e L L Tt )

) 3% Department Number
Type of mishap - N8) P .
INJURY , PROPERTY DAMAGE/ INCIDENT
i LOSS TO PROCESS . —-- . (Potantial Loss)
A FrstAx - - T 7 1  Equpmenypropanty camage — 1 Inury =—
= ‘M Mecical ai0 onty b= 2 Fie ) — 2 Equp Dorty - e
L Lostbme == 3 Loss o process = 3 Loss 1o process e
F Fmal _ 4 Emaronment _ 4 Enmvaronment —_
4
:{Describe injury :Estimated PONC Actual PONC
{Locauon of mishap fbe specic) mm/ddlyy .
| am
,Dste of mishap: Time : p.m
__ am
—_— — — Date reported: - — - Tme = T pm
2
Descnbe how the mishap occurred; inciude what the person(s) was doing, trying to do and anything unusual.
i%
i
:
5
]
1
there & written job procedure for the job being performed? Yu: Na Nm:
Identify equipmentimaterial invoived (Make and mode!. size. weight, shape, where pertinent)
name (1) ‘Witness name (2) Witness name (3)
Circle the one letter which best identifies the loss potential if hazard(s) are not sliminated or controlled.
POTENTIAL SEVERITY
PROBABILITY Death, permanent Lost ime injury or Medical aid injury only First mid injury only
of total disability of property damage of propery damage or proparty
RECURRENCE propenty camage > $10,000 . >$1,000 damage
> $100,000 < $100,000 < $10.000 < $1,000
Frequent A D G J
Occasonal B E H K
Rare [ F 1 L
NOTE: ALL FIRES MUST BE FULLY INVESTIGATED
4 Supervisor Investigator Date
Signature Signature
Loss Control Depanment
Deparment _ I 1 Worker Head
Signature Datemmvaddyy) Signature Signature

{mngc investigator > 2na Line Supervisor > Department Head > Loss Control > Assistant Manager > General Manager

Copies to: OHRSC

Sunervisor General Manaoer Other



. ) T — R e T TR T S S S - ——
tne suUDSLANaAID BCUON|S) ana CONGILONS) NI Caused OF COWd Nave CAUSED UUS MISNAap.

selechons in the Space balow.

Code SUBSTANDARD ACTIONS Code SUBSTANDARD CONDITIONS
— 30  Operating equipment without authority ] ' inadequsts guarts or bamers
T n Failure to wam —_d 5 insdequste ground support
— 32 Failwe to secure/make safe O 52 InadequatsAmproper proteciive equipment
= 33 Operabng st improper speed | 53 Defective oois. equipment or matenais
. 34  Making aafety devices inoperable D 54 Congestion or restrictad action
:_ as Removing safety devices Cj 55 inadequats waming system .
. 38  Using defective equipment |EER| L] Fire and axpiosion hazands
: 37  Usinp equiment improperly |:| 5 Substandard housskesping
— 38 Failure 1 use personal protective O 58 Hazardous environmental conditions:
Squspment gases, dusts, smoks, fumes, vapours
- 39  improper ioading H L] Noise exposure
= ‘40 Improper placement — 80 Radisbon exposure
- 41 improper lifting | ) 61 High or low lemperature exposunes
:’_- 42  Improper position for task = [.¥] Inadequate or axcesaive diurrenaton
i 43  Serwicing equipment in operation E] (<] inadeguate ventiston
= 44  Horseplay O 84 Ground (rock) conditions
: 45  influencs of alcoholidrugs
Code  How did the immediata/direct cBuse(s) contributs to the mishap?
|
|
I
|
|
|
|
TaENUly the ressoNs 1of 1@ SXISIeNCS Of 1he SUDSIANGAIT BCUONS BN CONGIIONS SBIVCIBG BDOVE DY MANNG S8CH T8CIr. GIve he DANCUNGSNyNY
cause for each selected immediate/dinect Cause and explain in the space below.
Code PERSONAL FACTORS Code JOB FACTORS
= 70 Insdequite phryscalimental capabiiity ! [ ] inadequats isadership/supenasion
— ™ Lack of knowsedge | 81 inadequats angmeenng
: T2 Lack of skill :‘ 2 Inadequate purchasing
—_ 73  Stress physical or mental =3 <] Insdequate maintenance
- 74  improper Motivabon == B84 inscequate tools/equipmeant
O as Inadequaie work standands
—d [} Wear and tear
=3 87 Abuse or Misuse
Basic/ " |OW GO#% (e IMMEGIMLVIITSCt CAUSS S1em FTOM UVe DASIKJUNGATTYING CAUSS?
|Undertying |
' Codel(s)

