THE UNIVERSITY OF NEWCASTLE

WORKPLACE INJURY/ILLNESS LEAVE APPLICATION

This form is to be used for the purpose of reporting any absence relating to a workplace injury or illness where a notification of injury/illness has been lodged via the Health & Safety Unit to the University’s Workers Compensation Insurer. Please PRINT CLEARLY IN BLOCK LETTERS. On completion, please forward to the WORKERS COMPENSATION CLAIMS OFFICER – HEALTH & SAFETY for processing.

1. STAFF MEMBER TO COMPLETE

	SURNAME:
	
	FIRST NAME/S:
	


	STAFF No.:
	
	WORK PHONE:
	


	ORGANISATIONAL UNIT:
	


	LEAVE TYPE:
	
Workers Compensation - Claim No.:


Annual Leave
	
Sick Leave


Sick Leave Without Pay

	

	If your claim has been accepted by our Workers Compensation Insurer & your absence is supported by a valid WorkCover Medical Certificate the Leave Type covering this absence is Workers Compensation.

However, if your claim is still awaiting a decision on the acceptance of liability by our Workers Compensation Insurer or it has been denied, then any absence in relation to your injury/illness will be recorded against Sick Leave/Annual Leave and, if those leave entitlements are exhausted, you will be considered to be on Sick Leave Without Pay.  

If our Workers Compensation Insurer advises that liability has been accepted for your claim, any absences processed against your Sick/Annual Leave entitlements or Sick Leave Without Pay will be re-credited and re-processed as Workers Compensation.


	REASON FOR LEAVE:
	
Unfit to Work (must be supported by valid WorkCover Medical Certificate)


To attend doctor’s appointment


To attend treatment
Treatment type: ……………………………………


Return to work plan
Please complete the RTW table below

	TIME LOST:
	Number of working Days
	
	Hours
	
	Minutes
	



First Date
Last Date

	
	
	
	
	
	
	
	
	
	
	



(day)
(month)
(year)
(day)
(month)
(year)

Complete this table to advise of the amount of time lost on each date during the total period of time lost if on a graduated return to work or attending treatment or other medical appointments where the period of time between the first and last date of the absence is greater than 1 day. Please submit forms in 2 week blocks.

RETURN TO WORK PLAN/TREATMENT SCHEDULE

	Day
	Date
	Hours Lost
	
	Day
	Date
	Hours Lost

	Monday
	
	
	
	Monday
	
	

	Tuesday
	
	
	
	Tuesday
	
	

	Wednesday
	
	
	
	Wednesday
	
	

	Thursday
	
	
	
	Thursday
	
	

	Friday
	
	
	
	Friday
	
	


	SIGNATURE:
	
	DATE:
	


2. HEAD OF ORGANISATIONAL UNIT CONFIRMATION OF ABSENCE

	NAME & POSITION:
	
	PHONE:
	


	SIGNATURE:
	
	DATE:
	


3. HUMAN RESOURCE SERVICES – HEALTH & SAFETY


Leave entry processed on Leave  System on ……../……../……..


Wages Reimbursement Schedule Completed and forwarded to insurer ……../……../……..

	SIGNATURE:
	
	CLAIM No.:
	


