wages from the [ Yes
were you working in a second job? [ No second job as a result of the injury / incident? [ ] No
ﬂ Are you receiving other benefits If yes, isit: [] Short-term or long-term [[] canada Pension Plan ] WorkplaceNL benefits
in relation to this injury / incident? disability insurance benefits
[]Yes [] No [] other:
ﬂ At the time of your injury, were you receiving El benefits? [JYes [] No
ﬂ Indicate the [[] a. Basic personal amount
personal . .
. D b. Full equivalent to spouse amount (If not full amount, then d. applies)
credits you [T . Number of children under age 18 you are claiming
are claiming: D d. Other (complete a new TD1 and TD1NL available from Canada Revenue Agency at www.cra.gc.ca).
If nothing is indicated above, you will be assumed as (a) basic personal amount.
SECTION F - FISHER'S INFORMATION 7o e completed by workers on a fishing vessel.
ﬂ Vessel hame Vessel length (feet) Are you an owner or part
owner of the vessel? D Yes I:I No
E Master's name Master’s telephone Master’s mailing address City/Town
Province | Postal code
1 1 1 ‘ 1 1
ﬂ Are your earnings based on a share of the catch? [ ] Yes iryes, describe your share amangement: [] Ne
Fish buyer’s information ifyou need more space, please use an additionat sheet. Start of fishing period| End of fishing period
Name Telephone Fax Gross sales yyyy/mmidd yyyy/mmidd
T T Y
2, O N
3. T T T T

Attach pay stubs o other verification from the fish buyer, if avaiable.

SECTION G - INFORMATION ACCESS AUTHORIZATION

24| Do you authorize another individual {e.g., union representative, MHA) [JYes [ No This authorization will remain in effect until you notify WorkplaceNL
to act on your behalf and access your information regarding this claim? | ora.change.using Form:13.
Last name First name Address Organization i appticable Telephone

SECTION H - SIGNATURE, CONSENT AND DECLARATION (signing this consent enables WorkplaceNL to process your claim.)

25| | believe this is an injury related to my work and | declare that all information | have provided to WorkplaceNL is true and correct. | understand | must
immediately inform WorkplaceNL if | return to, or become capable of, performing work of any kind.

| consent to WorkplaceNL collecting and using all information it considers relevant for the purposes of determining my entitlement to benefits and
managing my claim under the Workplace Health, Safety and Compensation Act (WHSC Act). This includes, but is not limited to, collecting and using
information from physicians, hospitals, health care providers, and employers pertaining to my examinations, treatment, medical history, injuryfincident
and employment.

| consent to WorkplaceNL disclosing to my employer or my Employer's Authorized Representative, a summary of my injury costs, which is disclosed
to the employer for the purpose of verifying claims' costs. | consent to WorkplaceNL disclosing to external physicians, hospitals and health care providers
all relevant information necessary for the purpose of determining entitiement to benefits and managing my claim under the WHSC Act.

| understand information may be collected, used and/or disclosed for other purposes and/or disclosed to other parties only as permitted by law, including,
but not limited to, the WHSC Act, the Access to Information and Protection of Privacy Act, and the Personal Health Information Act, and | agree that

this consent is valid for the duration of my claim. yyyyfmm/dd

Name please print Signature Date R N ‘

SECTION | - CO-OPERATION AND OBLIGATION

WorkplaceNL USE ONLY

All workers and employers must co-operate in early and safe return to work. A re-employment obligation may exist
if there are 20 or more workers with your employer and if you have been continuously employed for more than one
year. Contact your employer to determine if this re-employment obligation applies to you.

If attaching additional information, put your first name, last name and Social Insurance Number at the top of each sheet.
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MAIL FORM TO: FAX FORM TO: VISITUS AT:
146-148 Forest Road WORKERS: workplacenl.ca

NL P.O. Box 9000 St. John's NL A1A 3B8 709.778.1302 DIRECT DEPOSIT
CALL USAT: EMPLOYERS:
telephone: 709.778.1000 709.778.1110 AUTHORIZATION
toli-free: 1.800.563.9000 VENDORS:

709.778.1596

WorkplaceNL is moving to direct deposit for all payments we issue.

Direct deposit is convenient and secure. Enrolling is easy, please complete and return this form.

Injured Workers: complete sections 1 and 3 only.

