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e ~ Suzlon Injury Report

S.R.C.- Pipeston

Team Member._{{Jupcio  (oZe € (&l Taken to Hospital or Clinic? Y___N _X
. Date of Occurrence: | l' [ % O 7 Day shiﬂx Night shift ___

ﬂ'm 7 Department‘: Am il u' ({5

Time of Qccurrence:

.Team Leader; S\f? (/\H | B” > e N Qﬂﬁc&ﬁj '

Date Reported:_ i i )‘ | L{ : 8_7

Location of where accident occurred {be specific) - -
_@ V- <o fﬂ‘p 90(‘) (e e

Description of accident / injury

St olboar (oft) frnon  patling | Shelling
Y side  blade . ' '

Witnesses names

Corrective action {include: task, equipment, environmental, and management factors)
~ If needs further investigation use form F:ST:02 :

Employee Feedback

720ce Qo Zo0un) VIS QU

Team Member Signature Date

ﬁ 3{}/,,4,/// - | . 24 0’7

Team Leader Signature Date

_Qm—»(sw _ M-2%-0™ B
Human{Resources Signature = - Date o _
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Minnesota Dapartment of Labor and Industry
Workers' Compensation Division

443 Lafayette Road North

St. Paul, MN 55155-4305

(651} 284-5030

1. EMPLOYEE SBOCIAL SECURITY # | 2 OSHA Case #

First Report of Injury
Side

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

ARRRVAOT RN

DO NOT USE THIS SPACE

504-86-7499 o
3. DATE OF CLA%&%QB m;{;ﬁ‘g 4. Time - am 5. Time employse began, am
13 };__, 2{}9” of injury : me waork on date of injury 7 {} me
8. EMP&G‘!E& \arfm as{ ffst mdc.e; 7. Gender 8. Marital DMarried

éeuam k%a@u» J[OOM [/IF | Status [T unmerred
Q.V%mme adc%rz_e_s_s_ 1G. Home phone # 11. Date of birth
256 Rock Street |(507) 347-3188 | 12/4/1959 _
Gty — S'aae_ Zip Cndrer - 12. Occupation 113 Regular depanment 14. Date hired
Holland  MIN 36139 Production Worker ' | Mould 11072372007
18, Average weekly wage ‘16 Rate per hour | 1? Hours per day 118«.Days.per week 19. Employment Full time I::pamime

$400.00 | $10.00: 40 - Status [ |Seasonal Volunteer

20. Weekly value of; | Meals - $O OO | Ledging. SO O() [ ™ income . $000 21. Appfenﬁoe I:IYes . No

;Sore elbow (left) from pulhng/sheﬂlmg s1de of blade.

23, What was the injury or iliness {include the partis} of body)? Examples:
chemical bum left hand, broken left leg. carpal tunnef syndrome. in feft wrist.
dett elhow

24. What tools, equipment. machines, objects, or substances wers involved?
Examples:. chlorine, hand sprayer, pallet lift tnick, computer kevhoard. . . .

‘shelling (green mesh)

35 Did injury acearon T I
employer's premises? Yes D No
If no, indicate name and address of place of

26, Daié 51 sl day of any lost tme

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

D Yes El No No lost time on DOI

28. Date emp;oyer m}imed oa injury

occurrence 29. Daie employer notified of lost time
2/72008
30. Return fo work date 31. Date of death
1171372007

32. TREATING PHYSICIAN (name, address, and phone) | 33. HOSFITAU(‘I INIC‘ rnamp and.address) (if any\ 34. 8 wrrcrcxemy Room Visit
SR - T ;_P;;JestoneMedxcaleup T .YES No
: . ;920 éth;Ave SW Bt o 35, Cvemight in-patient
b5.5.5700 |+ Pipes Q0. MN 56164 CJves [/]No
36. EMPLOYER Legal name 37. EMPLOYER DBA name (if different}

CORPORATE MANAGEMENT GROUP INC 1886017

38. Mailing address 30. th;')'k“)y'ef FEIN 40. Unemplayment D#
12000 N. WASHINGTON ST. #290 0036373110

City State Zip Cade 41 Employer's contactname and phone &
THORNTON CO 80241 Ashley Postma {3073 562-6807
42, Physical address (if different) _ | 43. Witness {name and ph_one)

Gy ~Shie Zplod | 44 NAIGE sode 45 ate form compieted
S S 02/11/2008

46. INSURER name 51. CLAIMS ADMIN COMPANY (CA) name (check one) Insuzer

MINNESOTA ASSIGNED RISK PLAN Berkley Risk Administrators Company, LLC TPA
47. Insured legal name 52. CA Address
222 South Ninth Street
48. Policy # or salf-insured cerificate # City State Zip Code
Minneapolis MN 55402
49. insurer FEIN 50. Date insurer received notice 53. CAFEIN 54, Claim #
02/11/2008 41-1887666 (4 - 188602 -

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

BRAC 2510 (7/05)




SUPERVISOR'S REPCRT 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 OVERLOOK
THE SO-CALLED "UNIMPORTANT" CASES, BECAUSE, EXCEPT FOR "CHANCE" THEY COULD ALSO HAVE BEEN SERIQUS. IT IS ONLY BY THOROUGH
INVESTIGATION THAT MANY OF THE REAL CAUSES CAN BE DETERMINED AND CORRECTED.

