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Instruction for Completion
Block Number and Name
Translation
Instructions
Instruction for Completion—Continued
Block Number and Name
Translation
Instructions
1. Name und Anschrift des Unternehmens/der Dienststelle
Name and address of the reporting enterprise/agency
Enter the German civilian mailing address of the employee’s reporting unit in this block.
2. Unternehmensnummer des Unfallversicherungsträgers
Identification code of the accident-insurance carrier
Enter the 11-digit identification code of the accident-insurance carrier.
Beschäftigungskategorie
Beschäftigt bei
Employment Category
Employed by
Mark the appropriate employment category (NAF or APF) and the appropriate agency (U.S. Army,
U.S. Air Force, AAFES, or Sonstige (genaue Bezeichnung) (other (explain)). If “Sonstige” is selected, specify the agency.
3. Empfänger
Recipient
As stated.
4. Name, Vorname des Versicherten
Last and first names of the insured person
Enter the name of the injured employee.
5. Geburtsdatum
Date of birth
Select the employee’s date of birth from the calendar.
6. Straße, Hausnummer
Postleitzahl
Ort
Street name and number
Postal code
City
Enter the street name and number, postal code, and city of the insured employee.
7. Geschlecht
Sex
Mark the appropriate block to indicate the employee’s sex (männlich (male) or weiblich (female)).
8. Staatsangehörigkeit
Nationality
Enter the employee’s nationality.
9. Leiharbeiternehmer
Temporary agency worker
Check Nein (no) or Ja (yes).
Default is Nein (no).
10. Als was ist der Versicherte regelmäßig eingesetzt?
In what position is the insured person regularly employed?
Enter the position in which the insured person is regularly employed.
11. Seit wann bei dieser Tätigkeit?
Since when performing this function?
Select the date of assignment to the position shown in block 10 from the calendar. If unknown, contact the servicing civilian personnel advisory center.
12. In welchem Teil des Unternehmens ist der Versicherte ständig tätig?
In what branch of the organization is the insured person permanently employed?
Enter the branch name (for example, motor pool, reproduction room, supply room). Specify its location (for example, locksmith’s shop, Directorate of Public Works, Rhine Ordnance Barracks, Kaiserslautern).
13. Ist der Versicherte der Unternehmer, Ehegatte des Unternehmers oder mit diesem verwandt?
Is the insured person the entrepreneur or the spouse or a relative of the entrepreneur?
Not applicable. Leave blank.
14. Krankenkasse des Versicherten (Name, PLZ, Ort)
Health-insurance carrier of the insured person (name, postal code, and city)
If the employee is insured by a statutory health insurance and entitled to monetary benefits, enter the name and location of the health-insurance carrier. In other cases, enter the type of insurance providing benefits to the employee (for example, private insurance, insurance of persons receiving retirement or disability pensions, family aid, voluntary insurance with statutory health insurance).
15. Hat der Versicherte die Arbeit eingestellt?
Did the insured person discontinue work?
Check Nein (no) or Ja, am (yes, on). If Ja, am (yes, on), enter the Tag (day (DD)) and Monat (month (MM)) the insured person stopped working.
16. Hat der Versicherte die Arbeit wieder aufgenommen?
Did the insured person resume work?
Check Nein (no) or Ja, am (yes, on). If Ja, am (yes, on), enter the Tag (day (DD)) and Monat (month (MM)) the insured person resumed working.
17. Anspruch auf Arbeitsentgelt besteht bis
Entitlement to continued payment of wages or salary until
Enter the Tag (day (DD)) and Monat (month (MM)) until which the insured person is entitled to continued payment of wages or salary.
18. Welche Krankheitserscheinungen liegen vor, die Anhaltspunkte für die Anzeige bilden?
Welche Beschwerden äußert der Versicherte?
Auf welche gefährdenden Einwirkungen und Stoffe führt er die Beschwerden zurück?
Wann traten die Beschwerden erstmals auf?
What symptoms of illness are present that form the basis of this report?
Which problems does the insured person report?
To which hazardous conditions and substances does he or she attribute the problems?
When did those problems show for the first time?
List symptoms of illness and problems, the conditions and substances to which the insured person attributes those symptoms and problems, and the date when they showed for the first time.
19. Welcher Arzt (Anschrift) hat den Versicherten wegen seiner Beschwerden zuerst behandelt? Wann?
Who was the first physician (address) who treated the insured person for his or her problems? When?
Enter the name and address of the physician and the date of the first treatment (for example, 16 September 2014).
20. Welcher Arzt (Anschrift) behandelt den Versicherten zurzeit?
Which physician (address) is currently treating the insured person?
Enter the name and address of the physician.
21. Welche gefährdenden Tätigkeiten hat der Versicherte ausgeübt?
Welchen gefährdenden Einwirkungen und Stoffen war er bei der Arbeit ausgesetzt?
Which hazardous activities has the insured person performed?
To which hazardous conditions and substances was he or she exposed during work?
List any activities, conditions, and substances that may be the cause of the insured person’s current health condition.
22. Wurden arbeitsmedizinische Vorsorgeuntersuchungen durchgeführt?
Wenn ja, wann, durch wen und mit welchem Ergebnis?
Have preventive occupational-medicine examinations been performed?
If so, when and by whom, and what was the result?
Enter “No” if no examinations were performed.
If examinations were performed, list the date, the person performing them, and the result of each examination.
23. Wurden die unter Nummer 21 genannten Gefährdungsfaktoren am Arbeitsplatz des Versicherten überprüft (z. B. Gefährdungsbeurteilung, Messungen)?
Wenn ja, mit welchem Ergebnis?
Were the risk factors in block 21 reviewed at the workplace of the insured person (for example, risk assessment, measurements)?
If so, what was the result?
Enter “No” if a review was not performed.
If a review was performed, list the actions taken and the results of those actions.
Signature Section
Ort
den
City
The
Enter the name of the city where this report is signed (for example, Kaiserslautern).
Select the date from the calendar.
Kenntnis genommen:
Der Sicherheitsbeauftragte
Noted:
Safety Representative
Printed name and handwritten signature of the safety representative.
NOTE: A handwritten signature is required; an electronic signature using a common access card is not authorized.
Telefonnummer(n) für Rückfragen
Telephone numbers for inquiries
The processing safety office must enter the commercial telephone number of the responsible safety representative.
Name des Anzeige erstattenden Unternehmers oder seines Vertreters
Unterschrift
Name of the entrepreneur submitting this report, or his or her representative.
Signature
Print the name of the person submitting the report (commander, agency head, or other designated person (usually the supervisor of the insured person in block 4)).
Signature of the person submitting the report.
NOTE: A handwritten signature is required; an electronic signature using a common access card is not authorized.
Der Betriebsrat (Personalrat)
(Falls ein Betriebsrat (Personalrat) nicht besteht, ist dieses zu vermerken.)
Unterschrift
Works council
(If a works council has not been established, this must be indicated.)
Signature
Print the name of the servicing works council chair or representative. Enter “None” if the employee does not have a servicing works council.
The servicing works council chair or representative must sign in this field.
NOTE: A handwritten signature is required; an electronic signature using a common access card is not authorized.
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