(il Worker’s last name Worker’s first name

& City / Town
E Home telephone Work telephone Province | Postal code
= 1 1 1 ‘ 1 1
Employers/Vendors: complete sections 2 and 3 only.
Al Employer/Vendor’'s name Firm/Vendor number
1 1 1
=4 Employer/Vendor contact's last name Employer/Vendor contact's first name Initial
:
E Mailing address Province | Postal code
% Gity / Town g P
g Home telephone Cell Email
w

Initial Claim number (if known)

Mailing address

Banking Deposit Information

Transit No. Institution No.

Please attach a blank cheque for
e o your bank account with “VOID”
ACcolntiG: written on it. If you don't have | .
a chequing account, please
Y Y A have your financial institution
complete this next section.

Charkes Checkwiiter No. 156
1020 Bon Vie Way
Newtoundiand

THE
ANVPLA A

0

]

Name(s} of account holder(s}

Financial Institution Stamp Here

|, as the worker/dependent or authorized representative of the Vendor/Firm, entitled
to receive payment(s) from WorkplaceNL authorize WorkplaceNL to deposit the
paymenit(s) directly into my/the Vendor's/Firm's account until further notice.

Authorized Signature

This information is collected under the authority of the Workplace Heaith, Safety and Compensation Act
to process benefits/payments and manage your claim. For more information, please see WorkplaceNL's
Policy GP-01: information Protection, Access and Disclosure available on workplacenl.ca or by calling
1.800.563.9000.

Early and safe return to work benefits everyone.
Stay connected with the workplace to determine if recovery at work is right for the injured worker and employer.

| | | | |
Year Month Day
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MAIL FORM TO:
P.O. Box 9000

NL St. John’s, NL A1A3B8
FAX FORM TO:

f709.778.1302

Use this form when:

= You have a work-related injury / incident or
recurring work-related injury or illness that
results in any of the following:

=  medical attention;
= |oss of earnings; and / or
= |ost-time from work.

This includes injuries or illnesses that occurred
over time as well as those caused by an event.

= |f you feel your current symptoms are related to
a previous work injury, complete this form based
on your gurrent situation, as opposed to
restating what happened at the time of your
initial injury. For example, for question 4 under
section B “Date/time of injury/incident,” enter the
date and time your current symptoms developed
or the date a new incident happened which
caused your current symptoms.

= |f you are a partner, proprietor or independent
operator (also referred to as owner/operator on
this form) and you have experienced a work-
related injury, coverage will be extended only
when optional personal coverage has been
purchased from WorkplaceNL.

Points to remember:

=  Complete and accurate information is important
to avoid delays in processing your claim.

= |f you have additional information, attach
additional pages and include your name and SIN
on each page.

= Sign page 2 so we can process your claim.

Section A General Information
Occupation & Employer Information

= This refers to your occupation and employer at
the time of your injury / incident.

Section B Injury / Incident Information

How did your injury / incident occur or the
condition develop?

= Explain how the injury / incident happened
and what you were doing at that time. This may
include information such as: sizes, weights and
names of objects involved; description of any
machinery, tools or vehicles used at the time
of the injury / incident; environmental conditions
(work area, temperature, noise, chemicals, gas,
fumes); if another person was involved; or any
other information you think is important.

For example: “f was moving boxes in the storage room.
1 lifted a 40-pound box from the floor to put on a shelf.
1 twisted to the right while lifting, and hurt my upper back.”

CALL US AT:
1709.778.1000
11.800.563.9000
TOLL FREE FAX:
1.800.276.5257

DROP OFF IN PERSON: Page4015-Dec:2016;

146-148 Forest Road
P.O. Box 9000

8t. John's, NL, A1A 3B8
visiT: workplacenl.ca

= If your condition developed over time, a detailed
description of the work you do is helpful. Explain
how often you do a particular task; the sizes and
weights of objects involved; how long you have
been doing this work; and if there have been any
recent changes to your schedule and / or tools
or products you use.

For example: I am a cashier and continuously
scan products for my eight-hour shift using my
left arm. The products can weigh from a few
ounces up to 10 pounds. The belt hasn't been
working properly for the past three weeks and |
reach further than | usually do to ring things in.
Recently | started to have pain in my left elbow.”

Did the injury / incident happen on the
employer's property or worksite?

= Detailed information as to where the injury /
incident happened is important to process your
claim. For example, if on the employer's
premises, where did it occur? The shipping area,
paint shop, or warehouse? If not on the
employer's premises, where did it happen?

For example: “I work for a cleaning company
and was working at a retail store when the injury
happened. The store was ABC Clothing on
Anywhere Street.”

