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: 180y
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Team Member: JﬁQf’j \K\"(\ Q lr uil ; \{ Q If taken to Doctor. fill out this section
Date of Occutrence: Q g % l Date of Treatment: 6’ { g_, é ?
Time of Occurrgﬁ% / OO Qhﬂ/\ “Time of Treatment:~ | - L/ 6
Department: Q{ 10 1 ' “_\/ C/ : Doctor:
Team Leader: 1/\‘(0 n C\‘FQ Drug Test Performed: Yes No

Date Reported: \;2 é \\?f A % Drug test date & time:

Location of where accident occurred (be specific)
Ouksde ok thy hwold \ 0g Lm}’
Description of accident / injury
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Corrective a/ on (include: task, equipment, environmental, and management factors) - Ef needs further
investigation use form F:ST:02 ’

Employee Feedback
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Referral for Medical Treatment Report to

Employer
] S.R.C. - Pipestone, MIN U.S.A.
~— .
Employee Nome: __ Eae Bn 1 ouiil\o Date of Injury: /"35> 2608

AUTHORIZATION TO RELEASE INFORMATION: [ hereby authorize the Haalth Care Provider who complétes this form to release any
information to The Suzlon Rotor Comporation which substantiates, clarifies, or elahorates on my fitness for duty.

Employee Signature Date

Medical Provider 0w vk Date / Time of Appt: S2/S-2008" /9D

All WORKERS® COMPENSATION MEDICAL EXPENSES must include the patient name, date of service, and Medical
Provider's "Progress Notes™ for freatment. Soclal Security Number is recommended. Mail ali clsims for payment directly to:

Wausau Insurance
PO Box 8016
Wausau, Wl 54402

1-877-870-1542

Incomplete billings or those mailed directly to Suzlon Rotor Corporation may result in slow payment processes.

__ Non-work related

Undetermined

X, Work related

LEL 24
RETURN TO WORK: & _ With No Limitations * “  Date:
{(Suzlon rotor Corp. has an active return-fo-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) Prom: To:
— RESTRICTED WORK: Duration of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day houvrs per week, -
Restricted Lifting: Maximaum Fift: 101bs 201bs 30ibs 401bs 50Tbs
Weight limit for repetitive lifting or catrying: (more frequent than 2 times per hour)
0-51bs 5-10lbs 10-201bs 20-30Tbs 30-40
Restricted bending: (Limit in, degrees) Bending frequency (# of times per houws):
Restricted use ofhand: __ 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: ¥

F:HR:07 RevNum:l Rev Date: 23-AUG-2006
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Minnescta Department of Laber and Industry
Workers’ Compensation Division

443 1 afayette Road North

St. Paul, MN 55155-4305

(651) 284-5030

1. EMPLOYEE SOCIAL SECURITY #

2 OSHA Case #
455-49-6173 '

First Report of Injury

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

T

DO NOT USE THIS SPACE

nam

3. DATE OF CLAIMED INJURY

5. Time empioyee began~ L—_[am
4 75/7{}{}8 o of mjury 01 O() [ Jem work on date of injury {}3 -I-) : [¢]pm
8. EMPLQYEE Name {ast frst mxddic} 7. Gender 8. Marital [7]married
ijiﬂo - LeeAnn | M [/IF | Status  []Unmarried

9 !-%omﬂ address

110 2ND AVE SE Apt 104

B 10. Home phone #
(507) 562-0341

11. Date of bith
9/25/ 1 97 6

City o . State \Zip Code 12. Ocoupation HRES Regular department 14. Date hired
Pipestone . MNCS6164 Production Worker | Process Control & |2/12/2007
15 Average weekly wage. |. 16. Rate per hour 17 Hours per day 1‘8.ADays per wee_k 19. Employment E Fuli ime [ [Part time
- $424.00: o $10 60 : b Status Seasonal ™ [Volunteer
20. Weekly vaiue of: t Meals: $O 00 | Lodging. $O OO | 2"" income o $000 21. Apprentice [ves [¥INo

22. Tell us how the injury occurred and what the ernployee was doing before the incident (give details}. Examples: "Woarker was driving fift truck with a pallet of
boxes when the truick tipped, pinning worker's left feg under drive shaft.” "Worker developed soreness in left wiist over ime from dally computer key entry.”

LeeAnn was walking to my car and I slip and fell and hit my head and hurt my back and elbow.

23. What was the injury or lilness {inciude the part{s} of body)? Examples:
chermical burn leff hand, broken left lag. carpal funnel syndrome.in left wrist, . . . .