inadequats program

Bamciundertying causas of mishaps are tha result of LACK OF CONTROL.
LACK OF CONTROL in this mishap was the resuil of

(malbipie SeieChOnS POESING).

boo




Vst immeaiate ACton has siready been Laken 10 pravent 8 sumedar ocaumence.

Code(s) By whom Date

What action s recommended 10 be taken 10 prevent and/or CONtrol & sIMilar occumence.

Dalétobe — |




Injury code Class number Contact code ISu Age Hire dats WCB Claim #

Occapation (at sme of mishap) Reguiar [~ Relief [JTemporary

wlﬂmm: 0-6 mo D 7-12mo :’ 1-2yr D 35y D _F-‘“D)‘f D _:‘1-15,1’ D >15yr :]
Mmmmgmhmmwmmm (more than one may apply)
1. D Apprenticeship
3 [}  OtherLupn training program (specty)
4« [ WHMIS
L9 D Other {specily)
. E Not applicable
7. D No training
Shift time Shift type
Stan Ciam Seady [ | Oveimesnit [ | How many complete shifts have been worked
Cem Rotating [ | Overtmehours [ | since the tast 24 hour break from work.
' Not overtime ] 012345878910 111213 14 14+
Stop :’l.m.
Jpm
Number of persons requiring outside medical sttention as a result of this mishap
To your knowiedge, has the worker had a previous similar disabliity? Yo [] N []
Has modified work been assigned? Yes [ No [ Describe:
Investigation team members .Dmdlmnwpﬂon
“wrker:
Signature Date
L i v e B e - B 7 VAT b S o T T S e L S S m—— A S - B . A A e e, S
Other (Maint., Eng., ste.):
Signature Title Date
R e e e . TR e e — e e ———————————————
Other (OH&SC):
Signature Tite Date
e B e T T T e e e —————
2nd Line:
Signature Date i

(
l
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Mishap Investigation

IMMEDIATE/DIRECT CAUSES - STANDARD ACTIONS

General Examples (Keep in mind these causes deal with the actions of people)

30 Operating without authoriry

31 Failure to wam

- 32 Failure to secure/make sate

Operating at improper speed

()
L

34 Making safety devices inoperanie
35 Removing safety devices
36 Using defective equipment

37 Using equipment improperiy

38 Failure 1o use PPE properly

39 Improper loading
40 Improper placement

41 Improper lifting

42 Improper position for task

43 Servicing equipment in operation

"4 Horseplay

-45-Influence of alcohol/drugs -

Situations where special rules, special permits or skill training are
required.

People, including supervisors, are aware of a dangerous condition, but
fail to advise other peopie and/or management.

Not shutting down or preventing access to hazardous or improperly
operating equipment or area, not locking-out electrical or operating
equipment, not scaling rock (mining).

Driving vehicles or operating other equipment outside of design or
prescribed limits. Includes running and hurrying to compiete the job.

Causing guards, barriers, govemnors or warning devices in place not to
operate as designed (could be more dangerous than removing a device
since others may believe it would operate properly if there).

Removing guards, barriers, warning devices.

Continuing to use hazardous, poorly operating equipment known to be
defective.

Not using the equipment the way it was supposed to be used.

Self-explanatory.

Loading materials incorrectly either in number, sequence, distribution
or size in vehicles, equipment or storage areas.