Section D: Return-to-work Information

= You and your employer may be able to change
your duties and / or hours so you can stay at work
while you are receiving medical treatment for your
injury. This is called early and safe return-to-work.

= An early and safe return-to-work plan should be
developed in co-operation with your employer,
based on the functional abilities information from
your health care provider(s).

Section E: Earnings Information

" If you are off work for more than one day, or have
an early and safe return-to-work plan of more than
one day, you may be entitled to wage-loss
benefits. You should complete this section so
WorkplaceNL can make this determination.

Section H: Signature, Consent and Declaration

Signing the Form 6 Consent enables WorkplaceNL
to process your claim.

For more information on your rights and our personal
information practices please see our Personal
Information Privacy Statement, available on line
or by contacting WorkplaceNL.

Additional information on WorkplaceNL's access, release
and protection of your information can be found in Policy
GP-01: “Information Protection, Access and Disclosure,”

available at www.workplacenl.ca or by calling
WorkplaceNL's Information Officers af 1.800.563.9000.
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Additional Worker Information

Worker's role in early and safe return to work

The main focus of early and safe return to work is to
enable you to remain at the workplace following an
injury or to return to the workplace in a safe and
timely manner if you have already lost time from work.

Going back to work may involve making changes to
the duties and/or the hours of work. It may also
involve changes to the workplaces such as acquiring
equipment or other devices to help you with your
return to work.

Staying in touch with work

It is important to stay connected to your workplace
following an injury. If your injury prevents you from
performing your regular job duties, both you and your
employer are required to work together to identify
suitable and available employment, even while you
are receiving medical treatment for your injury.

During each medical appointment, your doctor will
provide you with a copy of their report (form 8/10) for
your records and a second copy to bring to your
employer. The employer's copy of the doctor's report
does not contain your personal medical information; it
simply identifies your functional abilities as a result of
the injury.

It is extremely important for you to provide this report
to your employer by the next working day after each
doctor's visit. This will enable you to assist your
employer in identifying suitable job duties so you can
continue working without aggravating your injury. If
you work in a unionized environment, you may want
to involve your union representative in this process.

Finding the right duties

When identifying early and safe return-to-work
opportunities with your employer, the first priority
should be to maintain the connection to your pre-injury
job at some level. Where this is not possible, it is
important to work with your employer to identify
suitable and available employment that is within
your physical capabilities. If you and your employer
require any assistance during this process, you
should contact your case manager.

Documenting a plan

Once you and your employer have identified suitable
job duties that are in keeping with your abilities, you
will complete an early and safe return-to-work plan

1709.778.1000
11.800.563.9000
TOLL FREE FAX:
1.800.276.5257
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that outlines the agreed upon schedule and progression
of duties. If any change occurs to this plan, you must
immediately notify your case manager. Your early
and safe return-to-work plan should also outline

the scheduled hours and the hourly wage earned.
This information will then be used to determine

if there is any entitlement to compensation during
your return-to-work process.

Communicating progress

Communication is critical during early and safe return
to work. The frequency and method of communication
between you and your employer will be determined
by the employer's procedures. However, we recommend
you contact your employer weekly during the early
and safe return-to work-program. You should contact
them immediately if there is an improvement or
deterioration in your physical condition that could
affect your return-to-work plan. It is also important to
keep your case manager updated on your progress.

Worker's role in occupational health and safety
(OH&S)

Worker's duties:

= Protect your health and safety and that of
co-workers and others at or near the
workplace;

= Co-operate with your employer, co-workers,
OH&S committee/worker health and safety
representative/workplace health and safety
designate, and anyone exercising a duty
imposed under OH&S legislation;

= Follow instructions and training;

= Report hazardous conditions; and

= Properly use all safety equipment, devices
and clothing.

Workers' rights:
= Know about workplace hazards;

= Participate and assist in identifying and
resolving OH&S issues; and

= Refuse unsafe work.
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This form must be filed within three days of injury / incident.

