Report of Work Ability |‘I
See Instructions on Reverse Side |
Please PRINT or TYPE your responses.

Enter dates in MM/DD/YYYY format. : RWQ 1

This form must be provided to the employee.

(Minn. Rules 5221.0410, subp. 6) 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 DATE OF INJURY
479 08 5320 IR-3-077
[EMPLOYEE Bate of Birth
By Hunt Q-15-73
EMPLOYER

Cmg

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by this office /}{—ID -0‘7 {date}

Select the appropriate option(s]) below and fill in the applicable dates.

1. D Employee is able to work without restrictions as of {date)

2. Employee is able to work with restrictions, from ll-\ l@—9> (date]l | {5 | {date)

The restrictions are:

‘ AU&:LG( CL@GEU L\L% \L[L&\Eé Cavses /&e@@

[mLQL “Qw:stw ﬁbc:uv\_

(date] | ¢q {date)

3. D Employee is unable 1o work at all, from

The next scheduted visit is: D as needed OR ' (date) ?( M&S
NAME (Tyne e Brintt sl fE / ﬁ)‘ﬁs DEGREE :
| | 0 g Gen ﬂ'(_sb

LARRY D CHRISTENSEN, MD PIPESTONE MEDICAL GROUP = - =
ADORESS 950 4T AVE SW PIPESTONE, MN 56164 - STATE LICENSE #/REGISTRATION #
507-825-5700 FAX 507-825-4744
DEA-AC7916539 MN LESC-23799 UPIN D75623

ciTy AREA CDDE [TELEPHONE # DATE SIGNED /‘

2/ 0

MN RWC1 (7/01}



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: V\i 14! H’\A \A-*l/ Date: /Q / 05/ D7

[s employee able to perform the functions of his/her position?  Yes _ No a a__[(fugﬂﬁ A

Any restrictions? éYes ____No If yes, please describe restriction(s) and duration below:

RETURN TO WORK: With No Limitations Date:

(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: 101bs 201bs 30lbs 40lbs 501Ibs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)

0-51bs 5-10lbs 10-20tbs _ 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: A v QKCL (‘:év' L@( %Zim%- Chus Q§ /é {\L«C{( ‘Cy@% ?Q\:\k
Next Appt. Date / Time: ZZ( U_Aé Provider’s Comments:
N /
Employee Signature: - LN A

Please fax back to 507.562.6800 — Attn CMG.



Timesheet

12/11/2007 143
9:34:35AM Date Range: 11/25/2007 - 12/08/2007 /ﬂ /@/
/% (f2e/
[4 / V
Name; Hunt, Kimberely Home Account:  2/160/104
Number: 15 Badge Number: 62
Account Out

Punch Date in

6:56 AM

3:32PM :
117272007  Tue 6:48 AM 21160/104 3:28 PM 8:15 8:15 16:13
11/28/2007 Wed 6:49 AM 2/160/104 331 PM 8:15 8:15 24:30
11/29/2607 Thu 6:50 AM 2/160/104 328 PM 8:15 8:15 32:45
11/30/2007  Fri 6:43 AM 2/160/104 i 3:34 PM 8:15 8:15 41:00
12/3/2007  Mon 6:46 AM 2/160/104 < &?wu/ 11:00 AM 415 45:15
12/6/2007  Thu 6:51 AM 2/160/104 8:23 AM 145 1:45 47:00
12/8/2007  Sat 6:42 AM 2/160/104 3332 PM 8:15 815 3313
Employee Pay Code Edits
Effective DateTime Account Pay Code Duration Dollars
12/04/07 12:00 am 2/160/104 T Sk 8:00 $0.00
12/05/07 12:00 am 2/160/104 L) M 8:00 $0.00
Qf )
S A T ¥ A PRV ¥ WV 7 7 A
ST
Employee Totals By Account W
Account Pay Code Duration ——————Dollars
2/160/104 Overtime 1:00 $0.00
2/160/104 Regular 54:15 $0.00
2/160/104 Sick 8:00 $0.00
2/160/104 Work Comp 8:00 $0.00
71:15 0.00
Employee Totals
Pay Code Duration Dollars
Overtime 1:00 $0.00
Regular 54:15 $0.00
Sick 8:00 50.00
Work Comp 8:00 50.00
71:15 0.00
Name: Hunt, Wendell Home Account:  1/162/104
Number: 1389 Badge Number: 927
Punch Date Account Out — Hours
ol i Pay Pertod Start: 11/25/2007 Sunday' o S
11/26/2007 Mon 1/162/104 3334 PM 8:00 8:00 8:00
Employee Pay Code Edits
Effective DateTime Account Pay Code Duration Dollars

Ban-Koe Companies

CeleriTime - Timesheef




Timesheet

12/11/2007 144
9:34:35AM Date Range: 11/25/2007 - 12/08/2007
Employee Totals By Account
Account Pay Code Duration ——— Pollars
1/162/104 Reguiar 8:00 $0.00
8:00 0.00
Employee Totals
Pay Code Buration ———  Dollars
Regular 8:00 $0.00
8:00 0.00
Name: Hurley, Danielle Home Account: 2/163/104
Number: 1640 Badge Number: 1640

Punch Date ———— In Account Out — Hours Daily — Pay Period

e = ‘Pay Period Start: 11/25/2007 Sunday. i Gt L
112672007  Mon 6:51 AM 4/163/104 3:34 PM 8:15 8:13 8:13
1172772007 Tue 6:39 AM 4/163/104 3:38 PM 8:13 g:15 16:30
11/29/2007 Thu 6:49 AM 4/163/104 335 PM 8:13 8:15 24:45
1173072007 Fri 6:47 AM 4/163/104 3:35PM 8:15 8:15 33:00
12/3/2007 Mon 6:32 AM 2/163/104 12:10 PM 5:30 3:30 38:30
12/5/2007  Wed 6:49 AM 2/163/104 3:38 PM 8:30 8:30 47:00
12/6/2007  Thu 7:00 AM 2/163/104 3:40PM 8:13 8:15 55:15 :
12/7/2007  Fri 6:49 AM 2/163/104 337PM 813 8:13 63:30

Employee Pay Code Edits
Effective DateTime ———— Account Pay Code Duratien ———— Dollars
L1/728/07 12:00 am 4/163/104 Personal Time 8:00 $0.00
12/03/07 12:00 am 2/163/104 Sick 8:00 $0.00
Employee Totals By Account
Account Pay Code Duration ————Dollars
2/163/104 Regular 30:30 $0.00
2/163/104 Sick 8:00 50.00
4/163/104 Personal Time 8:00 30.00
4/163/104 Regular 33:00 $0.00
79:30 0.00
Employee Totals :
Pay Code Duration ————— Dollars
Personal Time 8:00 $0.00
Regulas 63:30 $0.00
Sick 8.00 $6.00
79:30 0.00

Ban-Koe Companies CeleriTime - Timesheet



Minnesota Depariment of Labor and Industry
Workers' Compensation Division

443 Lafayette Road North

St. Paul, MN 551554305

(651) 284-5030

1. EMPLOYEE SOCIAL SECURITY # | 2. OSHA Case #

First Report of Injury

See Instructions e¢n Reverse Side.
Pleasa PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY format.

T

DO NOT USE THIS SPACE

479-08-5820
3. DATE OF CLAIMED INJURY . )
4. Time ¥ |am 5. Time employee began am
11/13/2007 ofinjury 10:00 [ Jpm work on date of injury ~ 07:00 D pm
6. EMPLOYEE Name (last, first, middle) 7 Gender 8. Marital D Married
Hunt Kimb erly I m F | Status Unmarried
9. Home address 10. Home phone # 11. Date of birth
1125 E. 9th Ave. (507) 727-1083 | 9/15/1973
City State Zip Code 12. Geeupation 13. Regular depariment 14. Date hired
Worthington MN 56187 Production Teammat | Material Prep. 9/10/2007
15. Average weekly wage [ 16, Rate per hour 17. Hours per day 18. Days per week 19. Employment Z Full time : Part time
$10.00 Status [ }Seasonal | [Volunteer
20. Weekly value of. | Meals | Lodging 2" income 21. Apprentice [:f Yes No

22. Tell us how the injury oceurred and what the employee was doing before the incident (give details). Examples: “Worker was driving iift truck with a pallet of
boxes whert the truck tipped, pinning worker's left leg under drive shaft." “Worker developed soreness in left wrist over lime from daily computer key entry.”

Seizure

23. What was the injury or illness (include the part(s) of body)? Examples:
chemical burn ieft hand, broken leff leg, carpal tunnel syndrome in left wrist,

Siezure

24. What tools, equipment, machines, objects, or substances were invoived?
Examples: chlorine, hand sprayer, paltet it truck, compuier keyboard.

n/A

235. Did injury oceur on

Yes I:] No

28, Date of first day of any lost time

27. Employer paid for lost time on day of injury (DCI)

employer's premises? .