Placing equipment and/or materials in a hazardous or disruptive
position.

Causing injury to the person doing the lifting, injury to other peopie,
damaging property or interrupting process through an improper lifting
People taking a position so as to cause injury, damage to property or
loss to process; loss could resuit from one particular event or over a
period of time.

~ Attempting to repair, service or adjust equipment while it is operating.

Any activity not part of the normal routing of work which creates a
disruptive or hazardous situation, usually done for "fun" or to ease
boredom.

--Includes over-the-counter and prescription drugs, controlled

substances and uncontrolled substances.



Mishap Investigation

IMMEDIATE/DIRECT CAUSES - SUBSTANDARD CONDITIONS

General Examples (Deals primarily with physical. mechanical or environmental conditions)

30 Inadequate Guards or Barriers

5] Inadequate ground support

32 Inadequate or Improper PPE

53 Defective tools. equipment or
material

54 Congestion or restricted action

55 Inadequate Warning system

56 Fire and Explosion Hazards

57 Substandard housekeeping

58 Hazardous environmental

conditions: dust, gases, smoke,

fumes, vapours

59 Noise exposure

60 Radiation exposure

61 Temperamre exwremes

62 Inadequate or excessive
illumination

' 63 Inadequate ventilation

64 Ground conditions

Includes guards or barriers which do not provide the needed protection
or are not in place.

Insufficient number to rock boits or other means of ground support.
Ground support should have been installed but wasn't.

Includes PPE not made available or which does not provide needed
protection.

Could be defective through normal wear and tear, misuse
and/or abuse or inadequate design or materials.

People, materials or equipment in a space or area inadequate for their
safe or efficient operation.

Includes communication of warnings and coverage of required areas
(eg: signs, labels, colour-coding, available warnings and lights).

Self-explanatory.

Includes presence of contaminants or other substances eg. slippery
substances on floor which should have been cleaned up; unnecessary
items, inefficiency in the availability of tools, materials and equipment.

Includes chemical. biological (insects, animals, plants,
bacteria, viruses, fungi, etc.)

Noise levels which can injure or cause stress to people, equipment or
materials, including exposure over an extended period: noise leveis
which interfere with communication or recognition of necessary
auditory signals.

Radiation levels (ionizing or non-ionizing, such as light or heat) which
can injure or cause stress to people, equipment or materials. including
exposure over an extended period.

Hot or cold, indoors or outdoors. sudden or over an extended period
(includes air, equipment and material temperature), could cause
damage or stress.

Deals with light adequate to function or perform an
task.

Includes natural or mechanical ventilation which supplies sufficient
oxygen and protects against airborne contaminants or gases (for
example, carbon monoxide).

In the mine environment. created by poor blasting practices, poor
engineering practices. geological fearures.

Tahla 17



Mishap Investigation

Table III ....
BASIC/UNDERLYING CAUSES OF MISHAPS

X PERSONAL FACTORS

70 IMADEQUATE PEYSICAL/MENTAL CAPABILITY 73 STRESS
MENTAL

PEYSICAL
* Physical apprepriste haight. weight. size, * gmoticnal overload
strasgth. ete. * routine, monotomy, unsventfol, mesaningless activitias
rescricted rangs of body movement ¢ fatigus dus to mencal task load or spesd
limited ability to sustain body positicas ¢ axtrame judgemsnt/decision deamands

substance sansitivities or allergies extrams conDssatration or perception dsmands
vision or hsaring deficiency confusing dirsctions. conflicting demands
othar seasory deficiemcy (touch,.ctaste) prececupation with problems, frustration
TeSpATALOrY incapacity .