SECTION A - GENERAL INFORMATION
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Pag
Employer's
Report
of Injury

e 1 of 4 - June 2017

{1 —

WorkplaceNL firm # | | |

1 Trade name Legal name i different from trade name
Mailing address City / Town Province | Postal code Street address i different City / Town
1 L 1 ‘ 1 L
Site name Site #| Site location
2 Contacts Name Telephone |Ext# | Fax E-mail
For wage information
For details of injury
For disability, return to work
3 Worker's last name First name Initial | Date of birth yyyy/mm/dd Gender [ 1M [ F
| |
Mailing address City / Town Province | Postal code
1 1 1 ‘ L L
Home telephone Work telephone Social Insurance Number
T B |
4 Do you regularly employ D Yes | Is the worker an owner / l:| Yes How long has this worker l:| less than 12 months
20 or more workers? [] No |operator of this business? [ ] No been in your employ? [ more than 12 months
Is the worker employed as [ ] Yes | Employment [] Fulltime [[] Contractual [ ] Casual | What date was the Yyyy/mm/dd
part of an ESDC Program? D No |status: D Part-time D Seasonal worker initially hired? ‘ L ‘ | ‘ )

What occupation was the worker performing

What are the lifting requirements of this occupation?

the purpose of the employer’s business? Cves []

If no, what was the purpose?

No

at the time of the injury / incident? [J<1ibs []1M21bs [] 2244bs [ ] >441lbs
SECTION B - INJURY / INCIDENT INFORMATION
6 | Date/time of injury / incident Did this injury develop Date/time injury/incident was reported to employer:
) [am i 4 [ Yes i
yyyyimm/dd hh:mm eu over time without a yyyy/mm/dd hh:mm [ am
‘ | | ‘ | ‘ specific injury / incident? ] No | | ‘ | [prm
I 1 1 1 1 I 1 1 1 1
T Did this injury / incident occur outside Newfoundland and Labrador? [] Yes [] No
8 To whom was the injury / | Last name First name Occupation at time of injury | Telephone
incident first reported?
9 What part(s) of the worker's Did the worker seek D Yes | Did the worker require hospitalization D Yes
body was affected? medical attention? ] No for more than two days? I No
10| Was the work / activity being done for Did the injury / incident happen on the employer’s property or worksite? [ ] Yes [ ] No

Specify where:

1"

B

Describe your understanding of how the injury /incident occurred or condition developed:

12| Was the injury / incident [ Yes ifyes tick [] Motor vehicle accident [] Malfunction of ] other:
caused by anything [ No applicable: (e.g., forkiift, car, truck, ATV) product / equipment
listed at right? [] Person(s) not employed by the employer [ | Slip and fall
If yes to Question 12, was someone else involved? I:I Yes ifyes, please specify name and contact information, i available. I:I No
Last name First name Address Work telephone Home telephone

SECTION C - INJURY / INCIDENT NOTIFICATION

13

Has your occupational health and safety committee and / or representative / designate been notified of the incident / condition?

[Jves [] No

14 Do you have any objections D Yes
to this claim? ] No

if yes, please use an additional sheet to explain your objections. Further to Section 63 of the WHSC Act, you must provide
a copy of your objections to WorkplaceNL within 10 days of the claim being reported to you. Also, you must provide the
worker with a copy of your ohjections.

This information is collected under the authority of the Workplace Health, Safety and Compensation Act

to determine entitlement to benefits and manage your claim.
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Use this form when:

=  Your employee has a work-related injury / illness or
recurring work-related injury / iliness that results in
any of the following:

= medical attention;

= |oss of earnings; and / or

= |ost-time from work.
This includes injuries or ilinesses that occurred over
time as well as those caused by a single event.

= [fyou are a partner, proprietor or independent
operator (also referred to as owner/operator on this
form), you do not need to complete this form.
Instead, you should complete a form 6 — worker's
report of injury. Please note that coverage will be
extended only when optional personal coverage
has been purchased from WorkplaceNL.

Points to remember:

= Complete and accurate information is important so
as not to delay processing the claim.

= [f you have additional information, attach additional
pages noting the worker's name and SIN on each
page.

= As per the Workplace Health, Safety and
Compensation Act, the form 7 must be forwarded
to WorkplaceNL within three days of the injury.

Section A General Information
How long has this worker been in your employ?

=  Workers hired for one year or more before the
injury are considered continuously employed
unless the year was interrupted by a work
cessation that ended the employment relationship.
For seasonal workers, periods of unemployment
are not considered work cessation. For example, if
you employed the worker for three years except for
a seasonal period of five months per year, this
worker is considered to be in your employ for more
than 12 months, even if the months are not consecutive.

What date was the worker initially hired?

= This refers to the date the worker became your
employee. If the worker has been hired in the past
as a seasonal or temporary worker, record the
most recent hire date.

What occupation was the worker performing at the
time of the work injury / incident?

