Minnesota Department of Labor and Industry
Workers’ Compensation Division

443 Lafayette Road Nerth

St Paul, MN 55155-4305

{651) 284-5030

2. OSHA Case #

1, EMPLOYEE SOCIAL SECURETY #

:390-96-3902

First Report of Injury

See Instructions on Reverse Side.
Please PRINT or TYPE your responses.
Enter dates in MM/DDAYYYY format.

AL R

DO NOT USE THIS SPACE

3. DATE OF CLAIMED INJURY

5. Time employee began - = - =
work on date of injury

103:00 ; ﬁr"‘n

.| 7. Gender

[m AF

8. Marital [ |married
Status D Unmarried

10 Home phone #

‘H Date of birih

C'W ... State

y ZIP Code .
Hardwick ~ ©¢ MN; 56134

1 2 Occupatlon
Productlon Teammﬁ

14. Date hired

13. Regulardepartment )
Nose Cones

i

‘!5 Average weekﬁy wage, |.16. Rate per hour . 17 Houns uenday

L 81060

[/ Fuil time

Seasonal

|__|Part time

19. Employment -
Valunteer

18..Days per week
: : Status

20. Weeky value of: | Meals : Lodgmg

2™ income |

D Yes . No

21. Apprentice

;Workmg in dept. with fiberglass

t

22. Tell us how the injury occurred and what the employee was domg hefore the incident (give details). Examples: "Worker was driving Jift truck with a pallet of
boxes when the truck tipped, pinning worker's Jeft lag 1 under drive shaft.” "Worker developed soreness in left wrist over f time from daily computer fey entry.”

23. What was the mjury or Jllness (lnclude the part(s) of body)" Exampfes
chemical.burn left hand. broken.left Jeg, carpal tunne! syndrome.in left wrist .. -

‘Rash

24 What tools, equ:pment machines, objecfs or substances were |nvoEved"
~-Examples:.. chicrine, hand spraver,.pallet lift truck..computer keyhoard..

:F iberglass

3 -
E25. Bid injury occur on 26.
employer's premises? Yes D No

If no, indicate name and address of place of

Report Only

Date of first day of any lost t]me

27 Employer pald for lesttime on day of mjury (DOI)

o : D ves [£]Me [ _]Nolosttime an DOI

Date employer notn" ed of lnjury

29. Date employer notlf' ed of lost time

occcurrence 8.
1711 S. HWY 75 117673007
Plpestone MN 36164 30. Return to work date

Date ofdeath

4507y 825-5700

((((((((( 31. Rl L
'%'3 HOSPITALICI INJC: (namﬁ and.address) (fany). .. .. 34 Emergency Room Visit
. e I Yes No
3 . 35. Qvernighi in-patient
[lves [/INo

36. EMPLOYER Legal name
CORPORATE MANAGEMENT GROUP INC

18860]

38. Mailing address

39. Emp%oymetT FEIN 40. Unemployment D#

12000 N. WASHINGTON ST. #290 0036373110

City State Zip Code 41 Emﬂployer’msncgntgq name and phone®
THORNTON CO 80241 Jessica 1 (507)562-6713

42, Physical address (fdifferenty ... .. |43 Witness (name and phone) e o
:@{"y: e Sale. . ZpCode . [#MNAGSede . 5. Date form completed

11/19/2007

46 INSURER name
MINNESOTA ASSIGNED RISK PLAN

Insurer
TPA

51. CLAIMS ADMIN COMPANY (CA) name {check one)
Berkley Risk Administrators Company, LLC

47. Insured legal 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 notice 53. CAFEIN 54, Claim #
11/19/2007 41-1887666 04 - 188602 -

MN FRO1 (05/03) Copies to: Insurer, Employer, Employse, and Workers' Compensation Division {if no insurer)

BRAC 25’1 '(T/US)]




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

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

. COMPANY CORPORATE MANAGEM DEPT. NOSC CODSS

NAME OF EMPLOYEE .Jessie Volden

DATE OF ACCIDENT |11/3/2007 TEME 4:00 PM __ DID EMPLOYEE LOSE TIME FROM WORK? vEs[_Ino[¥]
HOURS LLOST ON DATE OF ACCIDENT : 0 HAS EMPLOYEE RETURNED TOWORK? YES[_|NnO D
JOBTITLE . PrOdllCthﬂ Teammate L © SERVICE WITH THE COMPANY s ,f YEARS IN PRESENT JOB * L

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? . yesk¥l  w~No[d
DID INJURED PERSON VIOLATE ANY INSTRUCTIONS?..........oooceeeeeeeeesvesereerieoee oo, NOE  YES[