If no, indicate name and address of place of Rep ort Only DYES D Ne N° lost time on DOI
occurrence 28. Date employer notified of injury 29. Date employer notified of lost time

1711 SHWY 75 11/13/2007

Pipestone MN 56164

30. Return to work date

31. Date of death

:%\%AI’REATING PHYSICIAN (name, address, and phone)

N/A
Pipestone

(507) 825-5700

MN 56164

33. HOSPITAL/CLINIC (name and address) (if any)
Pipestone Medical Group

4th Ave. SW
Pipestone

34, Emergency Room Visit
Yes No

MN 56164

35. Overnight in-patient
[Jres No

36. EMPLOYER legal name
CORPORATE MANAGEMENT GROUP INC

188607

37. EMPLOYER DBA name (if different)

38, Mailing address
[2000 N. WASHINGTON ST. #290

39. Employer FEIN 40. Unemployment 1D #

0036373110

City State Zip Code 41. Employer's contact name and phone #
THORNTON CO 80241 Jessica Fraser (507) 562-6713
42. Physical address (if different) 43. Witness (name and phone)
N/A at this time
City State Zip Code 44, NAICS code 45. Date form completed
11/13/2007
46, INSURER name 51. CLAIMS ADMIN COMPANY (CA) name {check cne) Insurer
MINNESOTA ASSIGNED RISK PLAN Berkley Risk Administrators Company, LLC  TPA
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 #
11/13/2007 41-1887666 04 - 188602 -

MN FRC1 (05/03) Copies to: insurer, Employer, Employee, and Workers' Compensaticn Division {if no insurer)

BRAC 2510 (7/05)




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

EVERY ACCIDENT SHOULD BE INVESTIGATED AND THE CAUSES CORRECTED SO THAT MORE ACCIDENTS WILL NCT OCCUR. DO NOT GVERLOCK
THE SO-CALLED "UNIMPORTANT" CASES, BECAUSE, EXCEPT FOR "CHANCE" THEY COULD ALSQ HAVE BEEN SERIOUS. [T (S ONLY BY THOROUGH
INVESTIGATION THAT MANY OF THE REAL CAUSES CAN BE DETERMINED AND CORRECTED.

NAME OF EMPLOYEE  Kimberly Hunt company CORPORATE MANAGEM. pgpr.  Material Prep.
DATE OF acciDeENT  11/13/2007 Time  10:00 AM DID EMPLOYEE LOSE TIME FROM WORK?  YEs[_]no[¥]
HOURS LOST ON DATE OF ACGIDENT 5 HAS EMPLOYEE RETURNED TO Work? YES| |no[]
sos 7T Production Teammat SERVICE WITH THE COMPANY YEARS IN PRESENT JOB

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? ..o YES [7] noL[]
2. D INJURED PERSON VIOLATE ANY INSTRUCTIONS?....co.o oottt e eeeee ettt seeeeeeeesesas NO[/  yESO
3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? (IF APPLICABLE) ... YES [+] NoL[]
4. DID POOR HOUSEKEEPING CONTRIBUTE TO INJURY? ..o No [z vyeEs
5. DID HORSEPLAY CAUSE THE INJURY? oo Nols] yEs[3d
6. WASIT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? NOL/  YES[
7. SHOULD A GUARD BE PROVIDED? ...ovceievteeveicre e NO[/]  YES[]
8.  DID ANY BODILY DEFECT CONTRIBUTE TO INJURY? ..ot NO[v] YES[]
9. WAS IT CAUSED BY AN UNSAFE ACT? .ottt NO[v] YES[]

10. DID INJURED REPORT THE INJURY TO YOU, THE SUPERVISOR, IMMEDIATELY? ..o YES [/] NO[_]

ACCIDENT. (DESCRIBE WHAT INJURED WAS DOING AT TIME OF ACCIDENT, WHAT HAPPENED, WHO WAS INVOLVED, NATURE OF INJURY, PART OF
BODY AFFECTED.) Selzure

WITNESSES' NAMES ~ IN/A at this time

UNSAFE ACTS. (WHAT DID THE EMPILOYEE CR ANOTHER PERSON DO INCORRECTLY?)

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

ACTIONS TAKEN. (WHAT DID YOU DO TO CORRECT THE CONDITIONS WHICH CAUSED THIS INJURY?)

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

MEDICAL CARE. DID EMPLOYEE GO TO DOGTOR OR HOSPITAL? YESL | No [ IF YES, COMPLETE THE FOLLOWING
NAME OF DOCTOR OR HOSPITAL N/A DATE OF INITIAL VISIT

appress /A, Pipestone, MN 56164 TELEPHONE NUMBER  (507) 825-5700

AS SUPERVISOR, DO YOU FEEL THAT THIS INJURY SHOULD BE COVERED UNDER WORKERS' COMPENSATION?  YEs[_no[/]
REASONS WHY She noted she has a history of siezures.

ReEPORT sUBMITTED BY Mike Petronek pate  11/13/20G7

(507) 562-6713
BRAC 2520 (10/99)



Minnesota Department of Labor and Industry
Workers' Compensation Division

443 Lafayette Road North

Bt. Paul, MN 55155-4305

(651) 284-5030

1. EMPLOYEE SCCIAL SECURITY # | 2. OSHA Case #

First Report of Injury

See Instruciions on Reverse Side.
Please PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY format.

AL

DO NOT USE THIS SPACE

479-08-5820
3. DATE OF CLAIMED INJURY ] .
12/3/2007 choioy 08:45 32 work on dats oo 07:00 23
6. EMPLOYEE Name (last, first, middle) 7. Gender 8. Marital El Married
Hunt Kimberly [Iwm [/IF | Status Unmarried
9. Home address 10. Home phone # 11. Date of birth
1125 East 9th Ave (507) 727-1083 | 9/15/1973
City State Zip Code 12. Occupation 13. Regular departmeni 14. Date hired
Worthington MN 56187 laborer Material Preparation  |9/10/2007
15. Average weekly wage 18. Rate per hour 17. Hours per day 18. Days per week 19. Employment Z Fuii time : Part {ime
$400.00 $10.00 Status [ iSeasonal [ Volunteer

20. Weakly value of | Meals $0.00 ’ Lodging  $0.00 ] 2™ income $£0.60 | 21. Apprentice [Tves No

22. Tell us how the injury occurred and what the employee was doing before the incident (give details). Examples: “Worker was dniving iift truck with a pallef of
boxes when the truck tipped, pinning worker's left leg under drive shaf.” "Worker developed soreness in feft wrist over time from daily computer key entry.”

cut finger on saw blade

23, What was the injury or HIness {include the part(s) of body)? Examples:
chemical burn left hand, broken left feg, carpal tunnef syndrome in feft wrist,

cut hand on pointer finger

24. What tools, equipment, machines, objects, or substances were involved?
Exampies: chlorine, hand sprayer, pailet liff truck, computer keyboard.

saw blade

25. Did injury occur on D 26. Date of first day of any lost time 27, Employer paid for lost time on day of injury (DC)
employer's premises? Yes No .
If no, indicate name and address of place of 12/322007 E‘ ves No DNO fost time on DOI
accurrence 28. Date employer notified of injury 29. Date employer notified of lost time
15,1}21011 Corp VN 56164 12/3/2007 12/3/2007

pestone

peston 30. Return to work date 31. Date of death
12/5/2007

32. TREATING PHYSICIAN (name, address, and phone) 33. HOSPITAL/CLINIC (name and address) (if any) 34, Emergency Room Visit
Pipestone CT medical Center Pipestone County Medical Center Yes No
481 4th STreet 481 4th Street

Pipestone MN 56164 Pipestone MN 536164 35. Overnight in-patient

Yes No

(507) 825-5811

36. EMPLOYER Legal name
CORPORATE MANAGEMENT GROUP INC

188601

37. EMPLOYER DBA name (if different)

38. Mailing address
12000 N. WASHINGTON ST. #290

39. Employer FEIN 40. Unemployment 1D #

0036373110

City State Zip Code 41. Employer’s contact name and phone #
THORNTON CO 80241 Eileen M. Stephenson (507) 562-6808
42. Physical address (if different) 43. Witness (name and phone)
Keith Swenson (507) 562-4013
City State Zip Code 44, NAICS ccde 45_ Date form completed
12/03/2007
46. INSURER name 51. CLAIMS ADMIN COMPANY (CA) name {check one) Insurer
MINNESOTA ASSIGNED RISK PLAN Berkley Risk Administrators Company, LLC ~ TPA
47. Insured legal name 52. CA Address
222 South Ninth Street
48, Policy # or self-insured certificate # City State Zip Code
Minneapolis MN 55402
48, Insurer FEIN 50. Date insurer received notice 53. CAFEIN 54. Claim #
12/03/2007 41-1887666 04 - 188602 -

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

BRAC 2510 (7/05)




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

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

NAME oF EMPLOYEE Kimberly Hunt company CORPORATE MANAGEM. pepr.  Material Preparation
DATE OF ACCIDENT  12/3/2007 M 8:45 AM DID EMPLOYEE LOSE TIME FROM work?  ves[YInol[ ]

HOURS LOST ON DATE OF ACGIDENT 6.5 HAS EMPLOYEE RETURNED TO WORK? YES [ Ino [ ]
joBTiTLE laborer SERVICE WITH THE COMPANY 0 YEARS IN PRESENT JOB 0

