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Appendix C: CoR Fatigue Risk Assessment Form

Location: No. of workers at the workplace:
Address:
Position: Phone No.: Email:
[] Overnight Specify: [] Remote Work Yes No Specify:
(] shiftwork  Specify: [ IsolateddWork Yes No Specify:
STEP 1: DETERMINE LIKELIHOOD: What is the possibility that the effect will occur? STEP 2: DETERMINE CONSEQUENCE: What will be the expected effect?
CRITERIA DESCRIPTION EXAMPLE OF EACH LEVEL:
ALmosST . .
No effect — or so minor that effect is acceptable.
CERTAIN
LIKELY — - First Aid treatment only.
P Serious injuries, medium business interruption,
OSSIBLE ; h h
medium environmental impact.
UNLIKELY  Could occur at some time. L2 eﬁe(?t i (It I|I§ely 1D EEEY MAJOR -
heard of it happening before.
RARE May occur only in The effect is practically i CATASTROPHIC

exceptional circumstances.

STEP 3: DETERMINE THE RISK SCORE:

LIKELIHOOD INSIGNIFICANT MINOR MODERATE ATASTROPHIC
. -
SCORE
- -
e
. —
RARE 1Low 1Low 2 Mop. -
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STEP 4: RECORD RISK SCORE ON THE WORKSHEET: (Note — Risk scores have
no absolute value and should only be used for comparison and to
engender discussion.)

Revision Date:

AcCTION

DO NOT PROCEED. Requires immediate attention.

4A: AcUTE Introduce further high-level controls to lower the risk
level. Re-assess before proceeding.
Review before commencing work. Introduce new controls
and/or maintain high-level controls to lower the risk level.
Monitor frequently to ensure control measures are
working.
-_— - — -

4 AcuTE 2M: Mob. = e

Record and monitor. Proceed with work. Review
1L: Low regularly, and if any equipment/people/materials/work
processes or procedures change.
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Appendix N: Vehicle Accident Report Form
This form is to be completed where an accident involving company vehicles has occurred.

To be completed by the person or persons directly involved.

Complete this report and provide it to the workplace manager within 24 hrs.

- -— - — - - e
. oo - - -—
- e—— - - C— -
- — - -

- - - - V
How did the accident happen?

Signed: Dat

Name of Witness 1: Phon Witness 4: Phone:

Name of Witness 2: Name of Witness 5: Phone:

Name of Witness 3: ame of Witness 6: Phone:

- - - - e - - -

Section C: INJURY DETAILS (If applicable)

Was the driver injured? [] Yes [ ] No Were other people injured (besides the occupants of the company vehicle? [ ] Yes [ ] No
Describe driver injuries (Brief description):
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