Suzlon Accident Report

S8.R.C. - Pipestone, MN U.S.A.

Team Member: S‘\a\\wm (’1 B hech Taken to Hospital or Clinic? Y 5_ N__
Date of Occurrence: 5 - L T” O g Is This a NearMiss?Y__ N_

Time of Occurrence: g ~ (‘)A\D 8

Date Reported: S~ ile - d¢e§ Team Leader:

Department: Fia =a..b'\mj Day shift __K Night shift ___

Location of where accident occurred {be specific)

Fighty hownd  rony A,
4 7 7

Bescription of accident / injury

W@ﬁ& @lﬁsﬁ or radal o M

tf’ /L_,@/\ a\é{ e fy ,{‘/“A/{ g r/’yf’@wd(//\
| e

Witnesses names

Corrective action {If needs further investigation use form F:ST:02)

(gt f‘ww /Qz/f"\ . /?‘A’*"—)

Employee Feedback

Team b\EF‘Slgnature Date
/ A—/’ j ~S6 —9F

/T_am 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



Health Care Provider Report ‘I [ f J
See Instructions on Reverse Side f i ’
(WHEN COMPLETED RETURN TOQ REQUESTER) :
Piease PRINT or TYPE your responses. HC D
Enter dates in MM/DD/YYYY format. -
SOCIAL SECURITY NUMBER DATE OF INJURY DOB - DONOT USE THIS SPACE
% — — e
S50 SRS 1 S\S0¥ | 10-a490
EMPLOYEE EMPLOYER
~ (5 oedse CING, -
INSURER/SELF-INSURER/TPA INSURER CLAIM NUMBER

INSURER ADDRESS

CITY o STATE ZIP CODE

REQUESTER must specify all items to be campleted by health care provider. ] ttems: ___ {1 mmi#e) [T prD (#10)

HEALTH CARE PROVIDER TO COMPLETE {TEMS REQUESTED ABOVE
1. Date of first exarnination for this injury by this office: — )LO@K ’(date) ’

“

2. Diagnosis (include all ICD-§-CM codes):
L) AN T @ <f i”k e ;L

A 4 ,

was the injury or. dlsease caused, aggravated or accelerated by
No €5
\

In your opinion (as substantiated byfhe h:story am:l physicai e mlnatmn)
the employee’s alleged employmerft activity or environment?

|
5. Is there evidence of pre-existing or other conditiors that affect this disability? [&HRo D‘ Yes [ yes, describe:

6.  Is further treatment of this injury or referral to another doctor planned? W- D: Yes If yes, describe:
7. Has surgery been performed? E-'Nﬁ Clves If yes, date and describe: ‘(date)
8. Aftach the most recent Report of Work Ability. Date of repart: Lﬁ—//é /{9{ {date)

G, Has the employee reached maximum medical improvement? E,N. u Y Date
(If yes, complete itern #10) (See definition on hack) &s reached:

0. Has the employee sustained any permanent partial disability from the injury? [INo [] Y‘JT)S [=Too early to determine
The permanent partial disability is of the whale body. This rating is based on Minn. Rutes
{ - - : X j
5223 [ % | [s223 ! % |

| 5223. i % | [ 5223 ' } %

L
iy

MAME (Type or Print) . SIGNAT DEGREE
BRUCE W KOCOUREK, DO <" o

-————— PIPESTONE COUNTY MEDICAL CENTER
ADDRESS 950 4TH AVE SW PIPESTONE MN 56164 state  fLicENSE #/REGISTRATIDN %

507-825-5700 FAX 507-825-4744
o DEA BKO472477 MN LIC 34116
ciTy LPIN D25406 WPI 1699738559

DATE SIG

s"/za/
/

AREA CODE [TELEPHONE #

MN HCO1 (7/01).



Report of Work Ability

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

This form must be provided to the employee.
{Minn. Rules 5221.0410, subp. 8)

NOTICE TO EMPLOYEE: YOU MUST PROMPTLY FROVIDE A COPY QF THIS
REPORT TO YOUR EMPLOYER OR WORKERS' COMPENSATION INSURER, AND
QUALIFIED REHABILITATION CONSULTANT IF YOU HAVE ONE.

