Jricidan i

Suzlon-Aseeident Report
| SR.C.- Pipestone, MNUS.A.
Team Member: “F’TT‘../». 1 e S‘{‘OJ Taken to Hospital or Clinic? Y_o_ N___
Date of Occurrence: / 9'/ A7 / o7 Is This a Near Miss? Y___ N y..
Time of Occurrence: 7 30;;3,«»—
Date Reported: / 9’/ 27 / o7 Team Leader: :S AV A /Vtal/éa/g_
Department: F Do 0o Day shift ___ Night shift __}_(

L ocation of where accident occurred {be specific)

/ﬁ ‘7C70cm ooyr

Description of accident / injury

Atk ummh@ in fotn rpeen w4 baars sha

pohad & v ASL) d,e.t/ebj)iné (s .ffavf\f‘ ”)g‘fé'clfrm

Witnesses names

Yake Ko dle

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

/)"O‘F)L 2o (‘M/

Employee Feedback

@\/U«\ /\)W 1 2/>7 [on

Team Member Signature Date
\ - ]
=4 mzo / 2// 27 / .
Team Leader Sig&@type 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




Referral for Medical Treatment Report to
Employer

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

Employee Name: Date of Injury:

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

Employee Signature Date

Medical Provider Date / Time of Appt:

ALL WORKERS’ COMPENSATION MEDICAL EXPENSES must include the patient name, date of service, and Medical
Provider's “Progress Notes” for treatment. Social Security Number is recommended. Mail all claims for payment directly to:

Wausau Insurance
PO Box 8016
Wausau, Wl 54402

1-877-870-1542

Incomplete billings or those maifed directly to Suzion Rotor Corporation may result in slow payment processes.

Diagnosis: — Non-work related

__ Undetermined
Treatment Plan: i _,X_ Work related
RETURN TO WORK: ____ With No Limitations Date: /& / 25 /29'?

(Suzlon rotor Corp. has an active return-to-work program. Most tempo%fy ;;éstrictions can be
accommniodated. Please call 507-562-6700 if you have any questions regarding light duty jobs.)

TOTALLY DISABLED: (Dates) From: __,*2 / g.?//ﬁ? To:__ z/ / ,,,s\g; /‘;9?
RESTRICTED WORK: Duration of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.
Restricted Lifting: Maximum lift: 101bs 201bs 30lbs 40lbs 501Ibs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)
0-51ibs 5-10lbs 10-201bs 20-301bs 30-40
Restricted bending: (Limit in degrees) Bending frequency (# of times per hour):
Restricted use ofhand: ___ Right _ Teft _ NoUseor __ Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)
Other:

Next Appt. Date / Time:

F:HR:07 RevNum:1 Rev Date: 23-AUG-2006
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3 PART DRUGS OF ABUSE TES

SPECIMEN D

To be completed by

s
?1
E
2R

COLLECTOR / DONOR

Social Sscurity No, Employee No. or other identification No. Specimen Type:
Donor 1.D. ryre e iR Ty {1 Bloed Urine
f}{? Y/ Q%{ L [ ol Fuid
: Donor Name | ‘
MRO: s i) | Lo b -
' or $3N §/§~ o TJ? l’\J r f i%
Donor T o Referring Phys. i ]
Dafie | €|} ] ' kS } Compan SN e
e |SI DM |0 ]) Pliew oo
DONOR CONSENT  / certity that ! provided my spacimen to the coffector, that ths specimen container was sealed
with a tamper-proof seal in my presence; and that the information providad on this form and on the label affixed to the specimen
bottle is correct. | authorize MEDTOX lo release the resulls of the tests to my employer, prospective employer, employar
representative and/or thelr authonzed heafthcare professionals.
Signature R . — Month Day DATE Year
& i
Account # - [P B e S oy ml;"‘ l RYEEY
' A g"\w/' y MJ %‘w \ £ | 5,_ 7|..-D’L,/ LA _}
Test(s)
Ordered
% To be Comc};'i:eted BY  |ndicate Reason [] Pre-employment [ ] Random , [ Reasonable Suspicion [ Other {spectiyk:
g COLLECT for Test [J Retum to Duty ~ [{ Follow-up xPos1 Accident [ Periodic Medical
P ; Specimen Temperature Within
##% To be Completed by B Specimen temperature rap _ 90°-10[F))°F/32°-38°C} 81605
£« 9 COLLECTOR must be read within 4 nge: {
) minutes of collection JZ] YEs  [C] No, Remark Required
g 7
3 To be Completed by COLLECTOR Collectior: Site Phone No.
5 H ’
P Collection Site Location: Faciily and Address €\ Pl N 3 i =
= Lo Date and Time of Gollection _ Monib_ ay Year How  Minves
. Lol A | LADH D
Remarks Concerming Collection BATE THE /@:pm * .