*othar physical disabilitias

*® o 0o 8 0
L B ]

MENTAL PEYSICAL
®* fesars and phobias ¢ fatigus dus to task load, duratiom, lack of resst
* smocicnal disturbance * fatigus dua to semsory cverload
* ipability to compraband ¢ exposure to hsalth hasard or tasperaturs axtremeas
* poor judgement or coordination * gopatrained movement
* glow reacticn time * drugs
* low mechanical aptituds or lsarning aptituds * isjuxy or illnses

memory failure

I
71 LACK OF KNOWLEDGE 74 IMPROPER MOTIVATION
® isadsquate oriemtatiom, training & * isproper performance is rewarding
updats training * proper performance is punishing
* lack of axperiesnce * lack of or improper incentives
* misundarstood dirscticans * gxcessive frustratioca
* improper supervisory axample
72 LACK OF EETLL ® isappropriate agyression
¢ improper attampt to save tims or effort, aveid
* inadequate initial instruceion discomfort
® imadsquacte practice * improper attampt to gain attemntion
* infrequant performancas * imappropriate peer pressure

-



Mishap Investigation
Table III cont'd ....
BASIC/UNDERLYING CAUSES OF MISHAPS

JOB FACTORS

80 DNADEQUATE LEADERSEI? &/OR SUPERVISICN 84 DODEQUATE TOOLS/EUUIFMENT

instructions, orieatation &/or training * aesesamant of nseds & risks

idancification & evaluation of loss exposurss® human factors/ergcncmics considsrations

work plasning or programming * gtandards or specificatioms

matching of qualifications & job task ¢ gdjustmant, repair, removal, replacement &
requiremancs maintenance

perforsance msasursment & evaluation * availability

insadequate or incorrsct performance feedback
unclear/ conflicting reporting relaciomships 85 INADEQUATE WORE STANDARDS

unclsar or comflicting assigmmanc of i
responsibility * ptandards’ developmant, communication &
* improper or insufficieat delegaticn BRintensnce

give ipadaquats policy, procsdurs. practicas L
or guide linss °
¢ give cbjectives or standarxrds that conflict -
¢ lack of supervisery/mamagsmant job knowledge * guployee involvemant
L J
-
L ]

1 IMADEQUATE ENGINEERING

¢ comsnideration of human factors/ergomomics job aids
¢ ptandards, specifications &/or dessign ® tracking of work flow

eriteria * monitoring use of standards, procsdures’ &
® msmitoring of comstructiom, or initial rules

oparacion

® sssessmsat of operaticnsl readinsse
86 WEAR & TEAR

82 DMADEQUATE PURCHASING
* isproper axtamsion of service lifes

* isproper salvage &/or waste disposal * inadequats inspection &/or momitoring
* specificaction om requisitioms. or to vemders * insdaquats plamning of use
* research om matsrials/equipmeat * improper loading or rats of use
® mods or route of shipmemt, inspectica & * use by ungualified people or for wrong purpose
ssceptance
¢ tramsportatiom, haadling/storage of
macerials 87 ABUSE OR MISUSE
* comsmunicacion of safety & health data
¢ idastification of hasardous items * condonsd by supervisico
« intsntiomal
8] DIDEQUATE MAINTEMANCE - umintsacional -
* not condomed by supervisiom
¢ communication of nseds, seheduling of work = imtemtiomal
® examimacion of units, part substitution - unintenticnal
® prevencive assessment of nseds, lubrication
& sezvicing

¢ reparaciom. adjustmsmtc/assembly, clsaning or
e



EMERGENCY PROCEDURES - ULU

EMERGENCY INFORMATION SHEET:

DATE & TIME:

PATIENT NAME:

BIRTHDATE:

HEALTH CARE NUMBER:

SOCIAL INSURANCE NUMBER:

MEDICAL PROBLEM:

TREATMENT:

MEDICAL HISTORY:

REFERRAL:




"4ME: TYPE OF ACCIDENT:

.~TE OF ACCIDENT: DATE FIRST TREATED:

PAST HISTORY

Any significant previous disease or injury?

