e

Suzlon Injury Report
S.R.C. - Pipestone, MN U.S.A.
Team Member: Z,,&\r r jl m Ql‘{— i taken to Doctor, fill out this section
' Date of Occurrence: ﬁ ;23“— Og Date of Treatment 4) /’? ‘/ 0 g
Time of Occurrence: Oi’p’f[ oS amﬂ‘#"" b mé:., Time of Treatment: - 6) @&A
Department; "C n ~'C’>L\ W 4) Doctor:
Team Leader: 5C—0 7"‘# B : Drug Test Performed: g@s—) 'No
Date Reported: . 5 ’.r;l(‘( -0 7’ ‘ Drug test date & time: ?ﬂ d 74""’\

Location of where accident occurred (be specific)
Rool w/uf%_e Sine ‘éuo_f /w? a4/
Description of accident / injury | . 4 .
(o 248 Gd’% (RSl @D L é‘lf ac ceeletl.,
= = | 2 O Ty

fﬂi‘/f&bf\w ot | ' ce
/ S 7

Witnesses names

/\(:/f'UL

Corrective action (include: task, equipment, environmental, and management factors) ~ If needs further

tiaati form F:ST:02
inves a:fp{use.;r;o% WS G L, o{w‘/*f hond s

.

Employee Feed ck
" A *AL/W{ Ao 494 S25in g7 Aot A en

Team Member Signature Date
N
W% Oy b-12-08
nager glgnature Date
Human Resources Signature : Date

ECIEIVIE}
A | oo b

F:SF:03 RevNum:l Rev Date: 23-AUG-2006
BY: ------ o-—annvnnm'!l‘-;




(E FITNESS FOR DuTYy

CORPORATE WANAGE

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 comnplete 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: / e M/ /f,;;/ziy\ Date:

Is employee able to perform the 4&0113 of his/her position?  Yes No

Any restrictions? ___Yes ___ No If yes, please describe restriction(s) and duration below:

RETURN TO WORK: _ & With No Limitations Date: gt

(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: 47"' Days/Weeks
4
Restricted Work Hours: May Work hours per day hours per week.
Restricted Lifting:  Maximum lift: - 101bs 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 of hand: __ Right _ Left __ No Useor ___ Limited repetitive grasping, gripping

Standing/Sitting: Standing (hours per day) Sitting (hours per day)
Other: 15— /Mjfﬁ//’b AL o
A s S
Next Appt. Date / Time: Provider'sComments:
Employee Signature:

Physician ot Practitioner Signature: _

Type of Practice; (Ficld of Specialization) 7~ 7‘&

F:HR:19 Rev Nun:i Rev Date: 6-SEP-2006




s By ROV

See Instructions on Reverse Side
Please PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY format. . RW 01

This form must be provided to the employee.
' DO NOT :
(Minn. Rules 5221.0410, subp. 6! O 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 SECUH %ﬁ&?@f} / DA"{EOFC;I—'liFi:’—é;@Lr IS af/~09

Date of Birth

‘/YL¥ 1/?/1;\%}/ %34’&25
CANG

INSURER/SELF-INSURER/TPA

EMP

EMPLOYER

INSURER CLAIM NUMBER

Date of most recent examination by this office ’ [0 - I Z'Og/ {date)

Select the appropriate aption{s) below and fill in the applicahle dates.

é//jé/b% {date) ]
2. D Employee is able to work with restrictions, fram 6 ///}/ﬁff {date) | o
/S

The restrictions are:

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

!
3. D Employee is unable to work at afi, from J {date) r to H{date)
The next scheduled visit is: D as needed OR ‘ {date)
7. n
NAME {Twne or Print) . SIGNA E DEGREE
BRUCE W KOCOUREK, DO K
' PIPESTONE COUNTY MEDICAL CENTER ¢ # \M

| ADDRES 920 4TH AVE SW PIPESTONE MN 56164 & aTe (ICENSE #1REGISTRATION #
507-825-5700 FAX 507-825-4744
DEA BK0472477 MN LIC 34116

CITY UPTIN D23406 NPI 1699738559 AREA CODE

TELEPHONE #

S/”}/ﬂf

MN BWO1 {7/01)