= In some cases, this may not be the worker's
regular job. For example, if the worker's normal
job is a welder, but he/she was temporarily
working as a shipper / receiver when injured,
shipper / receiver would be the occupation at the
time of the injury/incident.

1.800.276.5257
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Section B — Injury / Incident Information

Did this injury develop over time without a specific
injury / incident?

= [f the worker is unable to recall when the injury /

incident occurred or pain started, and there is no
identifiable event, the injury may have developed
over time. The worker may report discomfort
performing their normal duties (e.g., full-time
cashier continually scanning products with the left
arm and begins to experience pain in the left
elbow). However, if the worker is able to say when
their symptoms began, note this date on the form.

Did the injury / incident happen on the employer's
property or worksite?

= Detailed information as to where the injury /
incident happened is important to process the
claim. For example, if on your premises, where did
it occur? The shipping area, paint shop or
warehouse? If not, where did it happen? For
example, you operate a cleaning company and
your employee was working at a retail store when
the injury happened. In this case, note the name
and location of the store.

Describe your understanding of how the injury /
incident occurred or condition developed.

= Detailed information about how the injury / incident
happened and what the worker was doing when it
occurred is important to process the claim. This
may include information such as: sizes, weights
and names of objects involved; a description of
any machinery, tools or vehicles used at the time
of the injury/incident; any environmental conditions
(work area, temperature, noise, chemicals, gas,
fumes); if another person was involved; or any
information you think is important.

For example: “Bob was moving boxes in the
storage room. He lifted a 40-pound box from the
floor to put on a shelf. He twisted to the right while
lifting, and hurt his upper back.”

= |f the condition developed over time, provide a
description of the worker’s duties. Explain how
often he / she performs a particular task; the sizes
and weights of objects involved; how long he / she
has been doing this work; if there have been any
recent changes to the schedule and / or tools or
products he / she uses.

Additional information on access, release and protection
of your information by WorkplaceNL can be found in
Policy GP-01: “Information Protection and Access,”

available at www.workplacenl.ca or by calling
WorkplaceNL'’s Access to Information and Protection
for Privacy (ATIPP)
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Worker's name

SECTION D - RETURN-TO-WORK INFORMATION

Social Insurance Number

What is the worker’s current return-to-work status’
(O Returned to pre-injury job with no changes

15] ——
Did the worker stop working after the day of injuw?D No

i)

Yes () Returned to pre-injury job with duties only changed
yyyy/mm/dd hh:mm OAM () Returned to pre-injury job with hours only changed
If s, when? ‘ [ | ‘ | ‘ | ‘ | ‘D PM‘ O Returned to pre-injury job with duties and hours changed
O Returned to workin a different job to accommodate injury
Has the worker since returned to work? [ | No O Other accommodations specify
TR yyyylmm/dd AR Oam p Has the workersince been offered [ Yes
sowhen?| | | | | | ) oew] modified duties? [JNo

16‘ Has an early and safe retumn-to-work (ESRTW) plan been completed? [ | Yes [ No  Attach plan or forward within five days

SECTION E - EARNINGS INFORMATION cCompiete oniy if claim involves lost-time / ESRTW greater than the day of injury.

]

If the worker has not retumed to work in any capacity, [ ] Yes » | Are you paying 80% of net? [ ] Yes
are you continuing to pay the worker directly [] No  Provide date NS The employer cannot pay ] No
during the lost-time period? N worker stopped the worker an amount in
The employer must pay worker for day of injury. receiving wages I B excess of compensation entitlerent.
18| Showing separately for each week or pay period, indicate the worker’s gross wages for the four pay periods before lost-time or ESRTW:
incluce bonuses, overtime, and periods without pay
Period from To Wages Lost-time
Yy mm dd yy mm dd $ ¢ wihout) Ty wihout pay ootk
7
1. [ | | [ I T T T N el | Pap| | |Paw
2 0 ! ! [ ! ! [ R | | Joas| | |oas| | Jowe
T
3. [ | | [ | | T I B Y | P |tmel p |Pem| p [Pem
I
4. [ I I [ I I L T ] I i W O s O O -
19| Worker's regular Next pay day yyyy/mnvdd Frequency ; :
Boury fats: Ny S [] Weekly [] Bi-weekly [ | Monthly [] Semi-monthly

ﬂ Indicate on this 14-day chart the hours per day the worker would work:

Sun Mon Tue Wed Thur Fri Sat
1. Week1
2. | Week2
If the worker is a shift worker, how many shifts did they lose as a result of the injury / incident?
SECTION F - FISHER'’S INFORMATION 70 be completed by master, owner or part owner of a fishing vessel.
ﬂ Vessel hame Vessel length (feet) Is the worker an owner or
part owner of the vessel? I:I Yes I:I No
E Master's name Master’s telephone Master's mailing address City/Town Province | Postal code
! [ R
E Are the worker’s earings based on a share of the catch? [] Yes iryes, describe the worker's share arrangement: [] No
Fish buyer’s information i you need more space, please use an additional sheet. Start of fishing period | End of fishing period
Name Telephone Fax Gross sales yyyy/mm/dd yyyy/mm/dd
1 T Y O N
2. T T B T T B
3 T O T O

SECTION G - INFORMATION ACCESS AUTHORIZATION

Attach pay stubs o other verification from the fish buyer, if available.

claim, please submit a completed Form 13, Authorized Representative Form.

E If you would like to authorize an individual outside of your organization/company to act on your behalf and access employer information concering this

SECTION H - SIGNATURE, CONSENT AND DECLARATION

2]

| declare this form to be complete and correct. | understand that giving false information or omitting relevant information is a serious offence.

Name prease print Pasition Signature Telephone

Date  yyyymmdd

SECTION | - CO-OPERATION AND OBLIGATION

This form must be filed within three days of the injury » Late and incomplete reports may resultin a fine » All employers and workers
must co-operate in early and safe retum to work ¢ A re-employment obligation may exist if there are 20 or more workers in your
employment and if you continuously employed the injured worker for more than one year » The Occupational Health and Safety Act
requires that all incidents resulting in serious injury be reported to the Occupational Health and Safety Branch at 709.729.4444.

If attaching additional information, put the worker’s first name, last name and Social Insurance Number at the top of each sheet.

WorkplaceNL USE ONLY
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Early and safe return-to-work

The goal of early and safe return to work is to safely
return the worker to employment or employability that
is comparable to the pre-injury level as soon as
possible. With effective return-to-work planning, the
human and financial costs associated with a
workplace injury are significantly reduced.

Employers and workers are obligated to co-operate in
the worker's early and safe return to suitable and
available employment with the injury employer. This
may involve modified work, ease back to regular
work, transfer to an alternate job, or trial work to
assess the worker's capability.

Re-employment obligation

Employers who have a legislative duty to modify the
workplace in order to accommodate the injured
worker's return to the workplace are obligated to do
so to the extent that it does not cause undue hardship
for the employer. This may include work site/job
modification or on-the-job skills development for
alternate work.

Finding the right duties

When identifying early and safe return-to-work
opportunities with your employee, the first priority
should be to maintain the connection to the pre-injury
job at some level. Where this is not possible, it is
important to work with your employee to identify
suitable and available employment that is within your
employee's physical capabilities. If you and your
employee require any assistance during this process,
you should contact your case manager.

Documenting a plan

Once you and your employee have identified suitable
job duties that are in keeping with your employee's
abilities, you will complete an early and safe return-to-
work plan that outlines the agreed upon schedule and
progression of duties. If any change occurs to this
plan, you must immediately notify your case manager.

Your early and safe return-to-work plan should also
outline the scheduled hours and the hourly wage
earned. This information will then be used to
determine if there is any entitlement to compensation
during your return-to-work process.

CALLUSAT:
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Employers' role in occupational health and
safety

= Ensure the health, safety and welfare of workers
and those not in your employ;

= Maintain a healthy and safe workplace, systems,
equipment, and tools;

= Provide operating instruction for the use of
devices/equipment;

=  Ensure workers are aware of hazards;

= Establish an OH&S committee/worker health
and safety representative/workplace health and
safety designate as required and consult/co-
operate with them;

® Respond in writing to recommendations of the
OH&S committee / worker health and safety
representative / workplace health and safety
designate and provide them with periodic written
updates on implementation;

= Make arrangements for and consult with the
OH&S committee / worker health and safety
representative / workplace health and safety
designate during workplace inspections;

= Co-operate with anyone exercising a duty
imposed under OH&S legislation;

= Ensure safety clothing/equipment/devices are
used;

= Ensure safety procedures are followed at all
times; and

® Notify the Assistant Deputy Minister responsible
for OH&S in the provincial government of a
workplace accident that results in, or has the
potential to result in, a serious injury or fatality.
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health and safety association in Ontario, responsible for more
than 165,000 member firms across the agricultural, industrial/
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