3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? (IF APPLICABLE) yESFl  No[J
4. DID PCOR HOUSEKEEPING CONTRIBUTE TO INJURY? oo NOLv]  vyeES(
5. DID HORSEPLAY CAUSE THE INJURY? oo, No[  ves[]
6.  WASIT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? .... NOo[] veEsO
7.  SHOULD A GUARD BE PROVIDED? ............... . NO[/] YES]
8. DID ANY BODILY DEFECT CONTRIBUTE TO INJURY? Ne [ YeES[
9. WAS IT CAUSED BY AN UNSAFE ACT? ..ottt tene s . NC[1  YES
10.  DID INJURED REPORT THE INJURY TO YOU, THE SUPERVISOR, IMMEDIATELY? ..ovovveeveeeeeooeeeeoeeeooeeeoeon, YES[] NO[A

ACCIDENT. (DESCRIBE WHAT INJURED WAS DOING AT TIME OF AGCIDENT, WHAT HAPPENED, WHO WAS INVOLVED, NATURE OF INJURY, PART OF

BODY AFFECTED.) ;Workmg in dept. with fiberglass

WITNESSES' NAMES

UNSAFE ACTS. (WHAT DID THE EMPLOYEE OR ANOTHER PERSON DO INCORRECTLY?) __

JUNSAFE CONDITIONS. (WHAT UNGUARDED QR UNSAFE.CONDITION OF MACHINERY, EQUIPMENT, BUILDING OR PREMISES WAS INVOLVED?)

;m

HISINJURY? .

ACTIONS TAKEN. (WHAT DID YQOU DO TQ CORRECT THE CONDITIONS WHIC

H

H

fMuSt wear coveralls to keep out ﬁberglass

3

MEDICAL CARE. DID EMPLOYEE GO TO DOCTOR OR HOSP!TAL"—> YES D NO D g YES COMPLETE THE FOLLOWING

NAME OF DOCTOR OR HOSPITAL [Michael Lastin 7 o 7 DATE OF INITIAL VASIT ‘1 1/06/2007
ADDRESS 920 4th AVB SW Plpestone MN 56164 . 7

. TELEPHONE NUMBER (507) 825—57003
AS SUPERVISOR, DO YOU FEEL THAT THIS INJURY SHOULD BE COVERED UNDER WORKERS' COMPENSATION? _ YES[vInvo[ ]

'

REASONS WHY ;Yes, I believe it's from the fiberglass; however I think she shoudl've reported it sooner to remedy

REPORT SUBMITTED BY "Mulke Petronek K DATE 11/19/2007

(507) 562 6701




Discharge Date 11/06/07 Time: 2040

DIAGNOSIS: Contact dermatitis

BIET: As before
Activity As tolerates

Medication, Dose, When to take it, Why you take it

: May take Benadryl ZSm% every 6 hours as needed for itching
: New prescriptions to T111 tomorrow:

: Topicort emoliient cream apply 3-4 times as neaded to rash

Physician orders/Special instructions:

: Recommend to avoid fiberglass contact. Limit fume exposure due to

. pregnancy.

If you need assistance, call MD at: Clinic 507-825-5700 or Hospital 507-825-5811

Return Appointments:
: As needed

Discharge to Home/Self care

Accompanied by Self per Ambulatory

T99.5 P 94 R 20 B/P 116/69 WE in 1bs: 210
Allergies: Dicloxacillin

Comments

The above information has _been explained to my satisfaction and understanding.
have no unanswered questions or concerns.

(Patient’s or family membar’s signature.)

Instructions given by/RN co-signature (if appTicable) Physician Signature {optional)

Nursing ED/OP Discharge Summary  (permanent part of the Medical Record)
(Signed copy to Medical Records and copy to Patient)
Run on 11/06/07 at 2039

e

] e g



FITNESS FOR DUTY

CORPORATE MANACE

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 Fitmess 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 ved to return to work without a satisfactory
; i 127680 07263-00019 -
Fitness for Duty Certific VOLOEN, JESS n L
F 04/16/85 22Y  09/20/07 1321 / /
Employee Name: JERSTAD,J P UNEKNCOWN Date: 7 d\Q O /)
- - T f 3 7
Is employee able to perform e mnctons or ms/per poswon: X Yes No

Any restrictions? ____ Yes 7& No If yes, please describe restriction(s) and duration below:

RETURN TO WORK: X With No Limitations Date: ”7/ ol&\{ / ° ?

(Suzlon rotor 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 duty 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: 10lbs 201bs 301bs 401bs 501bs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)

0-5lbs 5-101bs 10-201bs 20-301bs 30-40
Restricted bending: (Limit in degrees) Bending frequency (# of times per hour):

Restricted use ofhand: _ Right  Left __ NoUseor _ Limited repetitive grasping, gripping

Standing/Sitting: Standing (hours per day) Sitting (hours per day)
Other:
NextAppt. Date / Timeg: , Provider’s Comments: ,

_ st Al TS T IR kit n dude gt Lllow
U WA er {m/\,rlﬂw{“ﬁd SRIE el

Employee Signature: P

Physmlan or Practitioner Slgnature M 4 John P. Jerstad, M.D.

Type of Practlce (Field of S / pec1 on) ,QK / I(,\‘(' e

F:HR:19 Rev Nunu:1  Rev Date: 6-SEP-2006