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 YES [/] no[]
2. DID INJURED PERSON VEOLATE ANY INSTRUCTIONS? oo oeeeoeoeeeeee oo, NO[v]  YESL
3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? (IF APPLICABLE) ... YES [¥] NOL]
4. DID POCR HOUSEKEEPING CONTRIBUTE TO INJURY? oo oeeeeeeevevevrev Nols]  vyesO
5. DID HORSEPLAY CAUSE THE INJURY? oo Noi]  YES[]
B.  WAS IT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? ... NCo[?  Yes[]
7. SHOULD A GUARD BE PROVIDED?........... NO[¥] YES[]
8. DID ANY BODILY DEFECT CONTRIBUTE TO INJURY? . NO[y] YES[]
9.  WASIT CAUSED BY AN UNSAFE ACT? ............ NO[s] YES[]

10.  DID INJURED REPORT THE INJURY TO YOU, THE SUPERVISOR IMMEDIATELY? ..o YES [/] NO[]

ACCIDENT. (DESCRIBE WHAT INJURED WAS DOING AT TIME OF ACCIDENT, WHAT HAPPENED, WHO WAS INVOLVED, NATURE OF INJURY, PART OF
BODY AFFECTED) cut finger on saw blade

WITNESSES' NAaMES  Keith Swenson

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

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

ACTIONS TAKEN. (WHAT DID YOU DO TO CORRECT THE CONDITIONS WHICH CAUSED THIS INJURY?)

REMEDIES. (WHAT SHOULD YOUR QRGANIZATION DO TG PREVENT OTHER INJURIES LIKE THIS?)

MEDICAL CARE. DiD EMPLOYEE GO TO DOCTOR OR HOSPITAL? YES D NO I:l IF YES, COMPLETE THE FOLLOWING

NAME OF DOGTOR OR HosPITAL Pipestone CT medical Center DATE OF INITIAL VISIT

appress 481 4th STreet, Pipestone, MN 56164 TELEPHONE NUMBER  (507) 825-5811
AS SUPERVISOR, DO YOU FEEL THAT THIS INJURY SHOULD BE COVERED UNDER WORKERS' COMPENSATION?  YES[VINO[_]

REASONS WHY

REPORT suBMmITTEC BY Mike Petronek paTe  12/03/2007

(507) 562-6791
BRAC 2520 (10/99)




&5 &-Medical Referral to Employer
Employee Name: ?\ Y\M HU“H/ Date of Injury: |2 ) 03/0 /

AUTHORIZATION TO RELEASE INFORMATION: [ hereby anthorize the Health Care Provider who completes this form to release any
informatien to The Suzlon Rotor Corporation which sul stantiates, clarifies, or elaborates on my fitness for

U el AU 213/ 7

o Emptoyee Srgnatﬁ Date

Medical Provider ? p@%/\@ W\Y\) 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 o

Besbpyf s

Foep

Diagnosis: (’,{Lk/ “ oA - SPD [\/\’\'@/ —Fg Vﬁe/ ____ Non-work related
S()u\/\/ ( %\W\ L{ S+\C / “? __ Undetermined

Treatment Plan: !%’\%gg 57 (/ ; ( U-’Lb Work related

RETURN TO WORK: Wlth No Limitations Date:
(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.)

X TOTALLY DISABLED: (Dates) From: ] R ~3 —& 7 To:

RESTRICTED WORK: Duration of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.
Restricted Lifting: Maximum lift: 101bs 201bs 301bs 401lbs 501bs
Weight limit for repetitive lifting or carrying: {more frequent than 2 times per hour)
0-51bs 5-101bs 10-20Ibs 20-301bs 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:

/
Medical Provider Signature: / /,%-——-— - Date: ( 2 ~ 3“@ >
S v

Please fax back form to 507.562.6800 — Attn CMG/ESSG



Discharge Date 12/03/07 Time: 1007

DIAGNOSIS: laceration to left index finger
DIAGNOSIS: fracture to tip of finger left index

DIET: regular
Activity no work for 36 hours

Medication, Dose, When to take it, Why you take it
: Tylenol for pain

Physician orders/Special instructions:

¢ *%% ER - Wound Care ***

: 1. Keep involved area clean and dry. Keep cover if draining.
: 2. Keep covered with a original dressing Tor 36 hours.

: 3. Keep open to air if not draining and can be kept ¢lean.

: 4. Report signs of infection: redness and pain. swelling.

: drainage, and/or fever.

: 5. After 24 hours, may gently wash.

: 6. Wear splint at all times unti? seen hy Dr christensen.

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

Return Appointments:
: Br Christensen mon Dec 10 @ 4:00

Discharge to Home/Self care

Accompanied by Self per Ambulatory

T97.8 P 88 R 20 B/P 135/92 Wt in Ibs:
Atlergies: NKA

Comments

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

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

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

Nursing ED/OP Discharge SUMMAry  (permanent part of the Medical Record)
(Signed copy to Medical Records and copy te Patient)
Run en 12/03/07 at 1019




Minnesota Depariment of Labor and Industry

Workers' Compensation Division

443 Lafayette Road North
St. Paul, MN 55155-4305
{651) 284-5030

First Report of Injury

See Insiructions on Reverse Side.
Please PRINT or TYPE your responses,
Enter dates in MM/DD/YYYY format.

1. EMPLOYEE SOCIAL SECURITY #

2. OSHA Case #

AR

DO NOT USE THIS SPACE

479 0\‘8 5820 o e B T v v i e e e e vm e ]
3 DATE DF CLA’MED INJURY 4. T arm 5. Time employee began,~, .am

12/3/2007 o of i IHJWY 08 45 [ Jem work on date of injury 07 00 [ ]pm

,6__ %@EEOWYEE J‘iaf"le}':"“f'tf’iw'd?‘[ef e .| 7.Gender 8. Marital D Married

Tunt Kimberly | LM [F | Status [7] Unmaried
9. Home address S 10. Home phene # | 11, Date oibirth =~

Q125 FastOthAve TTH(507)727-1083 | 9/15/1973
Clty . State o ZipCode 12 . Oceupation s Regular department |14 Date hired
Worthington _ MN: 56187 |daborer | Material Preparation [9/10/2007
13. Averags weekly wage. |, 16. Raie per haur . _ 17 Hours per.day 1‘8,wD,ays. per wesk 18. Employment IZ Full time : Part time
o $400. 00 MMMMMMMMM $10Q0 L _8 ) Status Seasonal [ ]Volunteer

20. Weakly value of | Meals : $O OO Lodgmg $0 OO | 2" income - $OO(} 21. Apprentice [ Tves ¥ |No

22. Teli us how the injury occurred and what the employee was doing before the incident (give details). Examples: "Worker was driving liff truck with a pallet of
boxes when the truck tipped, pinning worker's left leg under drive shaft.” “Worker developed soreness in left wiist over fime from daily computer key entry.”

;cut finger on saw blade

23 What was the injury or |Ilness (mclude the pari(s) of body)'? Examp!es
£hamical burn left hand, broken left leg, carpal tunnel syndrome in left wrist . .

‘cut hand on pointer finger

24, Whattools equipment, machmes objects, or substances were mvoived'?
.Examples: chlorine, hand sprayer, pallet lift fruck... computer keyhoard... .. ..

:|'saw blade

=25. Did injury occur on
employer's premises? Yes l:] No
If no, indicate name and address of place of

12/3/2007

ZB. Date of first day | of any Icst t;me T

|:| Yes No

27, Employer pald for lost time on day of |njury {DOI)
] e tost time an DOI

28. Date employer notified of injury

12/3/2007

29. Daie employer not:f ed of Iost ilme

occurrence
Srlzlon Corp 12/3/2007 o
Pipestone MN 56164 30. Return to work date

112/5/2007

31. P?Ee ofdeath

32. TREATING PHYSICIAN. (name, address,.and phcme)
‘Pipestone CT medical Center

a3 HQ,SF’l.TAUCi INIC Lname and.address) (if.any). .. .
estone County

Medical Center Yes

34. Emergency Room Visit

No

[JYes

35, Overnight in-patient

[+ ]No

36 EMPLOYER Legal name

CORPORATE MANAGEMENT GROUP INC 188607

37. EMPLOYER DBA name (ftdifferent) ...

38. Mailing address
12000 N. WASHINGTON ST. #290

39, Employer FEIN

‘ 40 Unemployment 1D #
0036373110

City State Zip Code 41. Employer’s contact name and phone #
THORNTON CO 80241 Eileen M. Stephenson ___: {(507) 562-6808
_.4,_2-, Physical address (ifdifferenty . _________ | 43 Winess (name and phong) i

|KeithSwenson 1 {(507) 562-4013
Méu{yy T sate  7ZpCade | 44 NAICS code 45 Date form completed

12/03/2007

46. INSUREIM?Mnen"m; ——— — 51. CLAIMS ADMIN COMPANY (CA} name {check cne) Insurer
MINNESOTA ASSIGNED RISK PLAN Berkley Risk Administrators Company, LLC ~ TPA
47. Insured legal name 52. CA Address
222 South Ninth Street
48. Policy # or self-insured certificate # City Siate Zip Code
Minneapolis MN 55402
49. Insurer FEIN 50. Date insurer received notice 53. CAFEIN 54. Claim #
12/03/2007 41-1887666 04 - 188602 -
MN FRO1 {05/03) Copies to: Insurer, Employer, Employee, and Workers' Compensation Division (if no insursr) BRAC 2510 (7/05)




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

EVERY ACCIDENT SHOULD BE INVESTIGATED AND THE CAUSES CORRECTED SO THAT MORE ACCIDENTS WILL NOT OCCUR. DO NOT OVERLOOK
THE SO-CALLED "UNIMPORTANT” CASES, BEGAUSE, EXCEPT FOR "CHANCE" THEY COULD ALS0O HAVE BEEN SERIOUS. IT 1S ONLY BY THOROUGH
INVESTIGATION THAT MANY OF THE REAL CAUSES CAN BE DETERMINED AND CORRECTED.