NAME OF EMPLOYEE -Marcie DeZeeuw COMPANY . 'CORPORATE MANAGEM pepr. Mould

DATE OF ACCIDENT L 1/13/2007 TIME AM % DID EMPLOYEE LOSE TIME FROM Work?  YES [¥Ino[]

HOURS LOST ON DATE OF ACCIDENT - HAS EMPLOYEE RETURNED TOWORK? YES [¥]no [
sosTmiE Production Worker " grpuicewiHTHECOMPANY 5 MmO YEARS INPRESENTJOB __ Smo-

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 oo YES NOL
2. DID INJURED PERSON VIOLATE ANY INSTRUCTIONS?............. . No[] vYES[]
3.  WAS NECESSARY PRCTECTIVE EQUIPMENT WORN? (IF APPLICABLE) ..... YEs[d  nNol]
4. DID POOR HOUSEKEEPING CONTRIBUTE TO INJURY?Z ..o oottt eees e eseesere e e s stn s s s ens st v NO[«] YESL]
5. DIDHORSEPLAY CAUSE THE INJURY? oot veetes st eee e eeaeeeseseeemee s e sees e seessnmseesasemseeressassessresrseeresasasessseemnsssns No[x] YESOH
6. WAS IT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? ... NOo[v] YES[]
7. SHOULD A GUARD BE PROVIDED? ........... NOo[v]l YES[]
8. DID ANY BODILY DEFECT CONTRIBUTE TO INJURY? ..o NO[A]  YES[]
9. WWAS [T CAUSED BY AN UM S AFE ACT 7 oot ee et et oeessees et se s e seeen e seeseass 1o eseeense et eenssesee e emseemeererene NO[¢] YES[]

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

ACCIDENT. (DESCRIBE WHAT INJURED WAS DOING AT TIME OF ACCIDENT, WHAT HAPPENED, WHO WAS INVOLVED, NATURE OF INJURY, PART OF
BODY AFFECTED.) Sore elbow (left) from pulling/sheilling side of blade.

WITNESSES' NAMES

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

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

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

-Educated employee to change the wat you remove aiding materials. Use different positions.

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

‘Educate employees the correct way to remove materials.

MEDICAL CARE. DID EMPLOYEE GO TO DOCTOR OR HOSPITAL?  YES[Y] NoO |:| IF YES, COMPLETE THE FOLLOWING
NAME OF DOCTOR OR HospiTaL Pipestone Medical Growp N DATE OF INITIAL visiT - 02/07/2008

appress 920 4th Ave SW, Pipestone, MN 56164 : N . TELEPHONENUMBER 307-825-5700

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

REASONS WHY ‘Because it happened way back in November and she is just reporting it to us now.

REPORT SUBMITTED BY 'ZA's'i'ﬂq‘?gs'tﬁiﬁa' _ o pate 02/11/2008

Administrative Assistant
BRAC 2520 (10/99)
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FEB-07-2008 05:07 PM PIPESTONE MED CLINIC 5078254744 P. 01

Referral for Medical Treatment Report to
Employer

S.R.C. - P!Eestougl [LS.A.
Employee Name: Ma_v cle. DeZecud Date of Injury: &W -~ ‘07

AUTHORIZATION TQ RELEASE INFORMATION: Thereby authorize the Health Care Providar whe completes this form fo release any
information to The Suzlon Rator Corporation wt7‘=h substantiatzs, clarifies, or claborates on my fitness for duty.

-5 02 .0720F
Employea 1gnd Dats
Medlcal Provider k‘ QeLotd @ Date / Flme of Appt: %[ 2 Z Q g yi gfo

AllL WORKERS' COMPENSATION MEDICAL EXPENSES mus! include the patlent name, téta of service, and Madical
Provider's "Progress Notes” for treatment. Social Sacurity Number is recommanded. Mall alf claims for payment directly $o:

Wausgau Insurance
PO Box 8016
Wausau, Wi 54402

1-877-870~1542

Incompleta blllings or thase mallad dlraatly ta Suzion Rotor Corporation may rasult In slow payment processes,