Health Care Provider Report TR

See Instructions on Reverse Side

(WHEN COMPLETED EQUESTER)
Please PRINT or TYPE your responses. ' HC O
Enter dates in MM/DD/YYYY format. Q—; (/ ...OS? )

SOCIAL SECURITY NUMBER DALE OF INJURYD L-DOB DO NOT USE THIS SPACE
i i iy

SodTd 142/ ==y | 323 |
EMPLOYEE . EMPLOY@Q J

O _“ANohy NG
iNSURER/SEL&}NSURER/TPA INSURER CLAIM NUMBER i
INSURER ADDRESS
CITY . STATE 2P CODE

L

REQUESTER must specify all items to be completed by health care provider. [ tems: ] mmi -(#9) [ ePD (#10)

HEALTH CARE PROVIDER TO COMPLETE ITEMS REQUESTED ABOVE
1.  Date of first examination for this injury by this office: L (9 ~ /Z_O')? ‘(date) l

2. Diagnosis (include all ICD-8-CM codes): o~

3. History of injugy or disease given by gmpigyee: N | . L .
Wag Wk T Tefin 1~ At Cp+ ef ek on a!t’)\wj 2+ MLQ@&/V[}J’
iy 200 oA st Pt ‘J’B’MC%@CI’SP,‘!’IQ edAACe ot ouAQ, i
4. In your opinion (as su@tantiated by the history and physica! examination) was the injury or disease caused, aggravated or accelerated by
the employee's alleged employment activity ar environment? Ne EYES_

5. Is there evidence of pre-existing or other conditions that affect this disability? ENO D Yes If yes, describe:

|

6. s further treatment of this injury or referral to ancther doctor planned? D No ]:] Yes I yes, describe:
. }
{ . i . ;
. ‘ ‘
7. Has surgery been perfarmed? MNG |:] Yes  If yes, date and describe: %(date) !
|

8. Auach the most recent Report of Work Ability. Date of report: I é //; //9{ (date)
R R ¥ e

9. Has the employee reached maximum madical improvement? : / @jﬁ D v Date i
{If yes, comptete item #70) (See definition on back) o es reachad: :

10.  Has the employee sustained any permanent partial disabifity from the injury? [JNe [ Yes  [=-76G early to determine
The permanent partial disability is % | of the whole body. This rating is based on Minn. Rules:

| 5223, J % | | 5223 [ % |
| 5223. | % | | 5223 | ' % |

NAME (Type or Prirt) SIG%K' % / ’ DEGREE
p Y
_ BRUCE W KOCOUREK, DO - o @ [

—————— PIPESTONE COUNTY MEDICAL CENTER &
ADDRESS. g0 455 AVE SW PIPESTONE MN 56164 STATE LICENSE #/REGISTRATION #

507-825-5700 FAX 507-825-4744
— - DEA BK0472477 MN LIC 34116 :
ciry UPIN D25406 NPI 1699738559 AREA CODE

TELEPHONE # _ | DATE SIGNED

R Y/ Y d
7/

MN HCO1 {7/01).



MEDTOX LABORATORIES INC.

402 WEST COUNTY ROAD D
ST. PAUL, MN 585112
651-636-7466

Jen

899

nifer A. Collins, Ph.D.

9
Post-Accident

COMPUTER - GENERATED LABCRATORY REPORT

93470
SUZLON ROTOR CORPORATION
1711 S HWY 75

PATIENT NAME
MOHR , LARRY

PIPESTONE, MN 56164 PATIENT I.D. NO.
V8860002
DATE TIME
COLLECTED COLLECTED
SUZLON
504-74-7431 05/24/2008 07:55
TEST{S) REQUESTED RESULTS
DRUGS OF ABUSE SCREEN
AMPHETAMINES NEGATIVE
BARBITURATES NEGATIVE
BENZODIAZEPINES NEGATIVE
COCAINE METABOLITE NEGATIVE
OPIATES NEGATIVE
PHENCYCLIDINE {PCP) NEGATIVE
MARIJUANA (THC)} METABOLITE NEGATIVE
CREATININE, URINARY V0.6