Worker presents with:

ASSESSMENT:

ARE DENTAL SERVICES REQUIRED? YES NO____
IS PERMANENT DISABILITY PROBABLE? YES NO____
IS HOSPITAL CARE REQUIRED? YES NO___
ESTIMATE PERIOD OF DISABILITY AS APPLICABLE:
OLAYOFF ____ LESSTHAN7DAYS ____ 7-14 DAYS _____ MORE THAN 14 DAYS ____

INTERVENTION AND TREATMENT:

" EVALUATION:

Do you think there is any misrepresentation or concealment in this case?

PLAN:

Where has the worker been referred? Hospital Name

Doctor's Name

ADDITIONAL COMMENTS:

DATE:

NURSE'S SIGNATURE:

Heaith Services. Echo Bay Mines Ltd.



Employer's Name & Address - Include Postal Code

Type of industry

(

Phone Number - Include Area Code

)

Worker's Name & Address - Include Postal Code

i

WCB Account Number

ne Number - Include Area Code

)

Name of city, town or place of accident

Province/Termtory

Occupation

Was the worker on the employer's
premises when the accident occurred?

Yes Mo State exactly where the accident occumred

Social insurance Numbper

Is the worker's employment secure Yo b Apecsman Date of Birth Y D
when fit o return to work? l !
0 Y M D Time
Acciden! Date , J | l
{mmm first reported Y M D Time

vewort | | |

Time worker commenced work on the day ~ 11Me
of accident

Yes No
Was First Aid rendered? D D

When?

Name of Attendant

2z [z
10208 =

1. Were the worker's actions at the time of

injury for the purpase of your business?

Were they part of the regular work?

Are you satisfied the injury occurred as
reporied?

O8O 0s

2. What happened to cause the imjury?

What was the worker daing?

What machine, tool, equipment or
matenal was ihe worker using?

State any involvement of gas,
chemical or extreme temperature

Was language a contributing factor?

3. What par! of the worker's body was injured?
{Hand, eye, back, etc Stale nght or left )

What type of inury did the worker sustain?
(Burn, fracture, bruise, etc.)

4. s the worker related 1o the employer and living
in the employer's house at the time of accident?

Is the worker a Partner, Director or other Officer
of the company? If yes, specify

Does the worker employ fus/her own workers?
If yes, explain

Was any person not in your employ to blame

for or involved in the accident? If yes, explain

——

Cs002 960618

5. Was the worker disabled longer than the date of
accident? 1f yes, complete the questions on reverse




Y M D Tme AN PM

6. Give the date and hour the worker was first disabled from work | I l | D l:l
Has the worker returned to Yes Mo If yes, give the date and time the worker Y M 0 Time AM - PM
el 0O 0O retumed towork | 1 | | 0O

Yes No From Y M D Time AM  PM
Did the worker work between first
nd t
disablement and final reium? I:l D Hyws;ghvedas end ines | | l | [] |:|
G N : To Y M D Time AW PM
Did you pay or allow worker anything ~ Yes ~_No  If yes. explan Total amount

for the penod of dnsab;l:ty‘?

s ; —— ...To T Specw .usual e Hours e ;

1. Usuaiworkmg
hours per day D D I:l I:l hours in work week
Specify amount of time off Is worker paid for this  Yes  No Circle usual days off
for lunch tme? |:| ] Mon Tue Wed Thu Fn  Sal Sun

Bi-Weekly Month  Other - Please explain

8. Raleofpay.atthetlmeolaccadeniwas $ I D D | D D l

Average monthly bonus $ Overlime rate §

Yes No Week Month Shift

Does worker receive overtime on a
Number of hours per | |

regular basis?

From Year Month Day Year Month Day
How long has the worker been employed by you? I To | |

Stale gross earnings of worker for the past 12 months  If less than 12 months, state gross earnings to-date

Does the worker normally receive any of the following benefits? :::':t;:;h::“:e:it:n:’::n:::;:""""e to pay
Shift Premium / Differential / e No Amount Yes No i
Bonus O | D D D
Yes No J Amount Yes | No I Amount
Room and Board or Rent Subsidy D | D | D | D |
Yes No Amount Yes No Amount
Fuel / Cash Equivalent D I D | D | D |
Yes No Amount Yes No Amount
Tips / Gratuities ] J 0 ] D | [:| |
Isolated Pay Allowance / No Amount Yes No Amount
Settlement Allowance D J O | O ‘ [ I
' Yes No Amount Yes No Amount
Holiday Pay O | O | ] I ] |
Other, Please Specify hisie No Amount Yes No Amount
3] El] ] O
= i | | Amount
AL o 1D

