                                                  Number：
Application Form of Work Injury Identification
Applicant: 
Injured Personnel：
Relation between Applicant and Injured Personnel:
Applicant’s Address:
Post Code:
Contact Number:                       Contact Person:
Date of Filling:
Printed by Xiamen Labor and Social Security Department
	Name of Personnel
	
	Gender
	
	Date of Birth
	

	ID Number
	
	Contact Number
	

	Employer
	
	Contact Person and Number
	

	Employer’s Social Security Number
	
	Personal Social Security Number
	

	Occupation, Profession or Position
	
	Date of Joining Work
	
	Apply for Work Injury or the Equivalent Identification 
	

	Date of Accident
	
	Date of Diagnosis
	
	Part of Body Injured or Disease Name 
	

	Accident Location
	
	Date of Taking Work Injury Insurance 
	
	Name of Occupational Disease
	

	Name of Position Causing Occupational Disease and Commence Date
	
	Detailed Home Address
	

	Brief Description of the Whole Course of Injury (Attachment Allowed):


	 Opinion by Injured Personnel or Families:
Signature:
                                  Date:          /         /

	 Opinion by Employer:
                             Signature of Legal Representative:  
                             Official Seal
                                 Date:          /          / 

	Result of Investigation on Material and Handling Opinion by Labor Security Administrative Department: 
Stamp
Date:          /          /

	Remarks



1. Instruction

1. Please fill out the form with pen or sign pen neatly and clearly. 

2. If applicant is from the employer’s company or a member of trade union organization, please stamp official seal on the name.

3. Personnel from public institutions should fill in occupations; personnel from enterprises should fill in position or profession. 

4. Please specify injured part of body. 
5. In Date of Diagnosis column, for occupational disease patient, fill in date of definite diagnosis; for injured or dead personnel, fill in date of first visit to a doctor. 
6. Fill in the name of professional disease according to Certificate of Professional Disease Diagnosis or Testimonial of Professional Disease, fill in commence date of professional disease according to actual first contact time. Do not fill in professional disease if not applicable. 
7. For Brief Description of the Whole Course of Injury, fill in time and place of the accident, engaged work at that time, reason of injury, part of body injured and degree of injury. 
Professional disease patients should specify what work engaged, date of commencing and finishing, and result of definite diagnosis. 

8. For Opinion by Injured Personnel or Families, it should be specified whether work injury affirmation is agreed, and whether the above filled content is true. 
9. For Opinion by Employer, employer should specify whether work injury application is agreed and whether the above filled content is true. Legal representative’s signature and official seal is required.
10. For Result of Investigation on Material and Handling Opinion by Labor and Social Security Administrative Department, fill in result of materials being supplemented and corrected and whether the case will be accepted and heard.  
2. Detailed Documents Required for
Work Injury Identification Application
1. First Medical Record or Certificate of Disease Diagnosis.
2. Injured person’s ID and a photocopy of it.

3. Valid certification of employment relation.
4. If applicants entrust employer or others to apply on his/her behalf, Authorization and Entrusting Letter, trustee’s ID and a photocopy of it.  
5. For those who have taken insurance cover, are identified as work injury patients receiving treatment in hospitals appointed by work injury agreement, fill in appendix Claim Form for Prepaid Medical Expenses of Xiamen Employment Injury Insurance
6. Relevant certified material is required for the following cases: 
a. If injured by violence in the course of performing job duties, verdict of Public Security Bureau or People’s Court or other valid certification is required.

b. For those who suffering from injury or death due to vehicle accidents and applying for work injury identification, Paper of Determining Responsibility from Public Security and Traffic Control Management organizations or other valid certification is required.     

c. If injured caused by work reasons during the period of travel on business, Certificate from Public Security Bureau or other certificate is required; if disappeared in accidents and identified as death on the job, verdict of death announcement from People’s Court is required.
d. If died on the spot or within 48 hours after unsuccessful emergency medical treatment of an acute disease breaking out during the working time and at the work post, salvage and death certificate from medical organizations is required. 
e. If injured in protecting the interest of the State and the public, such as in dealing with an emergency or providing disaster relief, valid certification is required according to laws and regulations.
f. If the staff member or worker is wounded or becomes disabled in war or on duty during the term of military service and the previous injury recrudesces after working for the employing unit, a certificate for injured or disabled serviceman and a diagnosis certificate of old injury recrudescence from medical organizations are required. 
Under special circumstances where relevant certifications are not available, a written explanation should be presented.   
Letter of Authorization

(For Individual)
                 Labor and Social Security Department,
I,         （ID Number：                    ）had an accident in       /     /      due to __________________________, hereby entrust Mr. /Ms.           （ID Number：              ；Contact Number：            ；Deliver Address：                  ；） to visit your department to attend to relevant matters.
Matters Entrusted：

□  Accident Report；
□  Application for Work Injury Identification；
□  Sign for Relevant Documents of the application；
   □  Other Entrusted Matters ：
        1.