i, the collector, by signing below certify that the specimen identified on this form is the specimen given to me by the doror identified above and that it has been collected,
labeled, sealed and refeased to {hepelivery Service noted in accordance with applicable requirements.

T SPECIMEN BOTTLE(S) RELEASED TO:
xw \*ﬁ f { i . f{ { ’ { ,\ “ id s Name of Delivery Service Transferring Spesimen 1o Lab
—— ~~Signalure of Cgliecior ] 7 ’}%’DHL [ Local Courier
S SR

(PRINTY Coilector’s Name (First, MT, Last)

' 7] Other

COPY 3. - GIVég;FO SUéJECT A-12b (1/08) mfa. $1/08
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Webhsite: www.encorewnlimited.com
Email: encore@encoreunlimited.com

CASE MANAGEMENT SERVICES REPORT

Insurer: Berkley Risk Administrator Date of Report: 12/28/07

Claim & 1000023477 Adjuster: Stephanie Hobot
Employee: Tia Preston Seq. No. of Report: 1
Employer: Employer Solutions Staffing Case Manager: Judy Staples, MS, CRC
Date of Injury:  11/04/2007 Social Security: N/A
Cost to Date:
REPORT SUMMARY:

Ms. Proston was released to return to her regular duties on 12/19/07 with temporary restrictions to aveid contact
with fiberglass. Ms. Preston returned to a different work area on 12/27, for approximately three hours. She
reported that a rash returned on her right forearm, she was sent to ER and removed from work on 12/28. Sheis
scheduled to see Dr, Christiansen on 12/31 at the Pipestone Clinic. Dr. Christiansen referred Ms. Freston {0 a
dermatologist. This has been scheduled with Dr, Deaton, on 1/16/08, at the St. Peter Hospital, St. Peter, MIN.

CASE MANAGEMENT PLAN:

Attend appointment with Ms. Preston on 1/16, to obtain treaiment pian and return to work form. Contact all
parties following appointment to provide update. Coordinate return to work with emiployer,

CASE ACTIVITY:

Date Notes ,

12/17/07 | Received referral information from account. Contacted insurer, employee, and employer for case
information.

12/19/07 | Met Ms. Preston and Dr. Christiansen at the Pipestone Clinic. 1conducted an initial interview at this visit.

: I reviewed a Notice of Service Form with Ms. Preston explaining that I am not acting as a Qualified
Rehabilitation Consultant, this form was signed by Ms. Preston. A Medical Release form was reviewed and
signed for the file.

Initial Inferview:

12/19/07 | Employee’s account of Injury:

Ms. Preston reports she developed a rash on ber forearms after working with fiberglass and resin at a
manufacturing plant that produces wind generator blades. She saw Dr. Christiansen who prescribed
medication and removed her from work on 11/28. She states the rash initially was on her forearms, neck,
and chest. Ms. Preston notes that she has improved since using the medication and being off work.

M. Preston reports that she re-entered the plant for a short time to deliver paperwork after being released
from work and the rash reoccurred on her right knee, left side and left upper thigh.