NAME OF EmpLOYEE Kimberly Hunt =~~~ "2 COMPANY CORPORATE MANAGEM pept. Material Preparation:
DATE OF ACCIDENT '12/3/2007 “TIME 8:45 AM  © Dip EMPLOYEE LOSE TIME FROMWORK?  YES (¥ Ino[ ]
HOURS LOST ON DATE OF ACCIDENT - 6.5 HAS EMPLOYEE RETURNED TO WORK?  YES .NO[}

| SERVICE WITH THE COMPANY . O YEARS INPRESENTJOB « Ok

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 INSTRUGTED IN SAFE AND EFFICIENT METHODS? oo YES No[]
2. DIDINJURED PERSCN VIOLATE ANY INSTRUCTIONS?........... N NO YESL]
3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? {iF APPLICABLE) YES No]
4.  DID POOR HOUSEKEEPING CONTRIBUTE TO INJURY? ..o, NO YES[]
5. DID HORSEPLAY CAUSE THE ENJURYZ .o oo eeeee e eee e eeea s NO YES[]
6.  WASIT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? NO YES
7.  SHOULD A GUARD BE PROVIDED? ........... N NO[Z] YESD]
8.  DID ANY BODILY DEFECT CONTRIBUTE TO INJURY? . NOC YES[]
9. WAS T CAUSED BY AN UNSAFE ATT ..oeeeecesits et iteerems e e eeeeese e e eeeeseee s s e eeeeeeemee e oo oo rrs s banss NO YES[]

10.  DID INJURED REPORT THE INJURY TO YOU, THE SUPERVISOR, IMMEDIATELY? ..o YES No[]

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

BODY AFFEC'{ED) cut finger on saw blade 5

WITNESSES' NaMes  Keith Swenson

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

i

JUNSAFE CONDITIONS. . (WHAT UNGUARDED OR UNSAFE C TION_ QF MACHINERY, EQUIPMENT, BUILDING OR PREMLSMEHS“WAS INVOLVED?)

s

ACTIONS TAKEN. (WHAT DID ¥OU DO TO CORRECT THE CONDITIONS WHICH CAUSED THIS INJURY?), . .

4
4

]
¥

MEDICAL CARE. DID EMPLOYEE GO TO DOCTOR OR HOSPITAL? YES D NO l:l IF YES COMPLETE THE FOLLOWING

NAME OF DOCTOR OR HOSPITAL | PlpCStOIle CT rmedlcal Center L DATE OF INMTIAL visiT 12/03/2007

- TELEPHONE NUMBER (507) 825-5811

aoDRess 481 4th STreet, Pipestone, MN 56164

AS SUPERVISOR, DO YOU FEEL THAT THIS INJURY SHOULD BE GOVERED UNDER WORKERS' COMPENSATION?  YEs[y/Ino[ ]

REASONS WHY -

RepoRTSUBMITTEDBY Mike Peronek At 12/0372007

BRAC 2520 (10/99)



LOPYNgAT Medox 199y

3 PART DRUGS OF ABUSE TEST REQUEST

+ |

MEDIOX
lA!D!ATOIIES,iNCX

>+

s i

ek

To be completed by
COLLECTOR / DONOR

8
T
=
P

Social Security No, Employee No. or other Identfification No. Specimen Type:
~2 /7 o L oo - [ Blood  ~=}-tine
Donor 1.D. i i fas/ ] £ 8 4
Li IN=hi(eer1Z]e [ Oral Fiid
MRO {[!lonarﬁ Ne;me : C 1
: ast, firs? H - T4 [ D - 4
or SN LA AL Pnole aus
Donor " ] - 1 - Refersify Phys.
Daime  |FNT | WE £ B NV Compen
\LEGNINTI1SE @0 S EVA1 1 S E—
DONOR CONSENT 1 certity that { provided my specimen fo the coflector, that the specimen container was sealed
with a tamper-proof seal in my presence; and that the information provided on this form and on the label affixed o the specimen
bottle is correct. | authorize MEDTOX {o release the results of the tesis to my employer, prospeciive empioyer, employer
representative and/or their authorized healthcare professionals. :
£ Ty
Sign\aturg’ : R Month Day DATE Year
Account # AV [ R 1 o) o~
7 ' — Ty
A o b daaobl
Tast(s)
Ordered
2S¢ To be Completed by i [] Pre-employment ] Random ["] Reasonable Suspicion 7] Other (specity:
™ COLLECTOR Indicate Reasen ol
g : for Test J Reium to Duty ] Foflow-up ::E[ Posi Aci:;“gent {71 Periodic Medical
5 B-Spackmen temperaiure Specimen Temperature within
’g3 e It by b read wihin 4 | fange”(80°-100°F132°38°) 81605
B minutes of collection AS] YES ] No, Remark Required
. %
“? To be Completed by COLLECTOR Coliection Site Phane Na. Fax No
E
P n: Facility and Address ARl Hli1d 3\ PO SR R E= PN I I
e Date and Time of Collection  Month Day . Year Hour Minutes ,
' . i e
[ LTOSTA e o ch gt
Reraarks Concaring Callecion e TVE [ pm 4

I, tha collector, by signing below cerlify that the spacimen icentified on this form is the specimen given to me by the donor identified above and ihat it has baen collacted,
labeled, ﬁgaled and released to the Delivery Service noted in accordance with applicable requirements.
e ;

- TEFb o

ooy

SPECIMEN BOTTLE(S) RELEASED TO:

yl!gr\ne of Delivery Service Transferring Specimen to Lab

! _Signatyré of Collector f/ DHIL: D Local Courier
{PRINT) Collectbr's Nama (FirsL, M, Last) [J Other

COPY 3 - GIVE TO SUBJECT

A-12h {1/0RY min 11/0R




Minnesota Department of Labor and industry
Workers” Compensation Division

443 Lafayette Road North

St Paul, MN 55155-4305

(651) 284-5030

2 OSHA Case #

1. EMPLOYEE SOCIAL SECURITY #

First Report of Injury

See Instrictions on Reverse Side.
Please PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY format.

ARV R

DO NOT USE THIS SPACE

479-08-5820 o
3 DATE OF CLAIMED INJURY . .

4. Time - am 5. Time empioyee began,~ =~ - = - am

l l/l 3/2007 o i | ofinjury | ]O OO e work on date of injury 07 00 I:lpm
GwEDf?IZQXEWEMI\EamevU?St ﬂSt mlddle) .| 7.Gender 8. Marital DMarried

Hunt B DM F Status Unmarried

10. Home

9. Home address

'[(507) 727-1083 :

11. Date of blrth

phone #

Cjtg o State _Zip Code o 12 Occupatlorl . __|/13 Regulardepartment = | 14, Date hired
Worthington _ N: | Production Teammeg | Material Prep. 9/10/2007
13. Average weeklyuwege 6. Rete per hour . 1? Hours per dav 1,BmDa;:su per week 19, Employment ¥ |Full time | |Parttime

: Y $1QM0MON ) ] ‘ > Status [ |Seasonal [ |Volunteer
20. Weekly value of: Meals - o I Lodging o : 2“" income o ) 21, Apprentice [:]Yes .Nc

22. Tell us how the injury occurred and what the employee was domg before the |n(:|dent (glve detatls) Examples: "Worker was driving liff truck with a pallet of

boxes when the truck lipped, pinning worker's left leg under drive shaft,” "Worker developed soreness in left wrist aver time from daily comg

‘Seizure
B

H
4

fer key eniry.!

23 What was the lnjury or iliness {include the part(s) of body]‘? Exampfes
chemical burn left hand, broken Jeft leg, carpal funnel syndrome.in left wrist. .. .. .. -

‘Siezure

A

24. What tools, equipment, machmes objects or substances were mvoived"
.Examples:, chicdne, hand sprayer, pallet it truck, computer keyhoard . . . . .

525. Did injury aceur on
employer's premises? Yes D No
If no, indicate name and address of place of

Report Only

286, Date of first day of any iost tlme

27. Employer pald for Iost hme on day of |njury (DOi)

[dves [Ine  [¢Iolesttime on DO

28. Date employer notlf ed of injury

29, Date employer notified of Iost 1|me

AAAAAAAA

occurrence
1711 S HWY'75 11/13/2007
Pipestone MN 56164 | --corme-

¥

30. Return tp _wgrk'date

T e e e v e e o cn s e e e e e

';%JREATING PHYQIFLAN(nam& addrass,.and phmp)

‘4th Ave, SW

33 HQSPLTAJJCI lNiC fnamF' and.address} (if any\ o,
‘Pipestone Medgcal Group ;

| :Pinestone .

