Minnesota Department of Labor and Industry
Workers' Compensation Division

443 Lafayette Road North

St. Paul, MN 55155-4305

(651) 284-5030

. See Instructions on

2 OSHA Case #

1. EMPLOYEE SOCIAL SECURITY #

First Report of Injury

I

DO NOT USE THIS SPACE

Reverse Side.

Please PRINT or TYPE your responses.
Enter dates in MM/DD/YYYY format.

504-80:0706 . . S :

3, DATE OF CLAIMED INJURY | |, o E Cam 5. Time employee began~ - - - - . [Mam

z’]jiz/’?{]ﬂg ; of injury ;0320 : me workondate of imjury  : me

6. EMPLOYEE Name (last, fist middla) .., ..| Z.Gender | 8. Marital [/]warried

:Rivas 7 o :Marma . ; ) GM F Status D Unmarried

9 Home address 10. Home phone # | 11. Date of bith

508 RiceStreet 0 l(605)360-4424 11051975, . . :

C}jtg mmmmmmmmmmmmmmmmm Sta%e Emm(;ogg L 1“2m QECBEEEIEQ e 3. . Regular depariment __14.Date hired
‘Sioux Falls 18D : 157103 ‘Finishing . ___ @ [5/21/2008 !
15 Average weekly wage, 1, 16, Rate per hour . = 19. Employment z Fuil time |_|Paritime
L $400 00e L e i Status [ |Seasonal [~ [Volunteer

K

DYes . PR

21. Apprentice

23 What was the injury or illness (include the part(s) of body]? Examp.'es
c.h,emmai hurn.Jeft.hand, hroken Jeff sg, carpal tunnal.sundsme o foft weist. . . . .

§Brokfa out in rash from grinding
#

3

¥

24. What tools equipmant, machmes chjects, or substances were involved?
Examples: .chloring, hand sprayar,. palfet ift teuck, computer keyvboard.

¥

25. Did injury oceur on 28.

employer’s premises? Yes D No
If no, indicaie name and address of place of

Date of first day of any §ost fime
No Lost Time

27 Employer paid fur lost time on day of i m]ury (DOI)

DYes D No .No lost time on DO!

29, Date emp]oyer not;f ed of lost time

occurrence 28,
Suzlon Rotor 17/14/2008
PIpESfOne MN 561 64 30. Return to work date

mmmmmmmmm

-3

CHOSPITALICLINIC (name and address).{if any} ..
estone County Med Center,

34. Emergency Room Visit
ﬁ Yes No

RS BAFERBUTVEIBEARETAR

atient
No

35, Overnight in-|
Yes

36. EMPLOYER i_ega] name

CORPORATE MANAGEMENT GROUP INC (88602

Y

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

40“Unemployment 1D #
0036373110

mmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmmm

i
mmmmmmmmmmmmmmmmmmmmmmmmmmm H Pl A

cae e e e 5 WS W R MG TG R e et of e o U8 TG TG TG T F mp e 8 Be o cw ul W UE UG W W B W w0t w s o i

O R R A A L . R R R I I

City State Zip Code
THORNTON CcO 80241

,42. Physical address (Ifdifferent) | ey
f; H
T e e s i o e . e e v wn e e s o e e e e P

Gy e e oo State. Zp 99‘1& mmmmmmmmmm

44, NAICS code 45, Date form compleied

07/15/2008

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 nolice 53. CAFEIN 54. Claim #
(7/15/2008 41-1887666 04 - 188602 -

MN FRO1 {05/03) Copies to: Insurer, Employer, Empleyse, 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 AL.S0 HAVE BEEN SERIOUS. IT IS ONLY BY THOROUGH
INVESTIGATION THAT MANY OF THE REAL CAUSES CAN BE DETERMINED AND CORRECTED

,,,,,,,, 3 v e g

) ’ )
soeTmie Production ) SERVICE WITH THE COMPANY O YEARS INPRESENTJOB ¢ s

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: GCHECK "YES" OR "NO"

