% Suzlon Accident Report
SUZLoN
S.R.C. - Pipestone, MN U.S.A.
¥ ' 5
Team Member: _ _ Taken to Hospital or Clinic? Y _é N__
Date of Occurrehbé: 5 77 O 8 | Is This a Near Miss? Y____ N_&
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' Location of where accident occurred (be specific) _
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Witnesses names

Corrective action (Iif needs further investigation use form F:ST:02)

: Employee Feedback
A %2%,_ - w3 / 0/ o8
Team Memb&F Slgnature : ' Date ' : :
ZM InsTii> 2/s /o8
Team Leader Signature ' Date 4
Safety Officer Slgnature . Date

Team Leader: Perform Accident Investzgatwn, Implement Correctzve Action, and submit
completed form to the Safety and Environmental Officer before the end of your shift -
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ESSG Medical Referral to Employer

Employee Name: L: F(ija }’] /’)L.L) bm Date of Injury: 3 -5 -0O¥

AUTHORIZATION TO RELEASE INFORMATION: T hereby authorize the Health Care Provider who completes this form to refease any
information to The Suzlon Rotor Corporation which substantiates, clarifies, or elaborates on my fitness for duty.

)

EmpfSyee Signatire Date

Medical Provider “N(. CDD{\D@(’ Date/ Time of Appt: 3~ 5 - o¥ 1200

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:

ESSG
7300 Metro Blvd
Ste. 635
Edina, MN 55439
(952)835-1288
Fx: (952)835-1255

Diagnosis: : : Non-work related
Undetermined
Treatment Plan: ¥ Work related

RETURN TO WORK; ¥ With No Limitations Date: _ 3 ~—/p — <?
(Suzlon rotor Corp. has an active return-to-work program. Most temporary restrictions can be
accommeodated. Please call 507-562-6700 if you have any questions regarding light duty jobs.)

Pipestone County Medical Center
R 916 4th Ave. S.W. vs/Weeks

DAVID BALT, D.O. 507 - 825- 5811 P1pestone MN 56164
DEA#BB21 94075

LARRY D. CHRISTENSEN, M.D. Name Age 30lbs

-t

DEA#ACT916539
Address Date? 5 Gj
GREG A. COOPER, MD.
1 DEA#AC3272084 R _
! M 06 W y ' ippin
—_— . K. THEODORE DEVARA], M.D. 7<° gnppIme
U DEA#ADIT47520
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BRUCE W. KOCOUREK, D.0, M e W
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MICHAEL L. LASTINE, M. M/’
DEA#ALBI92285 ( /
MATTHEW D. VIEL, MD. ' :

Medical DEA# BV7948819

CINDY A. SASH, PA-C Refill
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DEA# MS0437435 DAW
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FITNESS FOR DuTY

Employees who are absent due to illness or injury (either work-related or non-occupational) may be required
to have their physician or other qualified health provider complete a Fitness for Duty Certification before
returning to work. The completed form should be returned to Human Resources will make a determination
as to his/her ability to return to work. No employee will be allowed to return to work without a satisfactory
Fitness for Duty Certification on file.

Employee Name: C, a ij:f /L‘I[ d,b bf}? Date: 3 -5 -O Y
Is employee able to perform the functions of his’her position? __ Yes _ No

Any restrictions? _ Yes No If yes, please describe restriction(s) and tliuration below:

RETURN TOWORK: _ With No Limitations Date: 3 —(p-O%

(Suzlon roter Corp. has an active return-to-work program. Most temporary restrictions can be
accommodated. Please call 507-562-6700 if you have any questions regarding light daty jobs.)

TOTALLY DISABLED: (Dates) From: To:

RESTRICTED WORK: Duration of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.
Restricted Lifting:  Maximum lift: 101bs 20lbs 301bs 401bs 50lbs

Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)
0-51bs 5-10lbs 10-201bs 20-30ibs 30-40

Restricted bending: (Limit in degrees) Bending frequency (# of times per hour):
Restricted use of hand: __ Right  Left . NoUseor ___Limited repetitive grasping, gripping
Standing/Sitting:  Standing (hours per day) Sitting (hours per day)

Other:

Next Appt. Date / Time: - Provider’s Comments:

Employee Signature: %\é Z.Q/L.\,,
Lo

Physician or Practitioner Signature:

Type of Practice: (Field of Specialization)

Please fax back to 507.562.6800 — Atn CMG.




