	
INSTRUCTIONS FOR COMPLETION

	PRECISIONS

	
PLEASE READ CAREFULLY
	
A LIRE ATTENTIVEMENT

	
FORM WHO 417 


REPORT OF ACCIDENT, ILLNESS or CONDITION
	
FORMULE WHO 417

DECLARATION D'ACCIDENT, MALADIE OU CONDITION

	If an accident, illness or condition occurs during office hours, the staff member must forward the form WHO 417 to his or her supervisor in order that the latter may report on the circumstances leading up to the claim
	En cas d’accident, maladie ou condition pendant les heures de bureau, le membre du personnel remettra la formule WHO 417 à son supérieur hiérarchique qui y précisera les circonstances motivant la présentation de la demande d’indemnité. 

	The supervisor must, in particular, specify:

a) the time, place and cause of accident, illness or condition (to the best of his/her knowledge);

b) that the staff member was on duty at the time of the event;

c) the relationship between the staff member’s presence at the place where the event occurred and his/her official duties
	Le supérieur hiérarchique indiquera, en particulier : 

a) la cause, l’heure et le lieu de l’accident, de la maladie ou la condition (à sa connaissance);

b) si le membre du personnel était effectivement en service au moment de l’événement;

c) le lien entre la présence du membre du personnel sur le lieu de l’événement et les tâches auxquelles il était affecté.

	If necessary the report can be continued on a separate sheet of paper which should be attached to form WHO 417
	En cas de besoin, le supérieur hiérarchique peut continuer son rapport sur une feuille séparée qui sera jointe à la formule WHO 417.

	The supervisor or the staff member must then forward this form to Staff Financial Services (SFS), HQ (in the regional offices: through Personnel Officer), as soon as possible, but not later than 3 months from the date of the accident.
	Le supérieur hiérarchique ou le membre du personnel transmettront ensuite cette formule aux Services financiers du Personnel (SFS), au Siège de l’OMS (dans les bureaux régionaux : par l’intermédiaire de l’administrateur du personnel) dans les plus brefs délais, et au plus tard dans les trois mois.

	ACCIDENTS OCCURRING OUTSIDE OFFICE HOURS 

(i.e. non-service related)
	ACCIDENTS EN DEHORS DES HEURES DE BUREAU
(c’est-à-dire: non imputable au service) 

	If an accident occurs outside office hours and the accident results in an incapacity for work and/or possible sequelae, form WHO 417 should be completed by the staff member .   (The supervisor’s comments are not necessary).
	En cas d’accident se produisant en dehors des heures de bureau et entraînant une incapacité de travail et/ou un risque de séquelles, le membre du personnel doit remplir la formule WHO 417. (Les observations du supérieur hiérarchique ne sont pas nécessaires.)

	The staff member must then forward this form to Staff Financial Services (SFS), HQ (in the regional offices: through Personnel Officer), as soon as possible, but not later than 3 months from the date of the accident. 
	Le membre du personnel transmettra ensuite cette formule aux Services financiers du Personnel (SFS) au Siège de l’OMS (dans les bureaux régionaux : par l’intermédiaire de l’administrateur du personnel) dans les plus brefs délais et au plus tard dans les trois mois.

	
FORM WHO 418
	
FORMULE WHO 418

	If form WHO 417 is submitted (as outlined above), it is essential that form WHO 418 be completed by the staff member’s treating physician.
	Il est indispensable, dans le cas d’accidents survenus aussi bien pendant qu’en dehors des heures de bureau, que le médecin traitant du membre du personnel remplisse la formule WHO 418.

	Once completed, form WHO 418 should be sent to the Director, Joint Medical Services, Headquarters
	La formule WHO 418 dûment remplie sera envoyée au Directeur du Service médical commun, au Siège.

	
FORM WHO 800
	
FORMULE WHO 800

	If an accident involves third party liability, form WHO 800 should be completed.
	Dans le cas où la responsabilité d’un tiers est engagée, la formule WHO 800 devra être remplie.

