Suzlon Accident Report

N

Team Member: { 0 7§ _A,.Si}-ta';ken to Hospital or Clinic? Y _&_ N X
Date of Occurrence: [O - 20'- F) Is This a Near Miss? Y___ N X

Time of Occurrence:

Date Reported:___ /(2. 29 7 Team Leader/aeg\‘\/r{? /éb

Department: /ﬂﬂ's\ p" £ /f?/ //{}Qﬁ’ QGJDQ Day shift ___ Night shift X

Location of where accident occurred (be specific)
Mat Pre 2
Description of accident / injury

Coacklor Ao tle Qryss

Witnesses names

Corrective action {If needs further investigation use form F:57:02)

et Yo Bactor o) jo" Loy Clenm g

Empiloyee Feedback
Loahr gloves OW) use €2 edm -

’ r
&Q A@%@Q«aﬁﬁ@ s
Team Member Signature Date

\__{7 L\, 1.5,
Team ead‘é?"gllgnature Date

Cl (B /-5

Safetv 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

FMTERE

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



o EstRoporotoy ([N
Workers' Compensation Division
F R O 1

443 Lafayette Road North See Instructions on Reverse Side.

St. Paul, MN 55155-4305 Please PRINT or TYPE your responses.

(851) 284-5030 Enter dates in MMWDD/YYYY format.

1. EMPLOYEE SOCIAL SECURITY # | 2. OSHA Case# |. - ' DO NCT USE THIS SPACE

[ N .

1S4 Z0. Yoy L ;

3_DATE OF CLAIMED INJURY | D
----------------- A4 TiMe « = == - - am 5. Time employee began,~ -5~ = am
’;“_‘D‘_’Zﬂ_ N .CB mmmmm : ef injury | p\}q me work an date of injury :_3_ . _: pm
6. EMPLOYEE Name {last, first, middie) 7. Gender 8. Marital DM arried
Bivera Sore Vhujor - Cyaselle 1110 Status __pfenmaried
Q‘Pio_m_e‘agr_irfgs ________________ 10. Home phone # 1 1. Dateofbirth
1_7,3_&9._1_*"'.___,,8_“______,___________:h___nq ,,,,,,, 1tio 18X ¢
Clty ______________ S_ fate ~ ZipCode _____ 12. Occupation 13. Regular department _ _ 14. Date hired
............... - IR g .
L Edaerton VN L S6e8 i eanamade i Nestoves .t LLI0[Z2]6F ¢
15 Aueraggiveeldymge. -16 Rateperbour _ | 17.Houts perday 18_Days per wask 19. Employment  L_iFull ime |_|Part fime
: : ‘L_ . ; _______ ! :_ ________ ! - Status [ ISeasonal [ |Volunteer
20. Weekly value of ] Meals: - -§ Lodging:d T E 2 income :’ ----------- i 21. Apprentice [CIves [Cine

22. Tell us how the injury occurred and what the employee was domg before the incident (give details). Examples: "Vllorker was driving iift truck wrth a palfet of

[ 23. What was the injury or iliness {mclude the part{s) of body}? Examples: 24, What tools, equipment, machines, objects, or suhstances were involved?
chemicalbum left hand,. hroken left feg. carpal tunpel syndrome.in leff wist. . . .. . | .Examples_. chiorine, hand spraver, paliet lift fnick computar keyboard_ - - - - - o

- Rashh - | o

'L-,w,., e e e g e e o e e o e o e e e e e e e aw T

25. Did injury occur on D 26. Date of first day of any lost time . 27. Employer paid for lost ime on day of injury (DO1)
employer's premises? es No N P Y;'D"‘")(
If o, indicate name and addréss of place of L Fegort ! Onts | Clves [Ine  [nowestiimeonoor
ocourence 28. Date employer nofified of mJury"-’ 29. Date employer notified of lost time
AT F=3 1 ) T S :
30, Retum to work date 31. Date of Qe_at_h __________ .
R A \ 2 < L o emccemeemmemem )
EATING PHYSICIAN.{name. address,.and phone ,%JSE’ NI fifany) . . " 34. Emergency Rgom Visit
g’.ﬁ.-‘.g"—o 3‘-’ i) z—. !’%\‘f Cheh G Y '-‘-'-: DY&S o
"""' "" }E" 'S'w"”: 35. Ovemight in-patient
"""" ] s sETES NP Y YR . Ovemight i
S izseas _ gium_ e Lo ShbilbMo .. h
trazzzazs ‘ l—?ﬂ 0 * Clves [no
36. EMPLOYER Legal name ' 1_3_7_ %MPl:O_Y_E‘R“D_BA name (ifdifferenty -
Loe - i ‘ : :
-------------------------------------------- EH
38. Mailing address 39. Employer FEIN 40, Unemployment ID #
Citv State Zip Code -1 41, Em_ploygr'_s_cgqt@qt nameandphone# ___________..... .
" ] R i S :
42, Physical address (fdiffereny) _ _______ |43 Witness (name and phone) _ ___ _ fmmmmmmmmaemmmmaes
“““““““““““““““““ ] A
s “ ______A_ﬂ,_f L____________'_______{
N , State Zip Code 44. NAICS code 45. Date form completed
‘ ' [ Saihuiafiaiha el ';
f i ecccecccceczz T N ; i
46. !NSURER name 51, CLAIMS ADMIN COMPANY (CA) name (check one) Insurer
L . Berkley Risk Admmxsirators Company, LLC TPA
47. tnsured Iégai name 52 CA Address
222 South Ninth Street
48. Policy # or self-insured certificate # City State Zip Code
: Minneapolis MN 55402
49, Insurer FEIN 50. Date insurer received nofice 53. CAFEIN 54. Claim #
MN FRO1 (05/03) Copies to: Insurer, Employer, Employee, and Workers' Compensation Division (if no insurer) BRAC 2510 (7/05)
frtT T




