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	EXTERNAL ENTITY: Name or company name:      
Name of Delegate:      

	In fulfilment of article  4.2 of the RD171/2004 regarding the coordination of work activities, that establishes the duty of cooperation between concurrent external entities in the same workplace, we inform you that: 

	Date        the worker/s       the external entity cited above, has/have suffered an accident at work (tick as appropriate according to the Mutua (insurance) rating:  work accident   Serious  FORMCHECKBOX 
                  Very serious  FORMCHECKBOX 
                   Fatal  FORMCHECKBOX 
  in the workplace of the UPV (specify)

	CONCURRENT ENTITIES IN THE WORKPLACE AT THE MOMENT OF THE ACCIDENT

	     

	ACCIDENT DESCRIPTION

	     

	 CAUSES

	     

	PROPOSED HEALTH AND SAFETY MEASURES 

	     

	In              Date      
Signature /Delegate of the notifying entity       


A copy of this notification should be given to the delegate of each concurring entity in the workplace where the serious, very serious or fatal accident took place.