SEX SPECIMEN
H6440594

AGE

DATE
RECEIVED

DATE

REPORTED
1:01PM

05/28/2008 05/28/2008

UNITS THERAPEUTIC RANGE

»20

THE DRUGS IN THIS PRCFILE ARE SCREENED BY IMMUNOASSAY. 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 METABQLITE 50 NG/ML 15 NG/ML
ALTERNATE EXPTLANATIONS SHOULD BE CONSIDERED FCOR ANY POSITIVE RESULT.
ADULTERATION SCREEN - COXIDANTS
NITRITES NEGATIVE ug/ml < 200
CHROMIUM NEGATIVE ug/ml < 50

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

Certified by: SETTERSTROM,RYAN

** FINAL

Collected at 5078255811
PIPESTONE COUNTY MED CENTE
PIPESTONE, MN

REPORT *%*

MEDTOX collection site #481
R



See lnSt uctions on HBVEFSE S}de l 'Il
gase PRINT o YPE Your responses

Enter dates in MM/DD/YYYY format. . . RW O 1

This form must be provided to the employee.
DO NOT US
(Minn. Rules 5221.0410, subp. 6) B 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 ’
23708

50474 74.3) Wﬁ

[ EMPLOYEE _ Tate of Birth
a2, Mah A Zol- L=
EMPLOYER

a
Suzim Kotsi

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by this office ! 512{5{"0% (date}
Select the appropriate option{s) below and fill in the applicable dates.
1. D Employee is abie to work without restrictions as of | (date)
D Employee is able to work with restrictions, from {date) to | {date)
The restrictions are:
i
E\] Ermployee is unable to work at all, from G40 (date) | to _{.3:6"‘()8 (date) !
The next scheduled visit is: lﬂ as needed OR {date)

| Nzxﬁ (Type or P/nj:tig’t’//:/’» VJ{ ?/ ' | Su_;%\;/? (w = . D;/{)TE

hoeRes STATE LICENSE #/REGISTRATION #
20 4h Al Mo | 1.5.707)
Plpstoce.  pon._sGicy 500 | §35- 5 000 DATEjG”EDmg

MN RWO1 17/01)



Health Care Provider Report LR

(WHEN COMPLETED RETURN TO REQUESTER)

Please PRINT or TYPE your responses. HCOT
Enter dates in MM/DD/YYYY format. - ) -
SOCIAL SECURITY NUMBER DATE OF INJURY DOB DO NOT USE THIS SPACE
o - f v fr / g L)
B ACENLEEY S-IY-0F | B -
EMPLOYEE E(_MELOYER
7 .

Lo, YNohons  [Suzion Eplor -

INSURER/SELF- INEURER/TPA INSURER CLAIM NUMBER

INSURER ADDRESS

CiTY STATE ZIP COBE

REQUESTER must specify all items to be compieted by health care provider. [ kems: L MM (#9) [ ] PPD (#10)
HEALTH CARE PROVIDER TO COMPLETE ITEMS REQUESTED ABQVE

1. Date of first examination for this injury by this ofﬂcg: J 5‘-90(1)5{ i(date} [

2. Diagnosis (include all ICD-9-CM codes):
Ca'n\‘) grthafls |
3. History of injury or disease given by employee: ' '
2 .
! . [bet ﬁl{ﬁmﬁﬂ“f i &

4, In your opinion {as substantsated by the history and physical examination) was the injury or disease caused, aggravated or accelerated by
the empioyee's alleged employment activity or environment? No | 1Yes

5. Js there evidence of pre-existing or other conditions that affect this disability? El No m Yes if yes, describe:

| N

6. Is further treatment of this injury or referral to another doctor planned? . ijj@o D Yes  If yes, describe:
7. Has surgery been performed? E No [ |Yes If yes, date and describe: ’ {date) l
| ~ |
. it : T & dat
8.  Attach the maost recent Report of Work Ability, Date of report: ! £y ,G'B/ (date)
9. Has the employee reached maximum medical improvement? Date
(If yes, complete item #10} (See definition on back} @ No [] Yes reached:
10.  Has the employee sustained any permanent partial disability from the injury? [JNo [} Yes [ Too early to determine
The permanent partial disability is of the whole body. This rating is based on Minn. Rules
| 5223. | % | [s223. | % |
| 5223. ] % | | 5223. J % |
NAME Type Dnﬁrmt} 2 SIGNATURE | DEGREE
‘ Y
LA A bl o
ADDRESS STATE LiCEt E #/REGISTRATION #

Do Uh. e S i 15307

Pionstie . o “SCiaq 135575 500 555500

MN HCO1 (7o),




G ACCIDENT REPORTING PROCEDURES

Employees are required to report all job related injuries to your Manager or Human
Resources immediately of the occurrence. The Manager with the Employvee 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

entergencies}.