        2.

        3.
                   Signature and Stamp of Trustor：     
 Signature and Stamp of Trustee：
                   Date:       /       /                 
Remark: When an individual applies for work injury identification, please attach a letter of authorization if an authorized person handles on trustor’s behalf, and the trustee should present original ID and a photocopy of it.   
Letter of Authorization

(For Employer)
                 Labor and Social Security Department,
Mr. /Ms.         （ID Number：                ）of our company had an accident in _____       /     /      due to _______________________, We hereby entrust Mr. /Ms.           （ID Number：              ；Contact Number：            ；Deliver Address：                  ；） to visit your department to attend to relevant matters.
Matters Entrusted：

□  Accident Report；
□  Acceptation of Relevant Investigations on the Company’s Behalf；
□  Application for Work Injury Identification；
□  Sign for Relevant Documents of the application；
   □  Other Entrusted Matters ：
        1.

        2.

        3.
Signature of Legal Representative / Responsible Person：          (Official Seal)   
Signature and Stamp of Trustee：
Date:       /       /                 
Remark: When an employer applies for work injury identification, please attach a letter of authorization if an authorized person handles on the employer’s behalf, and the trustee should present original ID and a photocopy of it.   
Appendix:         Claim Form for Prepaid Medical Expenses
Of Xiamen Employment Injury Insurance     

Claim Number:
(Applicable for those who are with the cover, identified as work injury, and receiving treatment in hospitals appointed by work injury agreement)
	Employer
	
	Employer’s Social Security Number
	
	

	Injured Personnel’s Name 
	
	ID Number
	
	

	Payment Status of Work Injury Insurance 
	from   /    /   to    /    /
	Date of Payment Reception by Local Tax Department
	/     /
	

	Injured Date
	
	Hospital of  of Treatment 
	

	Brief Description of the Whole course and Level of injury
	

	
	Signature of Eyewitness：  

ID Number (attach a photocopy of ID)：

	Signature of Group Leader/ Immediate Superior of Injured Personnel:   

ID Number (attach a photocopy of ID)：


	Declaration
We started to declare and pay employment injury insurance for our employee __________________    in     /     /      according to regulations. Now the employee is being treated in hospital due to work injury, therefore we are making a claim on prepayment for medical expenses to the hospital.

We take full responsibility of the truthfulness of information given in this form. We assure that we will return the full amount of prepayment for medical expenses within 15 days of receiving advice from social security administrative organization if the injury accident is failed to be identified as work injury. We will take full legal responsibility for any false declaration, claim or fraud aiming at employment injury benefit. 

This is to hereby declare the above.       

Signature of Legal Person (Responsible Person)：        Employer (Stamp)

Date:      /     /                                Date:      /     /



	First Trial Opinion by Work Injury Verification Department:
Signature of Responsible Person:                Employer (Stamp)
       /      /
	Opinion by Social Security Administrative Organization:
Signature of Responsible Person:                Employer (Stamp)
       /      /


1. There are two copies of this form, each verification organization mentioned above holds one copy. 
2. Each applicant should submit two copies of work injury identification application (photocopied), Work Injury Verification Department will subscribe first trial opinion, and then local Social Security Administrative Organization will deal with prepayment matter.

Certificate of Employment Relation
Xiamen Labor and Social Security Department,

Mr. /Ms.            of our company, had been employed (or temporarily employed) since ______/_______/______, been engaged with _________ position (profession) with monthly salary of ______ RMB. When the accident of injury happened in _______/_______/_______, there was an employment relation between the person and us.
             Official Seal
                       Date:       /        /
Note: 

1. This document is a certificate of employment relation only; work injury identification will be handled according to relevant regulations.

2. Contact person from employing unit: ___________________________

Contact Number: ___________________________________________

Contact Address: ___________________________________________
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