‘head, back, elbow

24, What tools, equipment, machines, objects, or substances were invoived?
Examples:. chiorine, hand spraver, pallet Iift frick, . compufer kevhoard.. . . . . . .
i | car

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

2. Bate o it ?az,af%riv.?é# %iéi% ]

27. Employer paid for lost fime on day of injury (DOI)

[Jves [ ]No  [#]notost time on COH

occurrence 28 Date employer notified of mjury 29. Date employer notified of lost time

5/16/2008

30. Return to work date 31. Date of death

4/25/2008 R
32. TREATING PHYSICIAN (name, address,.and phone) | 33, HOSPITAIJ(‘I INIC‘ (name and addrese) (af any\ 34. Emergency Room Visit
. N .+ |.Pipestone Medical Group S o Yes No

1_920 4th Avc Swo _ _

: o . iPlpestone o 35. Overq;%t;i m—iilﬂ;
5078255700

36. EMPLOYER Legal name

CORPORATE MANAGEMENT GROUP INC 18860

A
45

37. EMPLOYER DBA name (if different)

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

T S
0036373110

= Employer T ———

City State Zip Code 41. Empioyer's coniact name and phone# L
THORNTON CO 80241 Amanda Carnahan {(303)920-1425
42, Physical address (if different) .| 43. Witness (name and phone} =
: | Michelle Mercado -+
oy " State ZipCode | 44 NAICS code 45. Date form completed
4 o - 05/16/2008
48. 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. Dale insurer received noiice 53. CAFEIN 54, Claim #
(5/16/2008 41-1887666 04 - 188602 -
MN FRO1 {05/03) Copies to: insurer, Employer, Employee, and Workers' Compensation Division (if no insurer) BRAC 2510 (7/05)




SUPERVISCOR'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 ALSC HAVE BEEN SERIOUS. IT IS ONLY BY THOROUGH
INVESTIGATION THAT MANY OF THE REAL CAUSES CAN BE DETERMINED AND CORRECTED.

NAME OF EMPLOYEE LeeAnn TI‘ll]IllO “ L COMPANY _CORPORATE MANAGEM DEPT. ::Prbcess COAl’lrtI"‘QIIV )
DATE OF ACGIDENT -4/25/2008 - _;TEME 100 _AM _ '_ * DID EMPLOYEE LOSE TIME FROMWORK?  YES [__|Noiv]

HOURS LOST ON DATE OF ACCIDENT 0 HAS EMPLOYEE RETURNED TO WORK? YES[/|NoT ]
sjosrmie Production Worker " sepuicewitHTHE company | 1 year YEARS IN PRESENT JOB __ | year

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. WASINJURED PERSON PROPERLY INSTRUCTED IN SAFE AND EFFICIENT METHODS? ...vveeoveeeeeeeeoeeeeeonen vesy]  wno[d
2.  DIDINJURED PERSON VIOLATE ANY INSTRUCTIONS?............. ) . NO[A] YES[]
3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? (IF APPLICABLE) ves[s] no[
4. DID POOR MOUSEKEEPING CONTRIBUTE TO INJURY? ..oooveoee NO[¥] YESL]
5. DID HORSEPLAY CAUSE THE INJURY? ..ot eneeen NOo[Z] Yes[C
6.  WAS IT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? c..oeooeveer Neld  YESS
7. SHOULD A GUARD BE PROVIDED? ..o e NOLY]  YESC]
8.  DID ANY BODILY DEFECT CONTRIBUTE TO INJURY? NO[7] YES[
9. WASIT CAUSED BY AN UNSAFE ACT? coooeeeeeeeeeseeceeeeeeeeeveresessssaosse st oes e NO[v] YES[]

10.  DID INJURED REPCRT THE INJURY TO YOU, THE SUPERVISOR, IMMEDIATELY? 1. ovovvovtieeeeosee e seeoeeresses s YES[7] NO[]

ACCIDENT. (DESCRIBE WHAT INJURED WAS DOING AT TIME OF ACCIDENT, WHAT HAPPENED, WHO WAS INVOLVED, NATURE OF INJURY, PART OF
BODY AFFECTED.) LeeAnn was walking to my car and I slip and fell and hit my head and hurt my back and elbow.

WITNESSES' Names  Michelle Mercado

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

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

ACTIONS TAKEN. (WHAT DID YOU DO TO CORRECT THE CONDITIONS WHICH, CAYSED 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 [/ . NO |:] IF YES, COMPLETE THE FOLLOWING
NAME OF DOCTOR OR HOSPITAL Pipestone Medical GFOUD o ;' DATE OF INITIAL VisiT -05/15/2008

appress 920 4th Ave SW, Pipestone, MN 56164  TELEPHONE NUMBER §gz;§g;-57oo B

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

REASONS WHY It happend in the parking lot and not while working on the floor.

REPORT SUBMITTED BY Ashiey Postma ] - o paTe  05/16/2008
Administrative Assistant '

BRAC 2520 (10/99)