9, s the worker's job e 1o If it was not for the accident, what bay
S | layoffs Lack of
subject lo o I:I D SOk ol D D would be the worker's last day of work?| ‘

Type of employment D Permanent D Casual ;‘mm D&md D Apprentice D Other

What 1s the number of months a similarly employed worker would
be employed in a 12 month period?

10. Please supply one complete shift cycle
| [w|v]e|s]slullwlriels|s|u|r|wv|e]s|s|ulr]w|r]e|s|s|ulr|w]r|e]|s]s
Number of days on MNumber of days off Date shift cycle

commenced

IMPORTANT

Notification of accident MUST reach the Workers' Compensation Board office within three working days of occurrence or
report of occurrence. Report by fax or delivery of this document by hand is recommended.

Employer's Name Signed at city, town, village

Completed by Authorized signature Date

P.O. Box 8888 Yellowknlfe NT X1A 2R3 Phone: (403) 920-3888 Toll Free 1 800-661-0792 Fax (403) 873-4596




WORKERS’ COMPENSATION BOARD

" L 4
-~ WORKER’S REPORT OF

ACCIDENT

. Completaallquesﬁons,signandsendtome WCB - Please print clearly

Northwest Territories

For WCB Use Only

Errm'er s Name & Address - Include Postal Code

Workers' Name & Address - Include Postal Code

JPhone Number - Include Area Code Phone Number - Include Area Code
Name of city, town or place of accident Province Territory Social Insurance Number Occupation
Were you on the employer’s premises 65 No  State exactly where the accident occured | Date of Birth Y M D " M F | Marital Status | Dependents
Yes No i i ini i ive?
At the time of the accident, was the work you were Was it part of your 1. How did the accident happen and what injury did you receive”
doing fo the purpose of :W“?m,fs buciess? D D roqaar wore? | ][] Be specific (ie. lfting, or, if you fell, how far did you fall?
- state right or left, if applicable). State how long you have been
. D |Time AM PM doing this work. Attach extra sheet(s) if necessary.
Accident Date | J | [:I
Date first disaled Y M D |Time AM PM
from work l J D D

To whom did you report the accident?

MARK INJURED PART

Z5
7 : ,
RIGHT / LEFT LEFT / \ l RIGHT
VRN /o \
{ | A (
() ] | |
L/ \ | . f
| | / |
/1 A M \ |
( | £/ k
ety by ) (A
IMPORTANT - Please list any witnesses
Name & Address Name & Address
2. Name of attendant it First Aid Where? When? Y M D

was provided.

3. Name & address of attending physician/dentist

What hospital did you go to?

Yes No  YES-Explain
4. Have you had a similiar disability before? D n
Have you had previous claims with this ~ Yes Mo YES- Gwe dates and nature of inpry
Board? O O
mmmﬂpmmwmmmr Yes No YES - Give name of Board, dates and nature of inpury
Boards? D D
Yes  No . Yes  No
5. Are you related to your employer? D D Were you living in your employer’s house at the time of accident? D D
| Are you a partner, director or ofher Yes  No  YES-Specity
officer of the company? D D
Yes MNo  YES - Explain
Do you employ workers yourself? D D
Yes  No  YES - Expi
Are you an owner operator? I:] D

IF DISABLED LONGER THAN DATE OF ACCIDENT, PLEASE COMPLETE THE REVERSE SIDE OF THIS FORM

REPORT THIS ACCIDENT TO YOUR EMPLOYER IMMEDIATELY

Ce dépliant est disponible en francais.

