Suzlon Accident Report

S.R.C. - Pipestone, MN U.S.A.

\ . i _ ff C)CJ Ow«
Team Member: )‘Qi%i %?ﬁ?&fb Taken to Hospital or Chr:;N CDg‘ S

Date of Occurrence: %’Z/LQ *O% Is This a Near Miss?Y____ ;\\! ‘Dt’pe Ef
Time of Occurrence: LQ @O S VA

Date Reported: {Qj‘ 2(0 “O% Team Leader: E CLEMQM& {r & 2&(”?% / 6

Department: Q(\ QQ(X\”} Day shift ™~ Night shift

Location of where accident occurred (be specific)
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Deseription of accident / injury
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Withesses names
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Corrective action (If needs further investigation use form F:ST:02)

Employee Feedback
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m Member Signature Date
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Team Leader Sigi&ture Date
Safety Officer Signature Date

Team Leader: Perform Accident Investigation, Implement Corrective Action, and submit
completed form to the Safety and Environmental Officer before the end of your shift
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Health Care Provider Repoit
See Instructions on Reverse Side
(WHEN COMPLETED RETURN TO REQUESTER)

Please PRINT or TYPE your responses.
£nter dates in MM/DD/YYYY format.

SOCIAL SECURITY NUMBER

DATE OF INJURY

DOB

10-20°15

EMPLOYEE

“eemion v TS

azlon

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

INSURER ADDRESS

CITY

STATE

ZIP

CODE

(RN

HCO1

DO NOT USE THIS SPACE

REQUESTER must specify all items ta be completed by health care provider. E Items:
HEALTH CARE PROVIDER TO COMPLETE ITEMS REQUESTED ABOVE

by this office; Fa, 9\6 - {(date) f

Drate of first examination for this iniury

Diagnosis (include alk 1CD-5-CM codes):

1 -

] MM (#9) - L] PPD (#10)

3. History of injury or disease given by em

ployee:

4.  In your opinion (as substantiated by the history and physical examination) was thﬁinjury ;

the ernployee's alleged empioyment activity or environment?

5. Is there evidence of pre-axisting or other conditions that affect this disability? ﬁ’No

No »{Yes

i Yes

r dispase caused, aggravated or accelerated by

If yes, describe:

i
i
1

L

&. s further treatment of this injury or referral to another doctor planned?

K‘NO D Yes

if yes, describe:

|
L

— I |
7.  Has surgery been performed? 'ﬂ Ne | Yes if yes, date and describe: l i(date) |
| L
L ~]
8. Attach the most recent Report of Work Ability. Date of report: " 3/ 2L / O@ (date)g\
. . . ‘ — 1
g Has the employee reached maximum medical improvement? Mo [y [ Date | :
(if yes, compiete item #10) {See definition on back) LZENo G Yes | reached: [ |
10. Has the employee sustained any permanent partiai disability from the injury? E-G\'O [] Yes [ Too early to determine
The permanent partial disability is 9% | of the whole body. This rating is based on Minn. Rules:
i | ! !
[ 5223. 1 % | [ 5223, ] % |
f i | ; :
(5223 | % | | 5223, | % |
NAME (Tyra ~r Drint) SIGNATURE | DEGREE

WHETDT M. THORESON, PA

 __ PIPFSTONE MEDICAL GROUP
ADDRESS 920 4TH AVE 5W, PIPESTONE, MM 5616
507-825-5700 FAX 507-825-5893

DEA- MT1547833 MN LISC-10239

- 758 NPT - 1689722027
CITY UPIN Q75758

Heidi Thaeson | PAC_

4

STATE iLiCENSE #/REGISTRATION #

AREA CODE TELEPHONE #

. DATE SIGNED
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MN HCO1 (7/01}




Report of Work Ability

See Instructions
Please PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY format.

This form must be provided to the employee.
{(Minn. Rules 5221.0410, subp. 6]

on Reverse Side

NOTICE TO EMPLOYEE: YOU MUST PROMPTLY PROVIDE A COPY OF THIS
REPORT TO YOUR EMPLOYER OR WORKERS' COMPENSATION INSURER, AND

QUALIFIED REHABILITATION CONSULTANT IF'YOU HAVE ONE.
" [SOCIAL SECURITY NUMBER DATE OF INJURY
EMPLGYEE Bate of Birth

25100 Portd

10-20 -73

ECTITERR

RW Q1

DO NOT USE THIS SPACE

EMPLOYER
Suzbﬁ

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

K™Y ¢
Date of most recent examination by this office %—’afl é — {date}
Select the appropriate option{s) below and fill in the appiicable dates.
1. mployee is sble to work without restrictions as of | -3/ Zlo / & g (date)
2. D Employee is able to work with restrictions, from {date) | ¢o .| {date)
The restrictions are:
3. D Employee is unabie to work at ali, from (date) | to Idate]
The next scheduled visit is: E&as needed OR {date}
NAME (T o SIGNATURE DEGREE
HEIDI M. THORESON, PA 1 S o N h
o FIPESTONE FAMILY CLINIC ' i&i G(E%Cﬂ PA <
ADDRES 9204TH AVE SW, PIPESTONE, MN 56164 STATE LICENSE #/REGISTRATION #
507-825-65700 FAX 507-825-5695
DEA- MTI1547633 MN LI5€-10239
UPIN Q75758 NPI - 1689
CITY 722027 AREA CODE |TELEPHONE # DATE SIGNED
- 206-0%