1. WAS INJURED PERSON PROPERLY INSTRUCTED IN SAFE AND EFFICIENT METHODS? oo YES NO
2. DID INJURED PERSON VIOLATE ANY INSTRUGCTIONS?. ..o NO YES
3. WAS NECESSARY PROTECTIVE EQUIPMENT WORN? (IF APPLICABLE) . YES NoL]
4,  DID POOR HOUSEKEEPING CONTRIBUTE TOQ INJURYZ oo NO ves3
5. DID HORSEPLAY CAUSE THE INJURY? .oooooooooeoeoeoeeeeoeee et eeeeeeeeeee oo oo oee st oee e e oee e eeeme e oot et NO YES
8. WAS IT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? .. oo e oot NO YES
7. SHOULD A GUARD BE PROVIDED? ........... NO yEs[]
8. DID ANY BODILY DEFECT CONTRIBUTE TG INJURY? . NO yEs[]
9. WAS T CAUSED BY AN UNSAFE ACT? ... NO YES[]

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

BODY AFFECTED.) iGnndmg out51de on blades broke out in rash

i
E

WITNESSES' NAMES f

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

jGrmchng

i

L—'NﬁAEE CONDITIONS, (WHAT UNGUARDER OR UNSAFE CONDITION OF MACHINERY., EQUIPMENT, BUILDING OR PREMISES WAS INVOLVED?)

5
i
i
¥
H

ACTIONS TAKEN, (WHAT. DID YOU DD, TO CORRECT. THE CONDITIONS WHICH CAUSED THISINJURY?Y . oo
‘Be cautious when grinding :

H
¥

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

£

3
¥

R Rep—

MEDICAL CARE. DID EMPLOYEE GO TO DOCTOR OR HOSPITAL? YES G NG D IF YES, COMPLETE THE FCLLOWING

NAME OF DOCTOR OR HOsPITAL ‘Avera " 7777 7 e : DATE OF INITIAL VISIT 07/ 14/2008
ADDRESS i;PlPS?S,tQ_IX?.w..mwﬁwwmmm_w”.Muw,_”,_ww__\,_ mmmmmmmmmmm -m"w”f TELEPHONE NUMBER .__..mew,z
AS SUPERVISOR, DO YOU FEEL THAT THIS INJURY SHOULD BE COVERED UNDER WORKERS' COMPENSATION? YES-NOD
REASONS WHY gBroke out in rash no preventive s

: ;

: :
REPORT SUBMITTED BY *fgewé}gég e DATE 07/15/’2008

BRAC 2520 (10/99)
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Suzlon Accident Report

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

P
Team Member: m 4rc 4 f{ was Taken to Hospital or Clinic? YL N

Date of Occurrence: 7 = /,2"‘ Qf Is This a Near Miss?Y___ N__

Time of Occurrence:____3 <l O
. _ 1
Date Reported: 7/ -7 g Team Leader:_{ )(A_Q_! 5/ QAT ern

Department: f Alshhon 5 Day shift X Night shift ___

Location of where accident occurred (be specific)
VG/./:}IK’E’?’I& £ 574 /J/5/C L f%d/ﬁ’j Cepe :“/Z AN 2o 2 ""Jﬁ
TS So ol ororhia s and Sea (g >Tomeed iy e Alagh

Description of accident [/ injury
ACrS_Gepoune ﬂ,ec/i qeel  Cles Pzﬁﬁéfizg mf/)

Cea / ﬁzJ
V7

Witnesses names

Corrective action (if needs further investigation use form F:ST:02

O\/Aﬂé’f%, A/ﬂg/ & )”C—u' anel ?Aé’ /f/ﬁ/‘i

Employee Feedback
/ . ol ,J-uﬁf’(
// 7 / g/mf,{,ffe_éz (AL 74 - 0% sy 1 oddes
eam Me rS|gnat re Date f
/ %M\ -l TTg
Tea Leader Signature Date :
Thyomea et 7-14- 29%
Safety Officer Signature Date

Team Leader: Perform Accident Investigation, Implement Corrective Action, and submit
completed form to the Safety and Environmental Officer before the end of your shift

F:5F:03 RevNum:4 Rev Date: 16-Jul-07



@

CORPORATE M 3

G Medical Referral to Employer

=

Employee Name: ,Md Vs i‘ a % { VAS Date of Injury:

AUTHORIZATION TQ RELEASE INFORMATION: [ hereby authorize the Health Cars Provider who completes this form to release any
information t lon Rotor CorEomtion substantiates, clarifies, or elaborates on my fimess for duty,

arcox e, 7 IO

Employee Signature / Date

Medical Provider Date / Time of Appt:

ALL WORKERS' COMPENSATION MEDICAL EXPENSES must inciude the patient name, date of service, and Medical
Provider's "Prograss Notes” for treatment, Social Security Number is recommended, Mall all efaims for payment directly to:

Berkley Risk .
PO BOX 59143 ~
Minneapolis, MN £5459-0413
{612)766-3000

incomplete bilings or thoge mailed directly to Corporate Management Group may result in slow payment
: processes.