SUPERVISOR'S REPORT OF ACCIDENT
(PLEASE READ AND FOLLOW INSTRUCTIONS ON BACK)

EVERY ACCIDENT SHOULD BE INVESTIGATED AND THE CAUSES CORRECTED S0 THAT MORE ACCIDENTS WILL NOT OCCUR. DO NOT OVERLOOK
THE SO-CALLED "UNIMPORTANT" CASES, BECAUSE, EXCEPT FOR "CHANGE" THEY COULD ALSO HAVE BEEN SERIOUS. [T IS ONLY BY THOROUGH
INVESTIGATION THAT MANY OF THE REAL CAUSES CAN BE DETERMINED AND CORRECTED,

NAME OF EMPLOYEE C:ﬁlgéf@-_zﬂigfii@}i::: COMPANY Z_—_-_ -7_:;__- - ‘7 . DEPT. i ﬂ -C-‘\—: YYE’:‘Q”: [m

_____________________________ )
. DID EMPLOYEE LOSE TIME FROM WORK?  YES EINGQ’

GIVE US YOUR HONEST COMMENTS ON QUESTIONS BELOW. WE ARE NOT TRYING TO
BLAME ANYONE. YOUR OPINION MAY HELP US PREVENT ACCIDENT REPETITION.

PLEASE ANSWER THE FOLLOWING: - CHECK "YES" OR "NO™
1. WAS INJURED PERSON PROPERLY INSTRUCTED IN SAFE AND EFFICIENT METHODS? oo YE no[
2. DID INJURED PERSON VIOLATE ANY INSTRUCTIONS? ' - N vyEsL]
3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? (IF APPLICABLE) : vEsS No[J
4. DID POOR HOUSEKEEPING CONTRIBUTE TO INJURY? NOEE yES[
5.  DID HORSEPLAY CAUSE THE INJURY? NOHS— YES[]
6. WAS IT CAUSED BY SOMETHING WHICH NEEDED REPAIRST .......ooooooooorroooeoooee ool NOE- YES[]
7. SHOULD A GUARD BE PROVIDED? NOB: YES[]
8. DID ANY BODILY DEFECT CONTRIBUTE TO INJURY? ... NO YES[
9. WAS IT CAUSED BY AN UNSAFE ACT? : NO YESL]

10.  DID INJURED REPORT THE INJURY TO YOU, THE SUPERVISOR, IMMEDIATELY? .. YES[] NeRl-

: : :

‘WITNESSES' NAMES | —— . e

H ]
¥ 14

I3 - 13
¥ - '

UNSAFE CONDITIONS. (WHAT UNGUARDED OR UNSAFE CONDITION OF MACHINERY, EQUIPMENT, BUIL DING OR PREMISE

i
¥ T

i ¥
¥ : ¥

ACTIQNS TAKEN, (WHAT_DID YOU DQ TO CORRECT THE CONDITIONS WHICH CAUSED THIS INJURY?) .

poTm T E A e EE e E R AR L D ey 1 I BE WHNU HIDING VWG CAUSED THIS INJURY?)
e

L Sheod e corvolls sverddao A Yoop

: SUA- ‘Q\berarlaﬁﬂ yJ ‘

REMEDIES. (WHAT SHOULD YOUR ORGANIZATION DO TO PREVENT OTHER INJURIES LIKE THIS?)

