Suzlon Accident Report

BUZLEN

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

Team Member:M ) U\CL ﬂ( N %‘&@ Taken to Hospital or Clinic? Y \|_ N__

Date of Occurrence:[ o - o 08 Is This a Near Miss? Y__ NV~ Clev eCF T
Time of Ocourrence;_ (OO

Date Reported: (2 o 15 Team Leader'/‘% f\ Lbf (b‘!&tv’{)/@g JOh

Department:;\3 Y C’—Jp&\o Day shift ¥ ) Night shift ____

Location of where accident occurred (be specific)
L} E: @
Description of accident / injury

ML \"\C\5 C%U\ Moy Qi W %&Q,L C\;‘Q OUL

Witnesses names

L

Corrective action (If needs further investigation use form F:57:02)

LSt Qcoppey L\.fr/h\r\e:\ RUGULETG NV MG\A\\\G
0\ Q/\r\( Mr

Empioyé‘e Feedback

2 27
/%/ S
A ; N :

Team Member Signature Date

\ AR (Q ,_2 LQ O(& "
Team Leader Signature Date
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:SF:03 Rev Num:4 Rev Date: 16-Jul-07



i @ 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 referra! 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 proifiders 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 fo a
temporary return to work assignment is accomplished by written approval from a physician
with the assistance from an Qccupational 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.

1 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 Date: _@?__)C;
7 g




Minnesota Department of Labor and Industry
Workers' Compensation Division

443 Lafayette Road North

St. Paul, MN 55155-4305

(651) 284-5030

First Report of Injury

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

1. EMPLQYEE SOCIAL SECURITY #
473-21-97]

2. O8HA Cass #

IR N

DO NOT USE THIS SPACE

 [¢am

3 DATE OF CLAIMED ILIURY 4. Time 5 Time employes 5sg f am

{3 ’76/"(}63 i | ofinjury 09 OO [ Jem work on date of § .;uw 07 (}0 [ ]em

. EMPLOYEE Nai""e ¥ asi frsf, middie} o 7. Gender 8. Marita) |:]Married'

Steffan ‘Michael IlgIm L]F | Status  [/]unmarried

.ri.qme address 10. Home phone# 11. Date of birth

624 11 1th Strees - N [(507) 676-0948 | 3/21/1988

Gity L State Zaa Cocﬁ o 12. Occupation 13. Regular department 14. Date hired

Pipestone. . MN s6l64 ‘Production Worker Prefab _ '5/12/2008

15, Average weekly wage |.16. Rate perhour . . 17.. Hours per day 18. Days per week 19. Employment |Z Full time Eparttjme
§400.000 | $10 00. : Status Seasonal r"Vqunteer

20. Weekly value of: | Meals

$0.00] totgng_ $0.00.

nd

 $0.00

income

21. Apprentice

D Yes No

22. Tell us how the injury occurred and what the employee was domg before the incident {give detalls) Exampn'es “Worker was driving lift fruck wnth a paitet of

boxes when the fruck fipped, pinning worker's leff leg under drive shaft.”

Moving grider and left back went out.

23. What was the injury or Hlness {include the parils]
chemical burn left hand, broken left leg,. carpal funnel syn

{eft lower back

| 25. Did imjury accur on
employer’s premises? Yes D No

If no, indicate name and address of place of

of body}? Examples:

rdrome in left wrist, . . . .
'gh‘der

24 What taols, aquzpment machines, obje::ts or suhstaﬁces werg mvolved’?
.Examples.. chlofine, hand sprayer, palief lift trick, computer keyhoard.