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 aftending 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 wiil be made.

5. Retarn to Work Assignments 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 CMG 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, (i.e. sixty to
ninety calendar days) the Employee may be considered for alternate placement within CMG
or Outplacement 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 CMG 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 State Worker’s Compensation laws.

I have read received a copy and will comply with these procedures or be subject to
disciplinary action up to and including termination of employment.

Employee Signature W él. W Date: é" /’) _@g




Minnesaota Department of Labor and Industry
Workers” Compensation Division

443 Lafayette Road North

St. Paul, MN 55155-4305

{651) 284-5030

1. EMPLOYEE BOCIAL SECUR?‘E’Y #| 2 OSHACase #

First Report of Injury

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

AL 0

DO NOT USE THIS SPACE

5{3-?747431 N )
3. DATE OF CLAIMED INJURY
S oab00s o Tom 0007 Fm | S aenyg e
3 EMHO\{EE Name “3511 frst, "ﬁ*ddir’) | 7. Gender 8. tarital [_|married
’\ﬁ(}i‘zl‘ Lary vIm [JF | Status []Unmarried
9 Home aderess | 10, Home phone# 11. Date of birth
513 S. Prairie Ave Apt2 o (605 413-7078 | 3/24/1963
City R B ~ State Zip Coda 12. Occupation 13. Regu!ardepartment 14. Date hired
Sigux Falls  'SD «7164 Production Worker - |‘Finishing 3/10/2008
15. Average weekly wage |, 16 .I-?ate ;:er haur .. 1? Hours ner day 1,8.Days per week 19. Employment ZFUH time _part time
$400 00 ¢ $10 00 L 6 Status [ ]Seasonal [ |volunteer
20. Weekly value of: | Meais | $O OO! Lodglng S() 0()| 2" income f. o $OOO 21. Apprentice [ves [/]no

22. Tell us how the injury occurred and what the employee was doing before the incident (give details). Exampies. "Worker was driving lift fruck with a pallet of
boxes when the fruck tipped, pinning worker's feff leg under drive shaft.” "Worker developed soreness in ieft wrist over time from daily computer key entry.”

‘Got resin in his left eye accidentally by rubbing his eyes.

23. What was the injury or illness {include the partis} of body)? Examples:
chemical burn left hand, broken left leg, carpal tunnel syndrome.ip {eff wrist,

Eyes

24, What tools, equipment, machines, objects, or substances were involved?

. | .Exarmples:. chiorine, hand sprayer, pallet lift inick,.computer keyhoard.. .. .. . . . . |
: ;Resin

25. Did injury occur on
employer’s premises? Yes D No
If no, indicate name and address of place of

26. Date of first day ofany lost tsme

27 Employer pald for fost fime on day of |njury (DOI)

l:l Yes El No No lost time on DOI

occurrence 28. Date empiaye{ rmtrf ied af injury 29. Date employer notified of lost time
30. Return to work date o 31. _D_at_e of death
5/24/2008 R
32. TREATING PHYSICIAN (name, address,.and phone) | 33. HOSPITAI lr‘l INlC (namﬁ and addref-‘.e) {if. any) 34. Emergency Room Visit
e s o | APipestone Medical Grotp [v]VYes No
. ¢ SW 35, Overnight in-patient
s Pipestone. _ FVes NO
36. EMPLOYER Legal name _37. EMPLOYER DBA name (if different)
CORPORATE MANAGEMENT GROUP INC  18860%;
38. Mailing address 39, Employer FEIN ' .4b.'Une'm.p!'oyn“1én“t I.D#
12000 N. WASHINGTON ST. #290 0036373110
City State Zip Code 41. Eoployer's confact name and phane L
THORNTON CO 80241 Amanda Carnahan | {303)920-1425
.42, Physical address (if different) e |, 43. Witness (name and phoney
cty ~ State _ ZipGode | 4 NAICS code T 45. Date form completed
» R 06/12/2008
45. INSURER name 51. CLAIMS ADMIN COMPANY (CA} name {check cne) Insurer
MINNESOTA ASSIGNED RISK PLAN Berkley Risk Administrators Company, LLC  TPA
- 47. Insured fegal name 52. CA Address
222 South Ninth Street
48. Policy # or self-insured ceriificate # City State Zip Code
Minneapolis MN 55402
49. Insurer FEIN 50. Date insurer received notice 53. CAFEIN - 54. Claim #
06/12/2008 41-1887666 04 - 188602 -