34. Emergency Room Visit
Yes No

35. Overnight in-|
[CJyes

patient
7N

36 EMPL(E);ER Legal name
CORPORATE MANAGEMENT GROUP INC

188601

57.EMPLOYER DBA name (i different) e

38. Mailing address
12000 N. WASHINGTON ST. #290

39. Emp]oyer FEIN 40. Unemployment ID#

0036373110

City State
THORNTON CO

Zip Code
80241

NJA at this time

n e e

Clty

45 Date form comp!eted

11/13/2007

44, NAICS code

46 INSURER name

51. CLAIMS ADMIN COMPANY (CA) name (check one) Insurer
MINNESOTA ASSIGNED RISK PLAN Berkley Risk Administrators Company, LLC  TPA

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 #

11/13/2007 41-1887666 04 - 188602 -

MN FRC1 (85/03) Copies to: Insurer, Employer, Employee, and Workers' Compensation Division {if no insurer)

BRAC 2510 (7/05)




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

EVERY ACCIDENT SHOULD BE INVESTIGATED AND THE CAUSES CORRECTED SO THAT MORE ACCIDENTS WILL NQT OCCUR,

DO NOT OVERLOOK

THE SO-CALLED "UNIMPORTANT" CASES, BECAUSE, EXCEPT FOR "CHANCE" THEY COULD ALSO HAVE BEEN SERIOUS. IT IS ONLY BY THORCUGH

INVESTIGATION THAT MANY QF THE REAL CAUSES CAN BE DETERMINED AND CORRECTED.

NAME OF EMPLOYEE ‘Kimberly Hunt . COMPANY ° CORPORATE MANAGEM pepr. Material Prep
DATE OF ACCIDENT (11/13/2007 ETIME .‘§10100 AM . ,_ DID EMPLOYEE LOSE TIME FROM WORK?  YES[_Ino[Y]

HOURS LOST ON DATE OF ACCIDENT

JOB TITLE Productlon Teammate i

HAS EMPLOYEE RETURNED TO WORK? ~ YES no I:!

SERVICE WiTH THE COMPANY o YEARS IN PRESENT JOB e

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? .... YES [/]

2. DID INJURED PERSON VICLATE ANY INSTRUCTIONS?. ...t NG
3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? (IF APPLICABLE) YES
4. DID POOR HOUSEKEEPING CONTRIBUTE TQ INJURY? ............ NO
5. DID HORSEPLAY CAUSE THE INJURY? .......... NO
6. WAS IT CAUSED BY SOMETHING WHICH NEEDED REPAIRS?

7. SHOWLD A GUARD BE PROVIDED? .............. A et e e s e e ene et et et e ne e em e NO
8. DID ANY BOBILY DEFECT CONTRIBUTE TO iNJURY’7 NO
9. WASIT CAUSED BY AN UNSAFE ACT? cooreeeeeieecere et reeeeeean s essrnaisesbe st enensssseeaennees NO
0.

DID INJURED REPORT THE INJURY TO YOU, THE SUPERVISOR, IMMEDIATELY? ... YES

=y

z
O

I N S 1N N N RN
7

N

NG
YES
NO

ACCIDENT. (DESCRIBE WHAT INJURED WAS DOING AT TIME OF ACCIDENT, WHAT HAPPENED, WHO WAS INVOLVED, NATL

E;U
ka1l

BODY AFFECTED.) -Selzure

e}
M
=
—
=
)
_<
'ﬂ
X
;U
_|
o)
il

WITNESSES' NAMEs  N/A at thiS tme

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

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

]

AC:I'IO!\}_Sw TAKEN. (WHAT DID YOU DG TQ CORRECT THE CONDITIONS WHICH CAUSED THIS INJURY?). _

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

MEDICAL CARE. DID EMPLOYEE GO TO DOCTOR OR HOSPiTAL’? YES D NO D IF YES, COMPLETE THE FOLLOWING

NAME OF DOCTOR OR HOSPITAL N/A e o L DATE OF INITIAL VISIT

aooress N/A, Pipestone, MN 56164 o . TELEPHONE NUMBER

'11/13/2007

(507) 825-570 :

AS SUPERVISOR, DO YOU FEEL THAT THIS INJURY SHOULD BE GOVERED UNDER WORKERS' COMPENSATION? _ ves[ Ino[/] = .

REASONS WHY EShe noted she has a history of siezures.

REPORT SUBMITTEDBY Mike Petronek N — pate 11/13/2007
(507) 562 6713 :

BRAC 2520 (10/99)




AV, 13 D007

| ME AND LIMBERLY ERE PUSHNG A Zoll carT
 DOWN THE TABLE | Witedd ENBeRLY 60T DOSAN

O THE _END OF THE TABIE _SHE WENT DowAN ..
L OM . ONE Enee. T moved puer fo Ste iF SHE

WAS  ARGHT AMD covip Tl SHeE wdsN7. T

- GRARDED  KiM BY THE JIDE AND LAVEN HER
— DOWN. 50 SRHE Woot) MIT  HiT HER JEAD. AT
LTHIS TIME . KIMBERIY WERT NTo A Sazuls.,

LTI TAEM GOT. HEIP TO HER. Vela. camMB AOD
o ANE HER . MoUTH TO FlouTr  BECAUSE KM BER)

WA HAING TEIOBLE BCEATHIN G WE cAuED Foil
A AMBUANCE,

TN Blee




Suzlon Accident Report

Taken to Hospltal or Clmlc‘? Y‘\A

: /dg ~ /30 ‘ Is This a Near Miss? Y__ N ‘\/

Date of Occurrence:

Time of Occurrence: 0

" Date Reported:_/./~{3-07 Team Leader:. (;ex-ft P (Q«%ELUMW\
Department: [Vodovinf YO . payshirt Y Night shif ___ @ o
Location of where accident occurred {be s,beciﬁc) ' ’ _ :

TAFIE E - ).

Description &f accident / injury
Lfshie g fall At il Arsle _whtn py gt 4o 7%5’
/n// /:77‘ 7%%’ A é/méﬂ// ) /,://7%7/ chosd/ G’A, oNE /Kﬁf{

'}’/%Ke’c/ /m/ 75 ‘T/u/ 4ins é?//f‘/a‘)??‘ ard _She /mc/ ZEES N
— : oucd“?

Wltnesses names

1500 RUORT

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

Employee Feedback

" Team Member Signature T ' -Date
ﬁ@ﬁ@?&b‘@ﬂ\ﬂwvr\ - AL /8‘0”7 ,
~ Team Leader Signature D o _Date . ' _
Qg. o - MO\/— 0"7
Safe&y Officer Signature : " Date

Team Leader: Perform Accident Investtgatmn, Implement Correctwe Actton, and submit '
completed ﬁer to the Safezj/ and Environmental Oﬁ‘ cer before the end of your: sh:ﬁ

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




Suzlon Accident Report

Taken to Hospital or Clmlc'-‘ YX N__

Date of Occurrence _L@ / %\O”l : Is Thls a Near Mzss? Y N \/

Time of Occurrence:_/ @~_ IS _ - |

Date Re.po.rte'd: (3 ;0‘7 ‘ - Team Leader:, (*exﬁ 1/1 KQQMWV\
Departmeﬁf:fW@@Ma ¢ -qul@ P _ .-: Day shift _'X Night shlft

Location of where accident occurred (be specific)
TAA)E F.
' Description ofaccideﬁtiinjury' _
LU5h e o Latl cart il As/g | When py a/w‘ 4. 1he |
. ﬂ% She Lab ;;f/gﬁ/)f’// / /4//7747/ cl’d CM ONE /4175-{

:f/’%%fc/ /)f’/" i”ff” TA/ L4 é?/f"/d/’??c ﬁﬂéf 5/4;’ /7/‘(2/ A >
| ou@f ’

Wltnesses names

TR0 ’S(OQCE,

Correcttve action (If needs further investigation use for_n_n._F:ST:GZ)

Employee Feedback

Team Member Slgnature _ ' - R ‘Date -
@&@Mm R § LY (< R0
Team Leader Signature . o - Date =~

Q2 amecen

_ Saféy Officer Slgnature - , Date

~ Team Leader: Perform Acc:dent Investtgatwn, Implement Corrective. Actum, and subm:t '
completed form to the Safety and Enwronmental Oﬁ“ cer before the end of your shzft

F:SF:03 ~ Rev Num:4 Rev Date: 16-Jul-07




Jessica Fraser
Account Manager
Phone: 507.562.6713
Fax: 507.562.6800

jessica@corpmgmigroup.com

—
rax

To: CMG Corp/ESSG From: Jessica
Fax: Pages:

Phone: Date: 10/03/2007
Re: CcC:

{1 Urgent {1 For Review 1 Please Comment [l Please Reply

[ Please Recycle

¢ Comments:
ESSG Please file with Work Comp.
Kimberly Hunt

Date of njury: 10.03.07
Treatment; 10.03.07
Medical Only; prescription given; NO restrictions

Treatment at the Pipestone Co. Medical Group
Dr. Cooper
825.5700




EST REQU

i

EST

i

Ve

I.ABOEATDEIES,H{CX

Employer:

SPECIMEN 1D

;? completed by
g COLLECTOR / DONOR

Sccial Security No, Emplayee No. or other identification No.