CSD01 960618



]

Y M D Ti
6. Give the date and hour you were first disabled from work | ‘ | " 00
Yes  No . Y M D Time AM  PM

Have you returned to work? D D If yes, give the date and time you retumed to work | I ‘ | DD

Did you work from your first Ys Mo . , Fom  y M p  Time AM - PM

disablement until your final retum? D [:l I yes, grve dates and tmes J | ‘ | D D

=MMMMmmmmr Yes Mo Total amount

period of disability? i

Usual working ~ From AM PM To AM PM Speciy usual days and Hours Days
7+ hours per day HEN NN hours in work week |

Specify i Are you paid for this Yes  No Circle usual days off

mmmmmmﬂﬁ time? "] [] Mon Tue Wed Thu Fri Sat Sun

Hour  Week Iy explain
8. Rate of pay at the time of accident was § | 0O LDJ 0 | 0O I
Average monthly bonus  $ Overtime rate  §
No Week Month Shift
Do you work overtime on a regular basis? 5 D Number of hours per | l |
_— fFrom Year Month Day To Year Month Day
How long have you been employed with this employer? I l I 1 l
Gross Eamings
State your gross eamings with this employer for the past 12 months. If less than 12 months, state your gross eamings to-date. I
L3 Name of Company Gross Eamings in the last 12 months

Yes
Doyouhaveasecondiob?D D

Do you normally receive any of the following benefits? :‘::‘;::’p"e:z:‘lg:;d any of these benefits while

Shift Premium / Ditferential / Yes No Amount Yes No Amount
Bonus O] O | O | O |

Yes No Amount Yes No Amount
Room and Board or Rent Subsidy ] 1 ] I M | O] ]

Yes No Amount Yes No Amount
Fuel / Cash Equivaolent D | L—_| ‘ ] [ 0 |

Yes No Amount Yes No Amount

Isolated Pay Allowance / Yes No Amount Yes No Amount
Settiement Allowance O] 0O | O 0|

Yes No Amount Yes No Amount

Other, Please Specify E l ﬁ | Amount E ] &l | Amount

. ) Yes  No Yes  No it was not for the accident, what
9. s your job subject to: Seasonal layoffs O] DI Lack of work layoffs ] D. Wl i o et o e

Type of employment | Permanent

In the past twelve months, what other employmanlyeornings or income did you receive?

Name of Company From  Year Month Day 5 Year Month Day Total Earnings
[¢]
Name of Company Froml Year [ Month J Day ‘ ¥ | Year ‘ Month [ Day J Total Earnings
o
S N (N i N N B
Name of Company From  Year Month Day - Year Month Day Total Earnings
NS ISR I i AN N B
Total Earnings
TOTAL:

10. Please supply one complete shift cycle.

m{v|wlr|e[s|s|m|v|w]r|e]s|su|v|w|v|r]s|s|u|r|w|r]r|s]s|u]r|w]r]|r]s|s

Number of days on Number of days off Date shift cycle
commenced

| declare, all the information | have given on this form is true and comrect and | elect fo claim compensation for the above mentioned
injuries or disease. This will authorize the Board and boards of review to obtain or view, from any source whatsoever, including
records of physicians, qualified practitioners or hospitals, a copy of records pertaining to examination, treatment, history and
employment of the undersigned. | understand it is a serious offence to knowingly make a false claim or to work and eam income
while receiving workers’ compensation without advising the Board. Failure to complete all sections, may result in a
delay of the administration of my claim.

Signed at Date Signature
P.0.Box 8888, Yellowknife, NT X1A 2R3, Phone: (403) 920-3888, Toll Free: 1-800-661-0792, Fax: (403)873-4596




EMERGENCY PROCEDURES - ULU

SURFACE/UNDERGROUND EMERGENCY CHECKLIST:

8.

9.

