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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
Telefonnummer des Versicherten
Street name and number
Postal code
City
Telephone number of insured employee
Enter the street name and number, postal code, and city of the insured employee.
Enter the telephone number at which the insured employee can be reached.
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 Ja (yes) or Nein (no).
Default is Nein (no).
10. Auszubildender
Trainee, apprentice
Check Ja (yes) or Nein (no).
11. Familienstand
- ledig
- verheiratet
- geschieden
- verwitwet
Martial status
- single.- married
- divorced
- widowed
Mark the appropriate block.
12. Anspruch auf Entgeldfortzahlung besteht für XXX Wochen
Entitlement to continued payment of wages or salary for XX weeks
Enter the number of weeks for which the employee is entitled to continued payment of wages or salary. Default is 12.
13. 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).
14. Tödlicher Unfall
Fatal accident
Check Ja (yes) or Nein (no).
Default is Nein (no).
15. Unfallzeitpunkt
Date and time of the accident
Select the date from the calendar and enter the time of the accident (for example, if the accident occurred at 7:45 p.m., enter 1945).
16. Unfallort (genaue Orts- und Straßenangabe mit PLZ)
Accident site (exact location: street address, postal code, city)
Enter the exact location where the accident occurred (for example, entrance of the Arts & Crafts Center, building 3109, Daenner Kaserne, Kaiserslautern). For accidents on the way to or from work, enter the exact street location (for example, intersection Dorfstraße and B51, 55213 Rittersdorf).
17. Ausführliche Schilderung des Unfallhergangs (Verlauf, Bezeichnung des Betriebsteils, ggf. Beteiligung von Maschinen, Anlagen, Gefahrstoffen)
Die Angaben beruhen auf Schilderung
- des Versicherten
- anderer Personen
Detailed description of the accident (sequence of events; name of section; if applicable, involvement of equipment, installations, hazardous material)
Details are based on the information provided by—
- The insured person
- Other persons
Describe the work performed by the injured employee at the time of the accident. Include details such as light and weather conditions. For accidents that occur while enroute to or from work and involve a third party who may be liable, provide the name and address of that party and the name of that person’s insurance company.
Mark the appropriate block to show who provided the information: the injured person or others.
18. Verletzte(s) Körperteil(e)
Injured body part(s)
List the injured body parts (for example, lower left arm, right foot, left side of head).
19. Art der Verletzung
Nature of injury
Enter the nature of the injury (for example, sprain, fracture, burn).
20. Wer hat von dem Unfall zuerst Kenntnis genommen? (Name, Anschrift des Zeugen)
War diese Person Augenzeuge?
Who was the first person to find out about the accident? (name and address of witness.)
Was the person an eyewitness?
Enter the name and address of the person who witnessed the accident or the name of the first person notified of the accident.
Check Ja (yes) or Nein (no).
21. Name und Anschrift des erstbehandelnden Arztes/Krankenhauses
Name and address of the doctor or hospital providing initial treatment
Enter the name and address of the doctor or hospital who first treated the injured employee.
22. Beginn und Ende der Arbeitszeit des Versicherten
Beginning and end of the insured person’s workhours
Enter the time the employee’s regular workday—
- Begins (Stunde (hour), Minute (minute)). Complete this block even if work could not be started. (For example, enter 8:30 a.m. as 0830.)
- Ends (Stunde (hour), Minute (minute)). Enter the time the employee’s regular workday ends, not the time the injured person stopped working because of the accident.
23. Zum Unfallzeitpunkt beschäftigt/tätig als
Employed at the time of the accident as
Enter the position title (for example, locksmith, accounting clerk). Do not use generic titles such as laborer or salaried employee.
24. Seit wann bei dieser Tätigkeit?
Since when performing this function?
Enter the Monat (MM) and Jahr (YYYY) of assignment to the position shown in block 23. If unknown, contact the servicing civilian personnel advisory center.
25. In welchem Teil des Unternehmens ist der Versicherte ständig tätig?
In what branch of the organization is the insured person regularly 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).
26. Hat der Versicherte die Arbeit eingestellt?
Did the insured person discontinue work?
Mark the appropriate block (Nein (no), Sofort (immediately), or Später, am (later, on) and state the Tag (DD), Monat (MM), and Stunde (hour) if the person stopped working later.
27. 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), select date from calendar.
28. Datum
Date
Enter the Datum (date) the accident form is completed and signed.
Unternehmer/Bevollmächtigter
Entrepreneur/authorized person
Print the name of the person completing the report (commander, agency head, or other designated person (usually the employee's supervisor)). The person completing the report must sign in this field.
NOTE: A handwritten signature is required; an electronic signature using a common access card is not authorized.
Betriebsrat (Personalrat)
Works council
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.
Telefon-Nr. für Rückfragen (Sicherheitsfachkraft)
Telephone number for inquiries (safety specialist)
The processing safety office must enter the commercial telephone number of the responsible safety specialist.
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