" Specimen Type:
Donor 1.D. . /} i NG e A Ty [ Bioos 1‘\?/{rine
orer i-w'f Ci il L g i 2\1 /_) (.J"; ] orabEiin
Donor Name [, - . : _‘
E oot L AL el ey
Doy [ ] T T T Refering Phys.../ 7 P
Dayfi g ST Y 5 7 Al R %
ﬁﬁ_i{if_?_ﬁf’ii_ { “\% _’Cf."ipiy___uliii_}f/_‘l___“az,

DONOR CONSENT certify that | provided my specimen to the collecior, that the specimen container was sealed
wilh & famper-proof seal In my presance; and thal the informatien provided on this form and on the labe! affixed to the specimen "

botile is correct. | authorize MEDTOX to rolease the results of the tests to my employer, prospective employer, employer - <

representalive and/or their authorized heaithcare professionals.

Month Ca

L b 5ok

Signalu;é“ B ¥ DATE

Year

N

% To Ee CO_;_nPlEtEd by Indicate Reason Memp]nment [] random {7 Reasonable Suspicion [ oter (specity):
;E: COLLECTOR for Test [ Retum to Duty [} Follow-up [ Post Accident [ periodic Medical
S .
: B Specimen temperature Specimen Temperature within
| 53 E%EEECCE‘,'%);? ted by must be read wilhin 4 Qg (80°-100°F/32°-38°C) 81605
B minutes of collection . AL IEs  [] No, Remark Required

To be Completed by COLLECTOR N

Ty :  Collection Site Phona No, Fax No.
Efn .: {
F™ Coflection Site Location: Facility and Address 7 oI DO 6\ 7 )‘
Date and Time of Collection _ Menth Day Year Hour  Minutes -
T i I s - am
1 3= 'é— I Pl et TR 4 L
i R i A - .
Remarks Conceming Collection BMER Y, ““"gAI.’rE“'Jg —— 7 — ijEA{ [Jem *

}, the collector, by signing below certify that the specimen identified on this form is the specimen given to me by the denor identified above and that it has been collected,
!abelgg,seéf d and released, to the Dalivery Service noted in accordance with appiicable requirements.
o ; p .

o TNy = SPECIMEN BOTTLE(S) RELEASED TO:
. ) }!f{,-z\ n ,g,-\%,r—--. /i{)}@mg,of Delivery Service TrgnSZem'ng Specimen to Lab
g ' ,;—éf ng“a’”rf;;%”f”“’ - L DHL. [ Local Courier
2 £ / e [ran

g PRINT) Coemiars Name (Firdh, MI, Last) 1 Other

— e

=

=2

=

[=1

j=]

O

COPY 3 - GIVE TO SUBJECT " A-19b Ao mia 118



Jessica Fraser

Account Manager
Phone: 507.562.6713

Fax: 507.562.6800
jessica@ corpmgmigroup.cotmn

M
IaX

To: CMG Corp/ESSG From: Jessica
Fax: Pages:

Phone: Date: 10/03/2007
Re: CC:

[ Urgent {1 For Review L]l Please Comment [ Please Reply

O Please Recycle

® Comments:
ESSG Please file with Work Comp.
Kimberly Hunt
Date of Injury: 10.03.07
Treatment: 10.03.07
Medical Only; prescription given; NO restrictions
Treatment at the Pipestone Co. Medical Group

Dr. Cooper
#507.825.5700




Suzlon Injury Report

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

Team Member: K L ‘—XVLLF\.JC If taken to Doc;tor, fill out this section
Date of Occurrence; > (o &OOW _ ~ Date of Treatment:
Time of Occurrence: ‘ D3 o Time of Treatment:

Department: ‘(\{\0&2 A LCL-Q @f\&:io Doctor:

Team Leader: \\ \&QC&; m Drug Test Performed: Yes  No
Date Reported: 6 O CX; CQODﬁ Drug test date & time:

Location of where accident occurred (be specific)
Table A memmoi\)m{) Ghea, ¢

Description of accident / injury

Ou’%‘&na CFm Q(Qo&g Jevc_o- bi%&@@gﬂw—
O 2
and M&QQM\ Uw%_“@@#&zb

Witnesses names
/71{&1, OEQM \&MQ&L& @J’Aﬁ/ﬂ g;/t )

Corrective action (Include task, equipment, environmental, and management factors) - f needs further

mves&gatlon use form F:ST:02
Ace  ineshk Wncgaclku =Y ¥4 ﬂ\a‘@ : -}

N

. Employee Feedback

Team Member Signature Date

;M InTen o 3 Daif 07

Team Leader Signature -Date

(/'lu_k..‘)__; (S‘}(M/\_ L ' (3;();!'— = 207

Humfn Resources Signature _ : l Date

C

F:SF:03 Rev Num:2 Rev Date: 20-Qct-06 7



ACCIDENT REPORTING
PROCEDURES

S8.R.C. - Pipestone, MN U.S.A.

Employees are required to report all job related injuries to your Manager or Human
Resources immediately of the occurrence. The Manager with the Employee will conduct an
accident investigation. Human Resources or the Manager may provide first aid treatment. If
your injury needs to be seen by a medical provider:

1. A medical referral form must be picked up from the Human Resources or the
Manager to take along to the medical provider before each medical visit (except for

emergencies).
2. The completed medical referral form must be returned immediately to the Human

Resources after the medical providers' visit along with the date and time of next

appointment.
3. Any change in attending medical providers must be approved by the Insurance Carrier or
coordinated with the Human Resources.

If your job assignment aggravates an already existing physical condition, notify your
immediate Manager and Human Resources, A review of your job assignment will be made.

5. Return to Work Assisnments are used to provide short-term work that accommodates
restrictions of Employees as early as possible after an injury. Our goal is to maintain regular
contact with the Employee, provide support, maintain a safe work environment during the
convenient period, avoid pitfalls of disability and keep the person gainfully employed within
their present medical restrictions until returned to their regular job. Medical placement in to a
temporary return to work assignment is accomplished by written approval from a physician
with the assistance from an Occupational Specialist and SRC Management.

Employees will be retained within their job classifications whenever possible. If the
employee remains on restricted duty regular progress meetings will be scheduled. If the
Employee cannot return to their regular job within a reasonable time period, (ie. sixty to
ninety calendar days) the Employee may be considered for alternate placement within Suzlon
or Qutplacement Rehabilitation.

Regular communication must be maintained with your Manager and Human Resources
after any work related injury has occurred. Future medical providers' visits or absences
should be coordinated through Human Resources for accurate reporting of Employees
medical condition. Failure to comply with this policy may result in disciplinary action or
cause a delay in Insurance benefits.

Clocking and pay procedure: Employee’s if leaving the building will clock out and will
not be paid by SRC while attending appointments. All lost time hours of pay will be paid by
submitting by the employee to the insurance carrier and reimburse at 66 2/3% of their straight
time wages  (less applicable taxes) in accordance with Minnesota State Worker’s

Compensation laws.

will comply with these procedures or be subject to
termination of employment.

I have read received a copy a
disciplinary action up te and includi

e Date: [{) - ,2, 57

F:HR:11 RevNum:l Rev Date: 23-AUG-2006




Referral for Medical Treatment Report to
Employer

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

Employee Name: Date of Injury:

AUTHORIZATION TO RELEASE INFORMATION: I hercby authorize the Health Care Provider who completes this form to release any
information to The Suzlon Rotor Corperation which substantiates, clarifies, or efaborates on my fitness for duty.

Employee Signature Date

Medical Provider Date / Time of Appt:

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

AlIG
PO Box 1822
Alpharetta, GA 30023

1-866-642-5246

incomplete billings or those mailed directly to Suzion Rotor Corporation may result in slow payment processes.

f/
Diagnosis: W W a ? Non-work related
v /
__ Undetermined

Treatment Plan: %JW m U— %/ ork related

RETURN TO WORK: ""/\a\/ith No Limitations Date: [ o- 3 -d 7

(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: 10ibs 201bs 30lbs 401bs 50lbs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)
0-51bs 5-101bs 10-201bs 20-301bs 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: &J W Provider’s Comments: ﬁ‘
Z 7 o A
NAy WWJWfYﬁM/”/{%‘{
‘Medical Provider Signature: 4% — Date:

F:HR:07 RevNum:l Rev Date: 23-AUG-2006
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AlG Domestic Claims, Inc.
AIG Workers’ Compensation Division

P. O Box 1821
Alpharetta, GA 30023-1821
Oct 23, 2007 866-642-5246 (Toll Free)
866-958-1211 (Fax)

PIPESTONE MEDICAL GROUP
920 4™ AVENUE SW
PIPESTONE MN 56164

To whom it may concern:
We are unable to process the enclosed documentation for the following reason(s):

[} Our records indicate that an Employer's First Report of Injury has not been received for this
employee. H the report has already been sent, we would appreciate your forwarding another
copy with the enclosed documentation. A new Workers' Compensation injury can also be
reported by phone at (877) 399-6442.

