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Suzlon Accident Report

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

Team Member: fq [ )ee n AO war d Taken to Hospital or Clinic? Y XN
Date of Occurrence: { / 1 / 0% Is This a Neai; Miss? Y____ Nﬁ_

Time of Occurrence: | '7 2o

Date Reported: i/ 7/ 0¥ Team Leader: QS&I’/U{(, Mallat.
Department: Ma‘f P( 4 }D Day shift ___ Night shift _KX_

Location of where accident occurred (be specific)

Mat Pmp
Description of accident / injury
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Witnesses names

Corrective action (If needs further investigation use form F:ST:02)
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Employee Feedback
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- Date
\esudal ?%ULN—«O ’/ 7/ of
Team Leader Signég_u/vg 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

F:SF:03 RevNum:4 Rev Date: 16-Jul-07




Referral for Medical Treatment Report to
Employer

BUZLON

S.R.C.- Pipestone, MNALS.A. 1

Employee Name: MQ,Q/’VD K\‘OU\) (Md Date of Injury: O\ / O] [ O %

AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the Health Care Provider who completes this form to release any
informatio uzlon Rotor Corporition which substanfiates, clarifies, or elaborates on my fitness for duty.

ol [o1] 0%

Emply Signaturé v
Medical Provider CZ D) f\j Date / Time of Appt:

ALL WORKERS’ COMPENSATION MEDICAL EXPENSES must include the patient name, date of service, and Medical
Provider's “Progress Notes” for treatment. Social Security Number is recommended. Mail all claims for payment directly to:

Wausau Insurance
PO Box 8016
Wausau, Wi 54402

1-877-870-1542

Incomplete billing /,c;r those ?alled d;rectly\to Suzlon Rotor Corporatlon may result in slow payment processes.

Diagnosis: / //?’7 ﬁ/ Zan L/ // VI /{ i/j _____Non-work related

Undetermined
Treatment Plan: , X Work related
RETURN TO WORK: With No Limitations pate: /-~ 2~

(Suzlon rotor Corp. has dn active return-to-work program. Most temporary restrictions can be
accommodated. Pleasé call 507-562-6700 if you have any questions regarding light duty jobs.)

TOTALLY DISABLED: (Dates) From: To:

RESTRICTED WORK: Duration of Limitations: / Days/Weeks

Restricted Work Hours: May k hours per hours per week.
Restricted Lifting: MaximumNjft: 10 201bs 30lbs 401bs 501bs
Weight limit for repetitive lifting or c&rying=(more frequent than 2 times per hour)

0-51bs 5-101bs 10-201bs 20-301bs 30-40

Bending frequency (# of times per hour):
NoUseor __ Limited repetitive grasping, gripping
Sitting (hours per day)

Restricted bending: (L1m1t in de
Restricted use of hand:

Standing/Sitting: Stangi
Other:

g (hours per day)

111

Next Appt. Date / T'[K Provider’s Comments:

Medical Provider Signature: M % Date: / “’7 - /
4 ! y &

F:HR:07 RevNum:1 Rev Date: 23-AUG-2006