MN RWO1 (7/01)




O SLEELON ROTOR RN
( 1"5_0—07 L7005 U MY Fh
g
HEALTH INSURANCE CLAIM FORM B BAT A
APPROVED BY NATIONAL UNIFGAM CLAIM COMMITTEE 08/05
] PICA PICA T [
4. MEDICARE MEDICAID TRICARE CHAMPYA GROUP FECA OTHER] 18, INSURED'S £.D. NUMBER (For Program in Item 1)
D (Medicars #) D (Medicaid #) D (%‘32%39? S5 [___'] (MemberiD#) D Fs%’?vL;ﬂELAN ?é'gy\'T)UNG (1) LT R

2 PATIENT'S NAME (Last Name, First Mame. Middlz Initial)

3. PQT[ENT‘S BIRTH DATE SE

4. [NSURED'S NAME (Last Name, First Name, Middle Initial)

X
POTTE JESST0A gl 10 3o avww ] f[H | POTTS TESBT A K
5. PATIENT'S ADDRESS (No., Street) 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (Mo., Strest}
o W Fale 857 sek[_| spouse[ | crita]_] omer| 3 | 0% W FAEN ST
CITY STATE | 8. PATIENT STATUS CiTY STATE
N TLME bl sige| | mameal | oner[ | | FIFESTONE #l
ZIP CODE T TELEPHONE (Include Area Code} ZiP CODE TELEPHONE fInclude Area Code)
s of e 2 oy oty 1t " - Full-Time Part-Time . g - oy 7 2L ¢ -
S S0 (507 BEL 0094 Employed | | dent et | | BA1éA (507 #25 (G094

3. OTHER INSURED'S NAME (Last Mame, First Nama, Middle |nitial)

2. OTHER INSURED'S POLICY CR GROUP NUMBER

b, OTHER INSURED'S DATE OF BIRTH SEX
MM DD

B YY !
L v

[=N EMPLCYEH‘S NAME OR SCHOOL NAME

all

10. 1S PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? {Current or Pravious)
e

D YES
b. AUTO ACCIDENT?

D YES

NO
¢. OTHER ACCIDENT?

D YES NO

PLAGE (State}

11, INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM, DD Yy
i <[
i i
b. EMPLOYER'S MAME OR SCHOOL NAME
CEs SUELOM ROTOR
. INSURANGE PLAN NAME OR PROGRAM NAME

BERELEY RISK mabial

gl

MEMT

. INGHRANGE PLAN NAME OR PROGRAM NAME

HOTEITHER

10d. RESERVED FOR LOCAL USE

4. 1S THERE ANOTHER HEALTH BENEFIT PLAN?

DYES NO

If yes, retumn to and complets item 9 a-d.

12, PATIENT'S OR AUTHORIZED PERSON'S SIGMHATURE ! authorize the

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM,

release of any medicai or other information necessany

to process this claim, | also request payment of govemment benefits either to myself or o the party who accepts assigniment

. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medicat benefits 1o the undersigned physician or supplier for
services descrived below.

-

PATIENT AND INSURED INFORMATION |4~ CARRIER

below. r PR TLIRE W FELE T nOn SR TLERE On X Lk
SIGNED _ [ BATE o SENED ¥
14, DATE OF CURREN]: 1LLNESS (First sympiom) OR T BATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE 1O WORK IN CURRENT QCCUPATION A
MM DD YY % INJURY (Accident) OR GIVE FIRSTDATE MM | DD ¢ YY MM . DD oYY MM DD Y
| : PREGNANCY{LMP) ! ! FROM i ; o i !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 7ol Lok DEGHOE 18 HOSPITALIZATION DATES RELATED TC CURRENT SERVICES
i Wl Sty N MM, DD YY MM DD, Y
i 3o DOOPER FD 17b. | NP} FROM TO g ;
19, RESERYED FOR LOGAL USE 20. QUTSIDE LABY $ CHARGES
[ ]ves No |
ST DIAGNGSTS OF NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2,3 or 4 lo ltern 248 by Line) 22, MEDICAID RESUBMISSION
o COBE ORIGINAL REF. NO.
L LARE 5 N I
23, PRICR AUTHORIZATION NUMBER
- 400
24. A, DATE(S) OF SERVICE B, G | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, TR J. z
From To PLACE OF] {Explain Unusual Circumstances} DIAGNOSIS 03;5 iﬁ?; 10 RENDERING o
MM DB MY MM DD YY |SERWKE] EMG | GPTMCPGS | MODIFIER POINTER 5 GHARGES UNITS | Plan | QUAL PROVIDER ID. # E
1 . . [ D -
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& [25. FEDERAL TAX 1.D. NUMBER SSN EIN | 26, PATIENT'S ACCOUNT NO. a7, @g%gﬂ‘éﬁssg%ﬂﬂgkluw 28. TOTAL CHARGE 29. AMOUNT PAID 30, BALANCE DUE
£l 411392082 il 43531 [dves [ w0 5 B 00| s 81 00
C [31. SIGNATURE OF PHYSICIAN OR SUPPLIER 2. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( 5
@ NCLUDING DEGREES OR CAEDENTIALS e i g T, [ —— R
2 (1 cerlify thet the statements on the reverse STUHE Fariiy DLIRIO ST EEINTONE FAariLy
2| ... applydpgibis,bill and are made a part thergol. . - g vy iy AL EEe
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NUCC Instruction Manual available at: www.ncc.org
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