I attended Ms. Preston’s appointment with Dr. Christensen on 12/19/07. The doctor examined Ms. Preston’s
forearms, left side and right knee. He indicates the rash has elearcd from the forearms and did not think rash
on knee and Jeft side were of concern, He recommended that Ms. Preston continme to use the topical
medication upon returning to work. Ms. Preston was released to return to work on 12/19, with restriction to
avoid fiberglass resin. Following this appointment Ms. Preston indicated she would contact her employer to
provide a report of workability and obtain schedule for returning to work. She is scheduled for a recheck
with Dr. Christiansen on 1/9/08, or sooner if needed.

Update provided to account and RTW faxed.

ARIZONA ILLINGIS MINNESOTA WISCONSIN i
Phone: 800-343-3770 | Phone: 800-513-7167 | Phone: 800-898-3631 Phone: 800-434-2520
Fax: 480-833-0781 Fere: 800-536-5023 Fox: 651-207-4368 Fax: 715-343-1513




Jan 03 2008 3: 16PM Encore Unlimiteaed 507-345-1956

12/28/07 | 1 received @ call from Ms. Preston reporting that she was seen in ER on 12/27/07 after working for
approximately three hours a rash on her forearms. She indicated that she was working in a different area
cutting foam. She was not using sleeve protection. The doctor in ER prescribed medication for the rash and
released her to return to work on 12/29/07. Ms. Preston is scheduled to see Dr. Christiansen on 12/31/07. 1
notified all parties that 1 would be on vacation this week and Ms. Sherrill Sandell will be covering this
appeintment in my absence.

12/31/07 | Shemill Sandell attended appointment with Ms. Preston end Dr. Christensen. Doctor recommended she a
dermatologist. Dr. Christiansen removed Ms. Preston from work nntit this visit has been scheduled,

1/7/08 Followed up with Ms. Preston. She states she is waiting to hear from Dr. Christensen regarding the referral
for a dermatologist. | followed up with the account on. the referral. The account was in the process of
reviewing this and will notify me if the referral will be make with a specialist in Mankato, MN.

1/9/08 Received call from account o proceed with scheduling appointment in the Mankato area. Numerous calls to
specialists in Mankato area, no appointments available until February or March. Received a call back from
St. Peter Hospital indicating there was an opening on January 16%, confirmed with account.

Ms. Preston is scheduled for visit on January 16, 2008 at 2:25 PM with Dr. Deaton at the St. Peter Hospital,
Specialty Clinic , 507-934-7627, Hwy. 22 North, St. Peter, MN, 56082.

I contncted Ms. Preston, she was not available, 1 left a message asking her to return my call. A message was
left with Dr. Christiansen’s office regarding the referyal to Dr. Deaton.

Information was faxed to CMG, 507-562-6804.

Enclosures:

cC:

ARIZONA ILLINOIS MINNESOTA WISCONSIN
Phone: 800-343-3770 - Phone: $00-513-7167 Phone: 800-898-3631 Phorne: 800-434-2520
Fae: 480-833-0781 Fax: 800-536-5023 Fax: 651-207-4368 Fax: 715-343-1515
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Pipestbne Medical Group
. N Avera¥

Larry B. Ehristensen, M.D.
Pamily Madisine
Pipoctons, HN 5aj64 DEA No. ACTI18830

Fet 735;’_“’ :Fil_seﬁﬁﬂﬂ Date _[R.~ 3 —O {
Sae sbwwx-{@ Cg 7 (b

Ropetatur
ONon Repatatur Dr.
CIDAW

Instructions On Ba
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Rl ey AL LA

Fleass PRINT ar TYFE your rup:pnui. :
Enter datag In MM/DD/YYYY tormat. : . RW D1
This form must be provided to the emplnveu._' . 0 NOT USE 7145 SPACE

{Minn. Rules 5221.0410, subp. 6}

NOTICE TO EMPLOYEE: YOU MUST PROMPTLY PROVIDE A COPY OF THIS
REFORT TO YOUR EMPULOYER OR WORKERS‘ COMFENSATION INSURER, AND
GUALIFED REHABILITATION CONSULTANT {F YOU HAVE DNVE. _

" [SOCIAL SECURITY NUMBER DATE OF INJURY
: . N-38 €7
Ei\.ﬂPLm‘gEq{DC’LQM?(DWSEp a Bate of Birth
Tice ™. Besion . -Y-&0
EMPLOVER
Cn G

INSURER/SEL F-INSURER/TPA

INSURER CLAIM NUMBER

Dats of most recent sxamingtion by this offica |2 3BFO 7 ldate]
' 7

Select the appropriate option(s) below and fillin the applicable dates.