MN FRO1 {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 NOT OCCUR. DO NOT OVERLOOK
THE SO-CALLED "UNIMPORTANT" CASES, BECAUSE, EXCEPT FOR "CHANCE" THEY COULD ALSQ HAVE BEEN SERIOUS. IT IS ONLY BY THOROUGH
INVESTIGATICN THAT MANY OF THE REAL CAUSES CAN BE DETERMiNED AND CORRECTED.

NaME OF EMpLovee LartyMohr ' coupany (CORPORATE MANAGEM: pger, Finishing
DATE OF ACCIDENT 3/24/2008 mme 2:00PM pipEMPLOYEE LOSE TIME FROMwork?  YEsL Ino[¥]

HOURS LOST ON DATE OF ACCIDENT <~ 0 HAS EMPLOYEE RETURNED TO WORK? YES [/ INno[ |

JOB TITLE ProducuonWorker L SERVICE WITH THE COMPANY 4 mo YEARS IN PRESENT JOB 4 mo:

GIVE US YOUR HONEST COMMENTS ON QUESTIONS BELOW. WE ARE NCT TRYING TO
BLAME ANYONE. YOUR OPINION MAY HELP US PREVENT ACCIDENT REPETITION.

PLEASE ANSWER THE FOLLOWING: CHECK "YES" OR "NO"
1. WASINJURED PERSCON PROPERLY INSTRUCTED N SAFE AND EFFICIENT METHODS? oo ves[7] wno[d
2. DIDINJURED PERSON VIOLATE ANY INSTRUCTIONS?. ..o see e Nnold  yes[
3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? (IF APPLICABLE) ves[d no[
4.  DID POOR HOUSEKEEPING CONTRIBUTE TO INJURY?.......ooee... NOLZ] vYESL
5. DID HORSEPLAY CAUSE THE INJURY7 v, NG [F]  YESE]
6.  WASIT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? ... NO[¥] YESL]
7.  SHOULD A GUARD BE PROVIDED? ........... NO[]  YES[]
8.  DID ANY BODILY DEFECT CONTRIBUTE TO INJURY? .. NC[y] YES[]
9.  WAS IT CAUSED BY AN UNSAFE ACT? .......... NO[¢] YES[]

10.  DID INJURED REPORT THE INJURY TO YOU, THE SUPERVISOR, IMMEDIATELY? oo YES[7] NO[]

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

BODY AFFECTED,) (ot resin in his left eye accidentally by rubbing his eyes.

WITNESSES' NAMES

UNSAFE ACTS. (WHAT DID THE EMPLOYEE OR ANOTHER PERSON DO INCORRECTLY?)
N/A

UNSAFE CONDITIONS. (WHAT UNGUARDED OR UNSAFE CONDITICN OF MACHINERY, EQUIPMENT, BUILDING OR PREMISES WAS INVOLVED?)
N/A f

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

REMEDIES, (WHAT SHOULD YOUR ORGANIZATION DO TO PREVENT OTHER INJURIES LIKE THIS?)
N/A

MEDICAL CARE DID EMPLOYEE GO TO DOCTOR OR HOSPITAL?  YES [Y] NO |:| IF YES, COMPLETE THE FOLLOWING
NAME OF DOCTOR OR HOSPITAL Pipestone Medical GTOHD o DATE OF INITIAL VisIT 106/12/2008 o
ADDRESS 920 4th Ave SW, Plpestone MN 56164 e TELEPHONE NUMBER '507-825-5700

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

REASONS wHY .1t happened while using the materials of the job.

REPORT SUBMITTED BY Ash}ey Postma - o - pare  06/12/2008
Admlmstranve Assistant
BRAC 2520 (10/9%)