SOCIAL SECURITY NUMBER DATE OF INJURY

SOL Gln XKS 7 SIS Y

Late of Birth

%@ % @? D&w\ -2 D

i .-

L

T

RWO1

DO NOT USE THIS SPACE

EMF’LOY?,0 m @7

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

S“] bOg {date]

Select the appropriate option(s) below and fill in the ‘appiicable dates.

Date of most recent examination by this office

1. E Employee is able to work without restrictions as of é“'/; é%g/ {date} }
' WA _ :
2. D Employee is able to wark with restrictions, from ! {date) | 14 {date) 1 i
The restrictions are:
|
3. D Employee is unable to work at all, from {date) | 1o {date} I
The next scheduled visit is: &as needed CR (date)
DEGREE

NAME (Type or Print) : SIG% // %
: 7 MW

BRUCE W KOCOQUREK, DO
AODRES  PIPESTONE COUNTY MEDICAL CENTER
920 4TH AVE SW PIPESTONE MN 56164

STATE T LICENSE #/REG

P Pl
STRATION #

507-825-5700 FAX 507-825 4744
CITY  DEABK0472477 MN LIC 34116 . AREA CODE
UPIN D25406 NP1 1699718550

TELEPHONE #

s

MN AWO1 {7/01)

~

~




Copyright Medtox 1999

T LABORATORIES,IN

Employer:
i To be completed by
COLLECTOR / DONCR

Social Security No, Employee No, or other Identification Ne. % Specimen Tvpe
Donor iD.  ¢= ol L ¥ ol |15 : ”"; 7 Biood, ek tirne
et b | §opd Go|s [T Orat Fitid
MRO ?‘oslorfNﬁme ;
: ag i) - vl | e | b Ry A
TN (R o w0 40 N IS TR i I el
gonor _ _ _ 5| PRefering Phys. i -
aytime ey | e ¥ 1|/ Compan H
QPhone / el g Fa Ly

DONOR CONSENT { certify that | provided my specimen to the collector, that the specimen container was sealed
with a tamper-proof seal in my presence; and that the information provided on this form and on the label affixed to the specimer
bottle is correct. | aulfiorize MEDTOX to release the resulls of the tests to my empiayer, prospective employer, employer
representative and/or their authorized healthcare professionals.

Account # v

<
Test(s)
Ordered
E%Eigg{_”g;emd DY jdicate Reason [ | Pre-employment [ Random ] [ Reasonable Suspicion [ Caher {specity):
for Test L] Rewm o Duty [ ] Fatowup [ :Post Accident [ Periodic Medical
Tobo Comeleed by e e Tt | 81605
y AR
COLLECTOR minutes of collection P, VES ] Ne, Remark Required ; j% X ‘IL[ 51}5\..}»:) -
To be Completed by COLLECTOR Collection Site Phone No. : Fax No.
7
Collection Site Location: Facility and Address SRRl i ol I Sl
‘ Date and Time of Coltection Month Day Year Hour Minutes
N | . N
i i o= s | e ¢ i
, Y Gnciis i A
Remarks Concerning Collection -~

; DATE TIME T L pm Q»
I, tha collector, by signing below certify that the specimen identified on thi,Jorm is the specimen given io me by the donor idenfified above and that it has been collected,
Iabeled sealed and relsased to the Delivery Service noted in accordanc?' with applicable requirements.

’/ SPECIMEN BOTTLE(S) RELEASED TO:
Y { j{’l[? /:;’,, !i’t T T e i" }\\\mm__m..w ,’;V,‘--NarAne of Delivery Service Trgnszerring Specimen to L.ab
/ K Slgnafg of Callector 7 . N (| QHL ] Local Courier
iy (0ransaabiern—" ) iy
(PRINT) Collector's Name (First, Mi/‘l_ast) /./f D Other

COPY 3-- GiVE TG SUBJECT A-12b (1/08) mig. 1107