. Record caller's name:

Caller's location

Nature of emergency

Location of emergency

Name of Injured/ill

Number of injured/ill

Types of injuries/iliness

Time 1% call came in

Notify Nurse and Site Supervisor immediately

10. If mobilization or evacuation is required, notify the Surface Supervisor

to have equipment and vehicles readied

INSTRUCT THE CALLER TO STAY WITH THE INJURED/ILL UNTIL HELP

ARRIVES



EMERGENCY PROCEDURES - ULU

EMERGENCY INFORMATION SHEET:

DATE & TIME:

PATIENT NAME:

ADDRESS & PHONE #:

EMERGENCY NOTIFICATION:

BIRTHDATE:

HEALTH CARE NUMBER:

SOCIAL INSURANCE NUMBER:

ILLNESS / INJURY:

TREATMENT:

MEDICAL HISTORY:

REFERRAL:




EMERGENCY PROCEDURES - ULU

HEALTH SERVICES CHECKLIST:

8.

Report to Health Services Office

Inform Yellowknife Stanton Hospital @ 403-8920-4111
of the situation (if required)

Prepare to go to site if required

If the number of casualties is greater than can be
accommodated in the infirmary, have Camp Manager
prepare beds or move mattresses to control area

Have necessary medical supplies moved to treatment
location

Request help from other departments as required

As patient arrive, designate ‘first aiders’ and helpers to

patient. If there are too many patients, key individuals
should be given responsibility for a wing of ‘first aiders’
and patients

Assign responsible person to monitor the nursing station
phone. Instruct that person not to make outside calls
unless authorized by Nurse

Arrange medivac if required
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AVIATION EMERGENCY
HEALTH SERVICES CHECKLIST:

10.

Report to Heatth Services Office

Radio operator will inform the number of passengers
on downed aircraft

Inform Yellowknife Stanton Hospital @ 403-920-4111
of the situation (if required)

Inform MacKenzie Regional Health Services, patient referral,
and advise of situation

Prepare to go to site if required

If the number of casualties is greater than can be
accommodated in the infirmary, have Camp Manager
prepare beds or move mattresses to control area

Have necessary medical supplies moved to treatment
location

Request help from other departments as required

As patient arrive, designate ‘first aiders’ and helpers to
patient. If there are too many patients, key individuals
should be given responsibility for a wing of first aiders’
and patients

Assign responsible person to monitor the nursing station
phone. Instruct that person not to make outside calls
unless authorized by Nurse

11.Arrange medivac if required
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SURFACE CREW CHECKLIST

Upon being notified by the Site Supervisor of an emergency situation, the
following procedures will be followed:

1. The Surface Supervisor will designate a person to have the bus fueled and
readied to transport persons as required

2. All pickups and necessary equipment will be fueled and will standby for
further instructions

3. The surface crew will standby to deliver other supplies as required and to
assist if needed

4. If requested, prepare emergency genset to be taken to the airstrip for lights
etc.
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SWITCHBOARD OPERATOR CHECKLIST:

1. Check with Elect./Systems to verify the telephones have been put on
Emergency mode

2. Monitor incoming telephone calls

B direct calls for the Nursing Station only if related the emergency

B direct all other calls to the Site Supervisor if related to the emergency
3. Do NOT release any information to outside parties regarding the emergency

4. Record names, phone numbers and times of all incoming calls related to the
emergency

5. Record the time the emergency switchboard procedures were canceled (by
the Site Supervisor only)

CALL RECORD SHEET: (Use back of sheet if more space is required)

Time: Caller: Phone #: Message:
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REFUGE STATION CHECKLIST:

In the event of evacuation to a refuge station, the following procedures should
be followed:

1. The first person to arrive at refuge station or person elected thereafter
shall record the following information:

a) each person’s name
b) time each person arrived in the refuge station
c) each person’s supervisor

2. Contact should be made with the control center as soon as possible

Name Time Supervisor
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CAMP MANAGER CHECKLIST

1. Contact control center to find out the number of persons injured/ill. In
consultation with the Nurse - prepare to move mattresses and bedding
as directed.

2. Prepare to have coffee, tea, juice and snacks to the control area

3. Post guard to prevent unnecessary people from entering the treatment
area

4. Prepare meals as required

5. Assist as required



