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Injury On Duty- Leave Form

Owner/ Department: ZAF – Human Resources                                     

	
	
	
	
	
	
	
	
	
	

	
	EMPLOYEE NAME 
	 
	
	 
	 
	 
	
	

	
	EMPLOYEE ID NO
	 
	
	 
	 
	 
	
	

	
	EMPLOYEE NO
	
	
	
	
	
	
	

	
	DEPARTMENT
	 
	
	 
	 
	 

	
	

	
	DATE OF INJURY
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	DATE FROM

(First day on Leave)
	
	DATE TO

(Last day on Leave)
	
	(Days Taken)
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	 
	INJURY ON DUTY 
	
	               /             /  
	
	               /             /  
	
	 
	

	
	
	
	
	
	
	
	
	
	

	
	(FIRST, PROGRESS AND FINAL REPORT TO BE PROVIDED)
	
	YES
	
	NO
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	MY FIRST DAY BACK AT WORK
	
	               /             /  
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	EMPLOYEE SIGNATURE
	 
	 
	
	 
	 
	
	

	DATE
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	NO OF DAYS ABSENT
	
	
	
	
	
	
	
	

	MANAGER NAME
	
	 
	 
	
	

	MANAGER SIGNATURE
	
	
	
	
	

	DATE
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