1, [[] Employes Is abie 19 work without restrictions as of (dats)
2. [ ] Employes is sble to work with rastrifzions, from (data} | g 1. ' tdate)
Tha restrictions are: '
3 M&npfoyu is unablei to work at all, frem 11"‘3 [--07 (datel | 10 {data] ;
: . . - + - - 5
The next soheduied visit is: 1 [] o2 nesded: OR ‘ (date) C{ \{_
. ' : . : o i ©¢c
s i i » R ey
NAME 'T-=a ns Drimsl - K si: ) — ) . .B?.EF' j
: P 4 jﬁ)
ADDR o e ol 1 e MERTAL EROLA STATE  |LICENSE #/REGISTRATION £
507-820-5700 FAX 507-82D-47 '
‘ BEA-ACTIIESY9 N LISC-23199! WPIN DT0423 _
oy : IE AREA CODE JTELEPHONE ¥ DATE SIGNER

MN AW {7/01)

—_— 1 123407

28 Iovd - O IERWSTINEHS o PEGTSTPZKESL  E1:iB8 690Z/B1/10
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| ACCT#: H0246301 ADM STATUS: DEF ER
MEH: H046761 DOBR: 3h/04/8B0

PIPESTONE COUNTY MEDICAL CENTZR/Avera Health PRBETON, T1A

Pipeatone, MN ADM/EERV DATE: 12/27/07
ATTEND PHY: KOCOUREK, BRUCE W., DO
DIoT PHY . KOCOQUREK, BRUCE w., ha

€ﬁLdbSl : .
/ EMERGENCY ROOM REPORT

Date of Service: 12/27/07

8. The 27-year-old Caucasian female presents to the ED with a complaint of rash. Hae
apparently had a recurrsot ragh from contact and expoaure at her work place at Suzlen.

The patient has been off work the past three weeks. Has baen treated with several topical
and some oral steroids for the rash. Finally got rid of the rash, returned to work roday
for the first time and develcped rash again about the fovearm, whieh is itching. She hae
changed jobs. Has bsen out of the wmold away £rom the plastic and regine, Hae been doing
some cther cutting and even today developed 3 rash about the forearms. The patient did
not have long sleeves on oxr other skin protection. -

O0: Heart im RRR. Lungs are clear to auscultation. Exemination of the skin reveals
reddened latticework slightly raleed itching rash noted from the base of the palma
proximally to just above Lhe elbowe in exposed area of the gkin of a short sleeve ghirt.
No areas of irritation about the neck or facial area. No leg irritation or rash noted.

A: 1. Bllergip contact dermatltis.

P: 1. Will go ahead and place on a Medrol 4 mg dose pack to he uged as directed. Will
place on Benadryl 25 mg taba, 2 tabs g. 4-6 houre as needsd for itch to get
through tonight. Will place on Zyrtec 1¢ mg 1 tab PO q. daily following that.
Will centinue avoidance at work. Wear long mleeve shirts, gloves and other
protection as posaible. If ehe continues to have a recurrent rash just from
airborne or contact at work she may need to cvonaider different employment. will
have Hey avoid plastice, resins, and octhex chemicale as possible at work with
paximal skin protection., Will allow to return to wark on 12/3%/2007.

o P RN
el I W

"KOCOUREK, BRUCE W., DO =

D: 12727/07 T:12/28/07 LKB 1228-005%4 :
Dict. Phy. e¢c: KOCOUREK, BRUCE W., DO =
oo

Thie report to:

pipsatone County Patisnt Care Inquiry {PCI: OE Database PIP]

Run: 12/31/07-08:57 by OLSON, CRYSTLE Page 1 of 1

¢0/2e0'd bO19 528 LOS lNOIlBhHOiNI HLTWAH OWOd- WY 9V:80 L00Z-1£-03d
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Mankato, MN. 56001
Phone:507-345-1922
Fax: 507-345-1956

jstaples@encoreunlimited.com

FAX COVER SHEET
Date: /{/g l/a?