[x]|We have researched the attached documents but have been unabie to match the patient to a
claim in our Workers’ Compensation data base. Please verify this is a Workers’ Compensation
claim and that AlG is the handling administrator of these claims.

[ ] We need additional information to process (checked):

. | AIG CLAIM NUMBER [] AIGPOLICY NUMBER [ ] TAX ID NUMBER

] CLAIMANT NAME [ ] INSURED NAME [ | ITEMIZED CHARGES

] SSNUMBER [ ] DATE OF INJURY/LOSS | | CPT/REV CODES

{ | DATE OF BIRTH ] DATE OF SERVICE [ ] PROVIDER NAME
PHYSICAL ADDRESS

[ 1 Additionally several states require the use of standard HCFA/CMS1500 or UB92/UB04 billing
form. AR, CO, CT, DC, FL, KS, LA, MA, MI, MN, MS, NC, NH, NM, NV, PA, RI, SD, TX, & VT

[_]Other: Our records indicate that your company is the designated TPA for this policy. Please
notify the sender of your cerrect mailing address.

Please resubmit all documentation with the information requested should additional processing be

necessary. lf you have any questions on this correspondence, please contact our Customer
Service Department at 866-642-5246. Thank you for your cooperation.

AlG Domestic Claims, Inc.
Document Management Center
Linda Lafond, Manager (R 27)

ENCL: Original Correspondence




. ALPDPA1 oCT 1820001  &1s o100 4
1 PO BO
HEALTH INSURANCE CLAIM FORM ALPHARETTA 8A 30023 &
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0805 o
[TTrea Fea T 4
1. MEDICARE MEDICAID TRICARE CHAMPYA GROUP FECA CTHER | 12. INSURED'S 1.B. NUMBER {For Prograr i 4igm 1) ::-
[ eccar [ | oo a0 Bonressn DMWD&E&E&L‘“D%&]‘MEM 475986820
2 PATIENT'S NAME {Last Nama, First Name, Micdis irshial) 3 ?mEN’I"gS!RTH D‘;_\JE SEX 4 INSURED™S NAME {Last Name, First Mame, M:ddie Intal)
HUNT KIM K| ©9:15 19734 | #[X] |HUNT KIn K
5. PATIENT'S ADDRESS {Mo., Sureat} &. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADCRESS {No.. Stroel}
1125 E STH AVE set[ ] spouse[ Jomu[] omeeX] [1125 E 9TH AVE
cmy STATE | B PATIENT STATUS oy STATE 5
WORTHINGTON MN | swge[ | mames| ] ome] ] |WORTHINGTON MN_|E
ZIP CODE TELEPHONE (inciude Area Code) 2iP CODE TELEPHONE (Inctuda Aren Code} ;
55187 607)727 1083 Empioyes || Semen’ || e[ ] |56187 {507)727 1083 |§
9. OTHER INSURED"S NAME {t.ast Nama_ First Narmp, Midclg Intal) 10 18 PATIENT'S CONDITION RELATED TQ 11 INSURED'S POUICY GROUP CR FECA NUMBER E
=]
8 OTHERINSURED'S POLICY OR BROUP NUMBER a. EMPLOYMENT? [Current or Previous} & |NSUF|‘EAI.;J‘|'S DAJS OF BIFIY'LH SEX g
[wes e L o 5 L S -
b OTHER INSURED'S DATE OF BIRTH $EX b. AUTO ACCIDENT? PLACE (Statg) [P EMPLOYER'S NAME OR SCHOOL NAME o
P [« [ [Jwes [XJwo, , |SUZLON ROTGR CORPORATION Z
e. EMPLOYER'S NAME OR $SCHOOL NAME o. OTHER ACCHENT? . INSURANCE PLAN NAME OR PROGRAM NAME 5
[(Jves  [X]wo ATG 2
d INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FORLOCAL USE d I5 THERE ANOTHER HEALTH BENEFIT PLAN? g
NO DOTHER COVERAGE DYES IENO M yes. ratum to and complota dom 8 a-a
READ BACK OF FORM BEFQRE COMPLETING & SIGNING THIS FORM, 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE 1 arhonze
12. PATIENY'S OR AUTHORIZED PERSON'S SIGNATURE 1authonze the refease of any macieal or ather adormnation ¥ paymeni ol medical banafits 1o the underugnad phvsicran ar suspher for
10 process thig claim | also raguest payment of goverynant benaits aither 10 mysat ar 13 the panty who accepts assgnmant sennces descnbed belaw.
bW S IGNATURE ON FILE 103807 SIGNATURE ON FILE
SIGNED DATE SIGNED M
14, &a‘n:s osglfﬂnew: ‘ :ﬁ%%s( m mtgm) OR 15 lg 52}2&{% !-[l)iSTEHA% EAM]E Sg sllm% ILLNESS | t6. DATES m‘rllsnn[', gm:sl.s W WORK IN cuggﬂa}r %%CL.}PATT‘?{} %
19 @3 1@7 PRAEGNANCY(LMP ! ; FROM ! : 0 ! : H
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE _135 ,]Lg_ ‘?-_8 @"@‘@_B- ______________ 18. HOSPI‘I’&LMIZ.;\TISB D:RES#ELATEDTO CU&&E?JTEER.WCE%Y
GREG A COOPER MD . ar| 17301798763 FROM | | 10 |
18 RESERVED FOR LOCAL USE 20 QUTSIDE LAB? S CHARGES
[[]ves L)E__| no |
21, IAGNDSIS OR NATURE CF ILLNESS OR INJURY {Patate llems 1, 2. 3 or 4 to lem 24E by Line} j 22, g&ggz;«m RESUBMISSION ORIGINAL BEF. NG
1@22”2___ Al
22. PRIOR AUTHORIZATION NUMBER
2. 1 . L
24 A DATE(S} OF SERVICE B. L D. PROCEDURES, SERVICES, OR SUPPLIES E. 1 G H I & =
From To PLACE OFf {Explamn Urusua) Circumsiances) DIAGNOSIS e angy| D RENDERING [
MM oD Y MM DD YY [SERWCE | EMG CPTMCPCS MODIFER POINTER 3 CHARGES BT &n | OuAL PROVIDERID. 3 E
=
110 03 ‘@7 ] | fz1] [ssze2 [ 1 I 1 1 | 95 8| 1] [wm]1730179870@ §
2 : R A D =
I DU AU N N | P l 2 R L &
3 I : 1 H 3 i B < e O . E"
A S S T I | | RETyE), - 2
T H 1 1 . t 1 s FAYE T B ¥ o el [
Moo b | L l 1 |RQMD'EQ - °
5 r = 1 1 ¥ 1 1 i R g
: I N [ | C | [ner 5
T
I R N N R s
E' 25 FEDERAL TAX 1.O. NUMBER 88N EiN . 26 PATIENTS ACCOUNT NC 27 é&CﬂEﬂP‘Y cﬁﬁsﬁuu NT? |28, TOTAL CHARGE 29, ALQUNT PAID 306. BALANCE BUE
£la11831345 [(K] :738seez1 |K]ves [ Jno s 95 90 |s @ Po|s 95 @0
§ 3. ssguﬁglize DOF PHYSICIAN OR sEuP?u ER * 32. SERVICE FACILITY LOCATION INFORMATION 53, BILLING PROVIDER INFO & PH # (5 2731825 5706
o (1] ES QR GREDI
Q| {1 certy that tho statemments on tno roverso. PIPESTONE MEDICAL GROUP PIPESTONE MEDICAL GROUP
31D SR 5 and are mada a pad hersot} 920 4TH AVE SW 920 4TH AVENUE SW
ZGREG A COOPER MD PIPESTOMNE MN 56164 PIPESTONE MN 56164
h[s,GNEDm@Qm _oate 21973576906p 21730179870 ¥
NUECG Instruction Manual available at: www.nucc.org APPROVED OMB-0538-0999 FORM CMS-1500 (08-05)
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~  eport of Work Auilty IR TR
Ses Instructions on Reverse Side

Please PRINT or TYPE your responses.
ALPDPA1 0CT 18700 210

Entaer dates in MM/DD/YYYY format.
DO NOT USE THIS SPACE

This form must be provided to the employee.
{Minn. Rules 5221.0410, subp. 5}

NOTICE TO EMPLOYEE: YOU MUST PROMPTLY PROVIDE A COPY OF THIS
REPORT TC YOUR EMPLOYER OR WORKERS' COMPENSATION INSURER, AND
QUALIFIED REHABILITATION CONSULTANT IF YOU HAVE ONE.

SOCIAL SECURITY NUMBER DATE OF INJURY
U9 0¥ X220 10-3-01
EMPLOYEE ate of Birt ’
Kinn Yoot Q-(S-13 '
EMPLOYER
WO

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of mest recent examination by this office 0":) @7 {date)

Select the appropriate option{s] below and fill in the applicable dates.