Diagnesis: W Non-work related
Undetermined

Treatment Plan: _/] s A\ _ Wark related
2, W7
RETURN TO WORK: X _ With Ne Lifhitations T Date; 2 / g 195
(Suzlon retor Cerp. has an sctive return-to-work program. Most temporgry péstrictions can be
accommodated. Plense eal}l 507-562-6700 if yon have any guestions regarding light duty jobs.)
TOTALLY DISABLED: (Dates) From: To:
RESTRICTED WORK: Duration of Limitations: Days/Weeks
Restricted Work Hours: May Work houre per day hours pet week.
Restricted Lifting: .- Maximum lift: 101bs 20lbs 30lbs 401bs 501bs
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 degreex) Bending frequency (# of times per hour):
Restricted use of hand; ___ Right __ left  NoUscor _ Limited repetitive grasping, gripping
Standinp/Sitting:  Standing (hours per day) Sitting (hours per day)
Other:
Next Appt, Date / Times ‘_R u{ﬂ 4 Provider’s Comments:

= L
Medical Provider Signature; ‘/g M Date: 5 Z 3 [CQ g

F:HR:07 RevNum:l Rev Date: 23-AUG-2006




FEB-07-2008 0%:07 PM PIPESTONE MED CLINIC 5078254744 P. 02
.%m:\j:xft.\.a'm

vt convrostr o[

{(WHEN COMPLETED RETURN TG REQUESTER)
Flease PRINT or TYPE yeur responses. HCOD"1
Enter dates In MM/DD/YYYY format, - :

SOCIAL SECURITY NUMBER DATE OF INJURY DOB B0 NOT USE THIS SPACE
Sedt Kl 1439 | 2--$9

EMPLOYEE EMPLOYER

SWovoie  Dezeenud) Sulan

INSURER/SELF-INSURER/TPA INSURER CLAINM NUMBER

iNSURER ADDRESS

CITY STATE ZIF CODE

REQUESTER must specify all items to be complated by haalth care provider, 7] tems: __ T Mg fmY [T PP (@10

HEALTH CARE PROVIDER TO COMPLETE ITEMS REQUESTED ABOVE
1. Date of first examination for this injury by this office: ! ./,L - _I "08 (date) -f

?  DBisgnosis (includs ol WN-9-CM cades): . , o
2 3 * ; ’

6. I8 there evidence of pre-ekisting or other conditions that affect this disakitty? [ TWo [} Yes  If yes, describe:

’ — g
T FUPIIVEN ..1

G. I8 further trepument of this Injury or refarrgl ta another doctor planned? M L] ves  If yes, describa;

Y PWETY |

7. Has surgery besn parformad? (L6 [ ves 1f yas, date and describe: (data}

S ———

ISP

8. Atach the most recent Report of Work Ability. Date of report: 2 { ﬁg {date)

9. Has the employee reached maximum medical improvement? - Date
(If yes, comiplete itern #10) (See deflnition on hack} No || Ves reacher:

10.  Has the employee sustained any permanent partial disabllity from the injury? L Ne [ Yes KTao warly 1o detarmine
The permanent partial disability is l % l of the whole bady. This rating is based on Minn. Rules:

. ] L LY PP

5223, | x| [s22
|s223. [ % | [ 5223 |

k.

NAME (Typu 1 Prirn) DEGREE

BRUCE W KOCOUREK, RO
——— SPESTONE LOUNTYMEDICAL CENTER
ADDRESS )5 4TH AVE SW PIPESTONE MN 34164
SNT7-HZ5 5700 FAY 507-§25.4744
. DEA BK0412477 MNLIC 34116 -
cITY VIPIN D25406 NPI | 699738555 ARFA COpE [TELEPHONE # SATE SN
/08

2
i

MN HCOT (7701).




FEB-07-2008 05:07 PM PIPESTONE MED CLINIC

Report of Work Ability

See Instructions on Reverss Side

Flaase PRINT or TYPE your rasponses.
Enter dates in MM/DB/YYYY farmar.

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

5078254744 P.03

OB INN

RWO1

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

SOCIAL SECURITY NUMBER DATE OF INJURY

o4 8 1499

EMPLOYEE

"*fhw.fcu‘ € \D-ﬁ st oty cad O avh

Pate of Birth

| 24-357

DO NOT USE THIS SPACE

EMPLOYER
<
OuE\o e

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by thls offica g,— -0

(date)

Select the appropriate option(s) below and fill in the epplicable

dates.

1. JZL Emploves is able to work without restrictions as of | 2 / 4 / /9% (date)
V4 i/ il
2. [} Employeo is abla to work with restrictians, from {date] | 1 {dare|
The rastrictions ara: ]
-
3. D Employae is unabla 1o work at all. from (date) | to {date)
The next scheduled visitis: | | as needed  OR {date)
MNAME {Tv~n or Printl SIGNATLRE DEGREE
?RU‘?E W KQCOUREK, BO >
. PIPESTONE COUN ra s A
PO o CENTER STATE  © [LICENSE #/REGISTRATION #

‘| ADDRES! 920 4TH AVE SW PIPESTOINE MN 56164
507-825-3700 FAX $07-825-4744

i DEA BED472477 MN LIC 34) {6
c—n“r LIPTN 125406 NPT 1699738554

AREA GODE

TELEFHONE #

MN AWDT {3/01}

DA;S?NFQ. | : .
-/ 5