T T T s e s s LT L LT W R e T s IR LY T YRIme LIRS 1 Rka )
i

NAME OF DOCTOR OR HOSPITAL L Eﬁ < Y—OC,DQY“QL e DATE OF INITIAL VISIT h DA ﬂ

ADDRESS (... . ... . .. e L : TELEPHONENUMBER ' 01 - X 25 SFB ¢ |

AS SUPERVISOR, DO YOU FEEL THAT THIS INJURY SHOULD BE COVERED UNDER WORKERS' COMPENSATION? ves[ Ino[]

LT T T T e e e e L e R T L T oD T RN I LIRS L N L

REASONS WHY : Z
¥

3 H
t 3

. BRAC2520(10/99)




Report of Work Ability

‘See Instructions on Reverse Side

Please PRINT or TYPE your respunses
Enter dates it MMIDD/YYYY format.

This form must be provided to the emp!oyeé_.
{Minn. Rules 5221.0410, subp. 6}

AR

BRWO 1

DO NOT USE THIS SPACE

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

A zZo 4O

DATE OF INJURY

6-z2a-07)

E%?Tcmjre.ékxml

Date of Birth

JEMPLOYER

10-1-¢

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER -

Date of most recent examination by this office & /2@/&‘7 (date)
Select the appropriate. option(s) below and fill in the a{i;cabl! dates,

D Employee is able to work without restrictions as of /0 /ZQ [9,-7 {date]

Vi // '
2. D Employee is able to work with restrictions, from {date) | 4o |- {date]
The restrictions are:

3. D Employee is unable to work at all, from {date} | ¢o (date) ]
The next scheduled visit is: D as needed OR {date)

NAME (Type or Print}
BRUCE W KOCOUREK, DO
PIPESTONE MEDICAL GROUP

DEGREE

20

. ADDRE 920 4TH AVE SW PIPESTONE MN 56164
507-825-5700 FAX 507-825-4744
DEA BK0472477 MN LIC 34116

STATE

[

LICENSE #I'REG!STRAT]ON #

CiTy  UPIN D25406 NP1 1699738559

AREA CODE

TELEPHONE #

DATE Syf?é7

MN RWO1 (7/01)




Health Care Provider Report ’ ’Im
See Instructions on Reverse Side
. {(WHEN COMPLETED RETURN TO REQUESTER)

|

I

Please PRINT or TYPE your responses. _ HCO1
Enter dates in MM/DD/YYYY format. - ] :
SOCIAL SECURITY NUMBER DATE OF INJURY DOB DO NOT USE THIS SPACE

F 20 Yo2E | 167927 | b1k
EMPLOYEE EMPLOYER

Ve e <overa .

INSURER/SEL F-INSURER/TPA INSURER CLAIM NUMBER
INSURER ADDRESS
cITY STATE _ ZIP CODE |
REQUESTER must specify ait items to be cormpleted by healtt care provider. 71 items: L] MMI (#9) L] PPD (#70)

HEALTH CARE PROVIDER TO COMPLETE TEMS REQUESTED ABOVE -
1. Date of first examination for this injury by this office: 0 /m [ .!9:7 (date) ‘

2. Diagnosis {include all ICD-9-CM cndés)i:

In your opinion (as substantlated byfthe pistory and physical examination) was the i lnjury or dtsease caused, aggravated or accelerated by

the employee's alleged employmgnd activity or environment? No es

m

5. Is there evidence of pre-existing or other conditions that affect this disabifity? [Q’N’o B Yes  If yes, describe:

| .

6. Is further treatment of this injury or referral to andther doctor planned? (s [(Jves I yes, describe:
7. Has surgery been performed? - [Hflo I:I Yes If yes, date and describe: I (date ‘

8.  Attach the most recent Report of Work Ability. Date of repart: /2 /ﬁzf AQ ‘7 (date)
' 7/ rA

9, Has the employee reached maximum medical improvement’-‘ . : m v Date
(if yes, complete item #10) (See definition on back) €s reached:

10.  Has the employee sustained any permanent partial disability from the injury? [ o [ Yes [—_—‘fﬁ;ﬂy to determine
Y

The permanent partial disability is of the whole body. This rating is based on Minn, Rules:

5223, | %] [25 i -
[5223. - | % | | 5223 | ”
NAME (Type or Print) SI§NAT e p—
| BRUCE W XOCOUREX, DO Jé T2 é ’ @
p

ADDRES!  PIPESTONE MEDICAL GROUP STATE  “ [LICENSE #/REGISTRATION #°

920 4TH AVE SW PIPESTONE MN 56164
DATE SIG }{ / ‘
L7 27 !

507-825-5700 FAX 507-825-4744

DEA BK0472477 MN LIC 34116 — ]
ey UPIN D25406 NP! 1699738559 AREA CODE [TELEPHONE #

MN HCO1 (7/01),