Total Pages Including This /
Page: /7

. -

" N L - Lk Limnp)
‘FaxNumber: 667"6@&’@&700
From: ' Judy Staples, w # é 7@/

This facsimile document may contein sensitive, privileged, or confidential information that belongs
to the sender. If you are not the intended recipient, please do not copy, distribute, or disclose this
document to anyone other than the person listed above. If you received this facsimile in error,
please noiify us at 800-898-3631 as soon as possible and return the original message by mail to

the address listed above. Thank you.

A wHw. encorewnlinm

Ghopar batl ) 4 ENCORE

szfct(,(__ {LM 6?/7\% i UNLIMITED 1ic

JUDY STAPLES, M$, CRC

i WM Diiiy Case Harager
Territory: Mankato/Southern Minnesata

2345 Rice Street, Suite 223 » Rosewfle, KN 551133723
| Phone: 507-345-1922 or 800-898-3631 » Fax: 507.345-1956 :
jstaples@ancoreunlimited.com ’
Thanks. JUdy Staples “The Tradition of Exceligite Continyes” —J
If you do not receive dll of the pages, please contact us as soon as possible. Thank you.
_ ages, p kY

Encore Unlimited, LLC

The Tradition of Excellence Continues




ST st e L [ T T

Enter dates in MM/DD/YYYY format. : RWO0o1

This form must be provided to the employee.

DO NOTUSE T
(Minn. Rules 5221.0410, subp. 6] SE THiS SPACE

NOTICE TO EMPLOYEE: YOU MUST PROMPTLY PROVIDE A COPY OF THiS
REPORT TO YOUR EMPLOYER OR WORKERS' COMPENSATION iNSUREHL AND
QUALIFIED REHABILITATION CONSULTANT iIF YOU HAVE ONE.

SOCIAL SECURITY NUMBER DATE OF INJURY
390907 LY A -25-07
EMPLOYEE , Date of Birth
Tia _m. Preston [1-4-80
JEMPLOYER
Cmg

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by this office (datel—‘

Select the appropriate option(s} befow and fill in the appiicable dates.

{ da’teT’

1. D Employee is able to work without restrictions as of

2. ﬁEmployee is able to work with restrictions, from DR“* ??“@?

The restrictions are:

{date)

ﬂwic{ co uﬁémcf\/@ W&‘(Q Fi k‘@‘\i /‘:ﬁ“3§ F@‘? i\‘&_ |

f
f

{date)

3. D Employee is unable to work at ali, from

]

The next schedulad visit is: D as heeded OR

to f J(datﬂ i

: FAYLTEY )
NAME [Tmn e Drimes : ' SIG RE , DEGREE
' LARRY D CHRT TENSEN, MD PIPESTONE MEDICAL GROUp .
. S 3 A : A
ADDRE gy o 8 SW PIPESTONE. fihy aetes STATE LICENSE #/REGISTRATION #
507-B25-5700 FAX B07-825-4744
DEA-ACTI16539 MN LISC-23799 UPIN D75623
CITY £ AREA CODE [TELEPHONE # DATE SIGNED

MN RWGCT (7/01)



Report of Work Ability

See Instructions on Reverse Side

Piease PRINT or TYPE your responses.
knter dates in MM/DD/YYYY format.

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

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

SOCIAL SECURITY NUMBER DATE OF INJURY

396967 644 "-28-07

LT i

RWO1

DO NOT USE THIS SPACE

EMPLOYEE Date of Birth
Tia_m. Preston H-4-80
EMPLOYER

CméG
INSURER/SELF-INSURER/TPA
INSURER CLAIM NUMBER
Date of most recent exarnination by this office [A- 14 -D’I {date)

Select the appropriate option{s) below and fill in the applicable dates.

