Proditets Thin imf' Prducts That Hur&"

[
LsaShcn Team Memebers Report of Incident \sashcn

1. Partners Name, (Last, First, M.‘Initial} 2. DO? Sex _ 4, Dit%of;rz’:ry 5. Tlme of§jury X |AM
agnen  Lonnie K "g _IM [ Cf- 2 hal PM

6. Time Partner Started Working Day of Incident: Time: { | /| AM
7. Partners Social Security Number: CVI-Gl-6)§ 6

8. Date Reported to TL/ITA q-17%-({6

9. Length of time employed as of date of ingident.(yr/mo) i d Ats s

10. Length of time in current job: f ,J(;L,*-/ ;

11. Whathappenedtocausethemcldeni(bespécmc)’) I hf-{J M }MM/\J %00 h'jl’\ OV\'I'}\Q
—{’?W’/b()lufle &(-I"\O} # } e mwhmc Cet VY\7 I/)K&N

12. Why did the incident occur? [}L/ /,) r\J WH ':l"O b 14 "”J ],\ i I wWag§ Su GJP 0 Gem c_/ ,]-(‘) b{,
holding it at bl B o —
13. Are there any broken bones because of this incident? Yes CN}'

14. What body part (s} were injured? Left or right side? ! f,@jf I’\ﬂtﬂc/] 1 ﬁ }1 -{— be_zé W J“)'\wmjj
- i

15. Describe other factors in the incident, i.e. object, substance, exposure, other people, etc.

The machine the Sguirls ok Ahe Lewel gel, no one else

‘;10 l y\_l"‘

16. What could have prevented the incident?

0047/&/13 2}&"&6( &H‘cy\‘ 1o\

17. Was there a company safety policy, procedure or training in place that would have prevented the incident? \/{j

18. Were you aware of the safety policy, procedure or training?l |Yes | \/ |Nu|

19. Witnesses to the incident: /l/() P

20. What treatment was administered: /¢ A\ | by o\ (¢ 4 pPrec v C Ve ceinn 194_}.\ Jda ‘ﬁ"-/;j_

21. TL in charge:

Rewy

22. What was the specific task being performed when the incident occurred? 5 g e 52 in j LCKQ./ Ou‘:(‘ J_Q

| agree that the information contained in this Incident Report Form is true and accurate to the best of my knowledge.
I understand that the Company will rely upon the information on this form in evaluating this claim. | understand that
the assertion of a false worker's compensation claim is a violation of the State Criminal Code and may result in a fine

and imprisonment and that dishonesty may lead to discipline up to and mcludang syspension ghd/or termination
of my employment. /M
Eonpice fapes §-231¢

Partner Date ‘fAfT L Witness
Signature indicates you have
reviewed their statements.
| was offered but chose not to seek medical attention at this time. | understangd that if | feel medical attention is necessary

YU AL P f)A - /

in the future for this incident, | must notify HR prior to seeking medi€dl atten to,se yropriate medical care.
<3

/'L— L N
Partner Date ATAITL
Print this report and have the partner fill it out in their own words. Attach the completed report to the Injury and lliness Report.
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