1. &Employae is able to work without rastrictions as of /6 'J ?)7 {date)

2. D Employee is able to work with restrictions, from {date) | o |- !(date)

The restrictions ere:

POOR IMAGE DUALITY
3. [] emptoyee is unable to work at all, from date} | o (date]
The next scheduled visit is; D as needed QR ) {date)

p——

NAME {Type or Print) ‘) smnxmnﬂé{i ) DEGREE
13!”- i (O, — [/
STATE S #IREGISTRATION #

"|aDORESS i_},(j/ é{ﬁ ﬁ)ﬂg f(,‘) ﬂm //oén 6[)_)_
T Dipdtore, i et s 5 T

MN BWO1 (7[01}




Health Care Providor Report MBI
See instructions on Reverse Side
{WHEN COMPLETED RETURN TO REQUESTER)
Please PRINT or TYPE your responses. HCO?1
Enter dates in MM/DD/YYYY format. - : —_
SOCIAL SECURITY NUMBER DATE OF INJURY DOB DO NOT USE THIS SPACE

oY sx20 | 10-3071 11y

TR Hunx TSR en

INSURER/SELF-INSURER/TPA INSURER CLAIM NUMBER
INSURER ADDRESS - ’
ciry STATE ZIP CODE t
REQUESTER must specify all items to be completed by heaith care provider. 7 ttems: [J Mmiiesy 7] PP (9103
HEALTH CARE PROVIDER TO COMPLETE ITEMS REQUESTED ABOVE
1. Date of first examination for this injury by this office: 1 { 0 -—J 3? |(ﬂate) I
2- I‘ qtﬂ
bl 777U
3.

i i or disease given by emplayee:
Ve LU [W.V(J/_/ A [JJI’K/ R ?_/@\/#
4. In your opinion {as substary z:(e’d by ﬁ{lhistory aﬁd physical examination) was :ﬁ!njury oﬁsease caused, agg'avateé} or accée

the employee's alleged emgldyment &ftivity or environment?

5. lIs there gvidence of pre-existing or other conditions that affact this disability? ,@ No [ |Yes If yes. describe:

| 1
i
6. Is further treatment of this injury or referral 10 another doctar planned? ZI No [ Yes If yes, describe:
7. Has surgery heen performad? No [IYes IFyes. dare snd describe: l {date}
8. Attach the most recent Report of Work Abillty. Date of report: {dace}
9, Has the employse reached maximum medical improvement? [ Mo [ Yes Date l
{If yes, compiete item #10} (See definition on back) reached: !
10, Has the employee sustained any permanent partiat disability from the injury? 1] Ne [] Yes K-T'” earty to determime
The permanent partial disability is I % | of the whole body. This rating is based on Minn. Rules:
5223. % | 5223. | % |
5223, % ! [ 5223 j % |

ey

B (p) I by,

ADDRESS ﬁ D(/ qﬂ /77,/,_{. Jﬁv) ST/;:,\L )ZE?G #{REG:STJRAEOBL

E{]&"/ ﬁDM STATE ZIPC;?Z [ (I/ Ahgiﬁqgﬁ’% é?éb DA}‘E 5:6{1«39’07

MN HCO1 (7/01)




PIPESTONE MEDICAL GROUP
920 4TH AVENUE 3SW
PIPESTONE, MN 56164-1455

ADDRESS SERVICE REQUESTED

Statement Date; 1113/07
. Account Number: WC151735

001683 002 TH15 BNS D309 5000 P 4807

© KIM K HUNT
. 1125E STHAVE :
WORTHINGTON, MN  56187-2237

II'!II!IIllIIIIIIllll!llllll!llllllllllllrllllll!lflllilllllll

As a regional network of persons and
institutions, Avera Health clinics are dedicated
to the patients we serve. It is our mission fo
deliver excellence in patient care to afl
surrcunding communities.

PIPESTONE MEDICAL GROUP
920 4TH AVENUE SW
PIPESTONE, MN 56164-1455

Illllllllllllll'lllllII!IEIIIII!III'IIIIllllll!llll!lllll'lil'

|Amount Due:  $0.00 3

Please detach and return top portion with your payment. See back for credit card payment options.

Summary of Services

$95.00
- $95.00

Unpaid Balance
~ Awaiting Insurance Response

Please Pay t:} $0 00

Lo

Due from Patient

For Patient Services Regarding:

Status of an Insurance Claim
Assistance with a Denial
Assistance with Amount Due
Address or Insurance Changes
General Assistance

PIPESTONE MEDICAL GROUP

Please Contact Us...We Are Here to Help:

8:00 a.m.-5:00 p.m.
507-825-5700
800-332-1155
507-825-4752

Monday-Friday:
Phone Number:
Toll Free:

Fax Number:

Dana 1 nf 2



PIPESTONE MEDICAL GROUP
920 ATH AVENUE SW
PIPESTONE, MN 56164-1455
A finance charge of 1.5% will be

applied to any patient balance
ADDRESS SERVICE REQUESTED over 60 days old.

001682 002 TH15 BNS D3QY 5000 P 4807E
Statement Date: 14113/07
Responsible Party: KIM K HUNT
Account Number: WC151735

DETAIL OF SERVICES
Date Explanation of Activity Charges | Payments Awaiting | Due From
Insurance |Patient
Respornse
Visit 7388002 for KIM K HUNT on 10/03/2007
10/03/07 | 99202 Office Visit Level 2 $95.00
10/09/07 | SENT TO WORKMANS COMP $95.00
*eeerx \ISIT TOTALS: ' $95.00 $95.00
Statement Totals $95.00 $95.00
PIPESTONE MEDICAL GROUP HAS
SATELLITE LOCATIONS AT
JASPER FAMILY AND EDGERTON
FAMILY CLINICS
PLEASE SPECIFY DATES OF SERVICE BEING PAID. PYMNTS Unpaid Balance: $95.00
NOT SPECIFIED WILL BE APPLIED TO OLDEST BALANCE. Awaiting Insurance Response: $95.00
Due from Patient; $0.00

Pana I Aaf3



MEDTOX LABORATCRIES INC. Ph.D.
402 WEST COUNTY ROAD D
ST. PAUL, MN 55112

651-636-7466

Jennifer A. Collins,

9999
Post-Accident
COMPUTER -GENERATED LABORATORY REPORT

PATIENT NAME
HUNT, KIMBERLY

93470
SUZLON ROCTOR CCRPCRATION
1711 5 HWY 75

PIPESTONE, MN 56164 PATIENT I.D. NO. AGE  SEX SPECIMEN
V8440043 H4658147
DATE TIME DATE DATE
COLLECTED COLLECTED RECEIVED REPORTED
SUZLON 10:22AM
479-08-5820 11/13/2007 12:00  11/14/2007 11/14/2007
TEST (S) REQUESTED RESULTS UNITS THERAPEUTIC RANGE
DRUGS OF ABUSE SCREEN
AMPHETAMINES NEGATIVE ng/ml
BARBITURATES NEGATIVE ng/ml
BENZODIAZEPINES NEGATIVE ng/ml
COCAINE METABOLITE NEGATIVE ng/ml
OPIATES NEGATIVE ng,/ml
PHENCYCLIDINE (PCP) NEGATIVE ng/ml
MARIJUANA (THC) METABOLITE NEGATIVE ng/ml
CREATININE, URINARY >200.0 mg/dl >20

THE DRUGS IN THIS PROFILE ARE SCREENED BY IMMUNCASSAY. ANY POSITIVE
RESULT IS CONFIRMED BY GAS CHROMATOGRAPHY WITH MASS SPECTROMETRY

(GC/MS) . THE FOLLOWING THRESHOLD CONCENTRATIONS ARE USED FOR THIS
ANALYSIS:

DRUG SCREENING THRESHOLD CONFIRMATION THRESHOLD
AMPHETAMINES 1000 NG/ML 500 NG/ML
BARBITURATES 300 NG/ML 300 NG/ML
BENZODIAZEPINES 300 NG/ML 300 NG/ML
COCAINE METABOLITE 300 NG/ML 150 NG/ML
OPIATES 2000 NG/ML 2000 NG/ML
PHENCYCLIDINE 25 NG/ML 25 NG/ML
MARIJUANA METABOLITE 50 NG/ML 15 NG&/ML
ALTERNATE EXPLANATIONS SHOULD BE CONSIDERED FOR ANY POSITIVE RESULT.

ADULTERATION SCREEN - OXIDANTS

NITRITES NEGATIVE ug/ml < 200
CHROMITM NEGATIVE ug/ml < 50

NITRITES AND CHROMATES ARE SCREENED BY COLORIMETRIC METHODS.
POSITIVE RESULTS ARE CONFIRMED BY ALTERNATE METHODCLOGY.
NITRITE LEVELS GREATER THAN 500 UG/ML AND/OR CHROMIUM LEVELS
IN EXCESS OF 50 UG/ML ARE CONSISTENT WITH ADULTERATION.

Certified by: NORRIS, JANE

Collected at 5078255811

** FINAL REPQORT **

MEDT

PIPESTONE COUNTY MED CENTER
PIPESTCNE, MN

0X collection gite #481