	The staff member should send form WHO 800 to Staff Financial Services (SFS), Headquarters (in the regional offices: through Personnel Officer) at the same time as form WHO 417.
	Le membre du personnel adressera la formule WHO 800 aux Services financiers du Personnel (SFS) au Siège de l’OMS (dans les bureaux régionaux : par lintermédiaire de ladministrateur du personnel) en même temps que la formule WHO 417.

	Manual Reference: II.6, paras 360, & 370 and II.7, para. 270 and Annex E
	Voir manuel II.6, par. 360 et 370, et II.7, par. 270 et annexe E

	PLEASE NOTE: A staff member or a person on his/her behalf, who wishes to make a claim for compensation under Staff rule 730 for a service-incurred accident or illness should refer to Manual II.7, para. 300.
	PRIERE DE NOTER : Tout membre du personnel ou toute personne agissant en son nom doit, pour présenter une demande d’indemnités en vertu de l’article 730 du Règlement du Personnel pour un accident ou une maladie imputables au service, se reporter au manuel II.7, par. 300.


	WORLD HEALTH

ORGANIZATION

	REPORT OF ACCIDENT,
 ILLNESS or CONDITION

	Surname and first name of staff member: 

	     

	Present address: 

	     


	Name of treating physician: 
Address: 


	     
     


	Name and address of any  other doctor consulted: 

	     

	Declaration of incapacity for work:

	100%   FORMCHECKBOX 
               

50%    FORMCHECKBOX 
                                      
	From:        
From:         
	To:      
To:      

	Date of accident or date of onset of illness/condition:
	Hour:      

	Place of accident (if applicable): 

	     

	Give details of the accident/illness/condition   [continue on separate sheet if necessary]:
     


	Indicate any injuries sustained following an accident, or symptoms in case of illness/condition:

     


	Names and addresses of any known witnesses to accident (if applicable):

     
 

	Report by the Supervisor - see Manual II.6, para. 360 [in case of an accident occurring during office hours]:

     


	Signature:                                                                                                       Date:                                                                                     

	Do you consider this accident/illness/condition/death to be attributable to the performance of official duties on behalf of the Organization ("service-incurred"), according to Staff Rule 730*?:

                                 YES    FORMCHECKBOX 
                                                                  NO    FORMCHECKBOX 
                                   
 

	SIGNATURE OF STAFF MEMBER,

 or person on his/her behalf, if necessary:

                                                                                                                                            Date:      

	*  Staff Rule 730:       Compensation for illness, injury or death attributable to service: 
A staff member, or his surviving spouse or dependants, shall be entitled to compensation in the event of illness, injury or death attributable to the performance of official duties on behalf of the Organization, in accordance with rules established by the Director-General.




WHO 417 SFS (02/2003) 
	WORLD HEALTH ORGANIZATION

	REPORT OF AN ACCIDENT WHICH INVOLVED THIRD PARTY LIABILITY

	This form should be completed for all declared traffic accidents whether the accident occurred during or outside office hours

	1.
	Description, in your opinion, of the circumstances of the accident (please continue on separate sheet if necessary)
	     

	2.
	Identification of any other person(s) involved in the accident
	Name:      


	
	
	Address:      


	3.
	Was (were) the other person(s) insured for civil responsibility?
	                   YES                       NO

          FORMCHECKBOX 
            FORMCHECKBOX 
        

	4.
	If the answer to question 3 is yes, please indicate the name and address of the insurance company of the other person(s) involved in the accident


	Name :      

	
	
	Address:      


	5.
	Who, in your opinion, was at fault?
	     

	6.
	Was a crash helmet ( in case of a motor cycle accident) available for your use at the time of the accident?
	                   YES                       NO

   FORMCHECKBOX 
            FORMCHECKBOX 
        

	7.
	Was a seat belt available for your use in the vehicle in which you were travelling?
	                   YES                       NO