28, Date of first day of any cst ﬁame

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

[Jves [ no  [¥INolosttime on DOI

occurrence

28. Datc et”apiayer notified 0§ injury

29. Date employer notified of lost time

6, 26 2008
30. Return to work date 31. Date of death
6/26/2008 _ R

32. TREATING PHYSICIAN (name, address,.and phana) | 33. HOSF‘ITAIJ(‘I INl(‘ n’namp and address) (if any\ 34. Emergency Room Visit
e s e ... |:Pipestone MedmaiGroup ‘{es Na
s E'zlzoegttgn[:‘ve SW N 56146-:4‘ G 35. Overnight in-patient

50732557{)0 F1pesiq DN IO EIYeS No
36. EMPLOYER Legal name '37. EMPLOYER DBA name (if different)

CORPORATE MANAGEMENT GROUP INC 188607 _
38, Mailing address ' 39 Employer FEIN T40.Unemployment 1D#
12000 N. WASHINGTON ST. #290 0036373110

City State Zip Code 41, bmployer's confact neme and phone #

THORNTON CO 30241 Amanda Carnahan (303) 920-1425

42. Physical address (if different) | 43. Witness (namz and phone)
_ N/A ~

'_C_it_‘y_ State le Cc_)d_e _____ 44, NAIIC'S.c:c':;de. — . .4n5. bété form :I:o.rﬁp.le.te'&. -
' : : 06/26/2008

46. INSURER name 51. CLAINIS ADMIN COMPANY (CA) name (check one) insurer

MINNESOTA ASSIGNED RISK PLAN Berkley Risk Administrators Company, LLC  TPA
47. Insufed 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 recaived notice 53. CAFEIN 54. Claim #
06/26/2008 41-1887666 04 - 188602 -

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

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 IS ONLY BY THOROUGH
INVESTIGATION THAT MANY OF THE REAL uAUSES CAN BE DETERMINED AND CORRECTED.

NAME OF EMPLOYEE Michael Steffan " company CORPORATE MANAGEM peer Prefab
DATE OF ACCIDENT 6/26/2008  tme 9:00 AM ' pip EmPLOYEE LOSE TiME FRoMWoRK?  vEs[ Ino[¥]

HOURS LOST ON DATE OF ACCIDENT - 0: HAS EMPLOYEE RETURNED TO WORK? YES [YIno[ ]

Jjos riTLe _Production Wor‘ke‘rﬁ_ . “ | SERVICE WITH THE COMPANY 3 mo YEARS IN PRESENTJOB 3 MO

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 INSTRUGCTED IN SAFE AND EFFIGIENT METHODS? -.cvoveecee e vES[Y] wo[
2. DIDINJURED PERSON VIOLATE ANY INSTRUGCTIONS?............ Nol[d  ves[
3. - WAS NECESSARY PROTECTIVE EQUIPMENT WQRN? {u: APPLICABLE) ves[x] no[d
4. DID POOR HOUSEKEEPING CONTRIBUTE TO INJURY? ....c........... NO[]  YES[]
5.  DID HORSEPLAY CAUSE THE INJURY? ......... NC[Z]  YES[]
6.  WAS IT CAUSED BY SOMETHING WHICH NEEDED REPAIRS? NO[  YES[]
7.  SHOULD A GUARD BE PROVIDED? ........... NC ] YES[
8. DIDANY BODILY DEFECT CONTRIBUTE TO INJURY? woooooooooooooooeoe NGl YES[]
9.  WASIT CAUSED BY AN UNSAFE ACT? ....c........ NO[Z] YES[

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

ACCIDENT. (DESCRIBE WHAT INJURED WAS DOING AT TIWIE OF ACGIDENT, WHAT HAPPENED, WHO WAS INVGLVED, NATURE OF INJURY, PART OF
BODY AFFECTED)) -Moving grider and left back went out.

WITNESSES' NaMES  IN/A

UNSAFE ACTS. (WHAT DID THE EMPLOYEE QR 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 CAUSED THIS INJURY?)
Use proper lifting skill when moving a girder.

N/A

MEDICAL CARE. DID EMPLOYEE GO TO DOCTOR OR HOSPITAL?  YES [/ sI7] NO [l IF YES, COMPLETE THE FOLLOWING
NAME OF DOCTOR OR HOSPITAL ‘Pipestone Medical GI”OUP DATE OF INITIAL visIT 06/26/2008

ADDRESS 920 4th Ave SW, Plpestone MN 56164 - . B | TELEPHONE NUMBER 507-825-5700

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

REASONS wHY -t happened while using the materials and tools of the job.

REPORT SUBMITTED BY Ashley Postma _ _ _ : oate  06/26/2008
Adm1n1strat1ve A551stant o

BRAC 2520 (10/99)