Diagnosis: . Non-work related

Undetermined
Treatment Plan: L s oy ____ Workrelated
RETURN TO WORK: Wi - Limitations/ 2/ Date: _7 [;5/ Loz

{Suzlon retor Corp. has an dvtive return-to-work program. Most tempofary ;ét?icsicens can be
accommodated. Please call 507-562-6700 if you have 20y questions regarding light duty jobs.)

TOTALLY DISABLED: (Dates) From: To:
RESTRICTED WORK: Dursation of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.
Restricted Lifting: Maximum lift: 10lbs 201bs 301bs 401bs 50lbs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)
_ 0-31bs 5-101bs 10-201bs 20-301bs 30-40

Restricted bending: (Limit in degraes) 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: yan Provider’s Comments:

Please fax back to 507.562.6800 ~ Attn CMG.

LI ST tnC T AP TA TOW A TASTT T wa Loon waAaw ANN7 LT anare



3 PART DRUGS OF ABUSE TEST REQUEST

iRl

R e e B

BEVIH B SPECIMEN 1D
o HoaRsin
Ay : i
LAIORATORIES,iNC é%ié
iz ' § ; §§
Employer: SEieE g it
Fof To be completed by
= COLLECTOR /DONCR
¥ Social Security No, Employee No. or other Identification No. B Specimen Type:
o 1 - b | _fq .
Donor |D. ﬁ T %i} AR IS [ Bioad I;I.Unne
[ Oral Frid
' Donor Name | - . : R Y
MRO: st fist) AV E < AR RN IR N IRITE ¥
3 grSSN [N pj {,{ ] § f {% ¥ {:—" t jj‘. F
Tonor RS 3 Referring Prys.— ¢
- 5 o -t S M R A BT
Daytime ML ] S Company T Y
*Phune - { f S R T - F!_V____________
DONOR CONSENT ! certify that | provided my speciman to the collector, that the spacimen container was sealed
with a tamper-proof seal in my presence; and that the information provided on this form and on the label affixed fo the spacimen
kottte is correct. | authorize MEDTOX lo release the resulls of the tests to my employsr, prospeclive employer, employer
representabive and/or their authorized heaithicare professionals. . )
1 . e
L l Signatre § - f’f / Month Day DATE Year
: PRy - . ] et -
Acecount # I FE 3 : Z-}/ . £y L R SN ER
S AT e %) / ] A T el 4
Test(s)
Crdered
-(I;%E?_Ecg';’ng;ieted by Indicate Reasan [} Pre-omployment [ | Randon  [] Reasonable Suspicion [} Other {snechy):
for Test [T retun to Duty [ Fotow-up L] Post Accident 7] Periodic Medical
i £
To be Completed by ¥ Specimen temperature Specimep Temporature Wit 81605
4 COLLECTOR must be read within 4 rapge:-{90°-100°F/32°-38°C)
minutss of collection YES [ No. Remark Required
To be Compisted by COLLECTOR g giamarnnga g Collection Site Phane No.
BTG ~
Collection Site Location: Facility and Address fix+ !\s ooE ’ AR Lol > & |4
Date and Time of Colleciion Manli Bay Year Hour Minutes f.af
Aol N1 Pl oy Eam
{,j f_]-; {"’;T S RRIaT i ;i_:," {1
Remarks Conceming Collection DATE e [Dom * :

D 2008 MEDTOX Scientific, Inc. All sights reserved.

Fi-lin

i, the collector, by signing below certify that the specimen identified on this form is the specimen given fo me by the donor identified above and that it has been collected,
Iabe!ed;ﬁseated and released to the Delivery Service noted in accordance with appiicable requirements.

SPECIMEN BOTTLE(S) RELEASED TO:

x a ., iu i Z ¢ R_- tl,a/me' of Delivery Service Transferring Specimen o Lab
{3 oy § o Slengtue of Colicf M'DHL (] Locat Courier
LA hind i o

(PRINT} Collactors Nams (First, MI, Last) 1 Other




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 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 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 wriiten 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 pav 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 Signat W{Z}M /»-%M"uﬂa{) Dt:z" zé[ 8/
mployee Signa ure/ / A ate e