   FORMCHECKBOX 
            FORMCHECKBOX 
        

	8.
	Were you wearing a crash helmet or seat belt at the time of the accident?
	  Crash helmet         

   YES        NO

     FORMCHECKBOX 
     FORMCHECKBOX 
        
	   Seat belt         

        YES        NO

     FORMCHECKBOX 
     FORMCHECKBOX 
        

	9.
	Was a report made by the police?  If yes, please attach a copy if available
	                   YES                       NO

   FORMCHECKBOX 
            FORMCHECKBOX 
        

	10
	Any written statements obtained from witnesses of the accident should be attached to this form.



	N.B. THE UNDERSIGNED DECLARES HE/SHE WILL NOT SIGN ANY AGREEMENT (SETTLEMENT) RELATED TO THE ACCIDENT, WITH ANY PERSON(S) INVOLVED IN THE ACCIDENT, NOR WITH A THIRD PARTY INSURANCE COMPANY, WITHOUT WRITTEN CLEARANCE FROM THE ORGANIZATION

	Name in block letters:                                                                                                   



	Signature:



	Place:      

	Date:      


    WHO 800 SFS (02/2003)
	
♦ CONFIDENTIAL ♦
	
♦ CONFIDENTIEL ♦


	WORLD HEALTH  ORGANIZATION  

MEDICAL REPORT OF AN ACCIDENT OR ILLNESS 
	ORGANISATION MONDIALE DE LA SANTE

RAPPORT MEDICAL D’ACCIDENT OU MALADIE

	  PLEASE RETURN TO:
  A RETOURNER A :

	Directeur du Service médical

Organisation mondiale de la Santé, 1211 GENEVE 27, SWITZERLAND/SUISSE


	Surname and first name of staff member:        
Nom et prénom du fonctionnaire:

	Date of first consultation:      
Date de la première consultation :



	Name and address of physician: (please print)

Nom et adresse du médecin : (en caractères d’imprimerie)

	     


	Diagnosis or description of injuries or illness:            (if necessary give details on a separate sheet)

Diagnostic ou description des blessures ou maladie : (utiliser une feuille séparée si nécessaire)

     


	Remarks   (If any): 
Remarques (s’il y a lieu) :


	     


	Cause of the injuries or illness to the best of your knowledge:

Cause des blessures ou maladie pour autant qu’elle vous soit connue :

     


	Is the patient now, or was he at the time of the accident/illness, subject to or suffering from an illness unrelated to the declared accident/illness? 

Le patient, est-il, ou était-il au moment de l’accident/maladie, sujet à une maladie qui ne soit pas en rapport avec le(la) 

 dit(e) accident/maladie?
                                             Yes/Oui      FORMCHECKBOX 
                            No/Non      FORMCHECKBOX 
         


	If so, state the nature of same, and to what extent the recovery may thereby be affected:
Le cas échéant, indiquer la nature de cette maladie et à quel point elle peut affecter la guérison :

           

                            

	Should sequelae be foreseen?           Yes/Oui      FORMCHECKBOX 
                            No/Non      FORMCHECKBOX 
                                                   
Des séquelles sont-elles à prévoir?

	If so, please specify the nature and when these could be evaluated
Si oui, indiquer leur nature et quand elles pourront être évaluées
     

	Are you aware of anything in the patient’s previous medical history which might have contributed, directly or indirectly, to the occurrence of the accident/illness or which may be likely in any way to delay recovery?

Avez-vous connaissance d’un quelconque antécédent médical du patient susceptible d’avoir contribué de facon directe ou indirecte à l’accident/maladie ou qui pourrait retarder la guérison?

     


	INCAPACITY OF WORK   -   INCAPACITE DE TRAVAIL
 FORMCHECKBOX 
 TOTAL [100%]:     From        to  
     TOTALE [100%]    Du                 au
 FORMCHECKBOX 
 No incapacity


	 FORMCHECKBOX 
   PARTIAL [50%]:         From          to          

PARTIELLE [50%]:     Du                   au

 FORMCHECKBOX 
  Pas d’incapacité



	Remarks (if any): 

Remarques (s’il y a lieu):

	     


	Signature of physician:                                                                                    Date:       
Signature du médecin :                                                                                    Date :


    WHO 418 SFS  (02/2003)