1. D Employee is able to work without restrictions as of

2. D Employee is able to work with restrictions, from

The restrictions are:

[date)

{date)

to

Wbt 6&0@?’ Hw%

3. /ﬁEmp!ayee is unable to work at all, from

The next scheduled visit is: D as neaded OR

{date)

R-R~E7

{date)

to

(R"l 9@7 |date)

| WA

NAME (Type or Print}

TH_N_Uede I X Mb

ADDRES,LARR\' D CHRISTENSEN, MD PIPESTONE MEDICAL SROUP
‘020 4TH AVE 5W PIPESTONE, MN 56164
507-825-5700 FAX 507-825-4744
DEA-AC7916039 MM LISC-23799 UPIN DVE623

STATE 'TICENSE #/REGISTRATION #

CITY

AREA CODE TELEPHONE #

DATE SIGNED

RERa

MN RWO1 {7/01}




01827 3716333 003028 003028 00002/00002

I NVOI C E PLEASE INCLUDE

INVOICE NUMBER ON PAYMENT
BENEFITS ASSIGNED

Invoice No, 23983776
Invoice Date 12/08/07

PO BOX 17124 Memphis, TN 38187-0124 3
CIaimant{ERESTON TIA 3
Address 42 RA

WESTBROOK, MN 56183
58# 396-96-7642
Employer SUZLON ROTOR

A

SUZLON ROTOR CORPORATION CORPORATION

1731 S US HIGHWAY 75 Address 1711 8 US HIGHWAY 75
PIPESTONE MN 5bL1&4-1L97 PIPESTONE. MN 56164-1697
Iililll“l|lil”l"nlIul;u"|§|li||ll|I:llllll“l:i“ll"ll Carrier/Claim File

tnjury Date 11/28/07
NCPDP 2414112 SNYDER DRUG
PIPESTONE,MN 56164
NPI # 1174604607

*Workers Compensation Claim*

Date of RX # Description Quantity | Unit Dr. Name Amount Due
Service
11728107 0668759  NDC# 00781502201 42000 EA AC7916538 CHRISTENSEN L 34.29
METHYLPRED TAB 4MG 7 day supply (G) New
11/28/G7 0668760  NDC# 00168000416 60.000 GM AC7918539 CHRISTENSEN L 8.20
TRIAMCINOI.GN CRE 0.1% 10 day supply (G) New
11/28/07 0668761 NDC# 49348037508 48.000 EA AC7916539 CHRISTENSEN L 9.93
SM ALLERGY TAB 25MG RLF 6 day supply (G) New
' Total
REMIT PAYMENT TO: FULL AMOUNT DUE UPON RECEIPT Amount 52.42
P. G. BOX 1000, DEPT., #492 PRICING CONFORMS TO STATE FEE SCHEDULE Due
PAYMENT REDUCTION NOT AUTHORIZED
MEMPHIS, TN 38148-0492 = Page 1
{901) 681-9080 800-541-5234 THIRD PARTY SOLUTIONS PROCESSES

PRESCRIPTIONS FROM PHARMACGIES FEDERAL TAX 1.D. 82-1770924



THIRD PARTY SOLUTIONS, INC. 01827 3716333 003027 003027 00001/00002
PO BOX 17124
MEMPHIS TN 38187-0124

Forwarding Service Requested

W

>01827 3715333 00 092013
SUZLON ROTOR CORPORATION

ATTN: WORKERS COMPENSATION BEPT
17131 § US HIGHWAY 75

PIPESTONE MN 5bLb41LES?

Number of Documents: . 000001




Eileen Stephenson

From:
Sent:
To:

Cc:
Subject:

Good Morning,

Sarah [sarah@corpmgmigroup.com]

Woednesday, December 05, 2007 9:01 AM
bzinnel@suzlonrotor.com; jpboone@suzlonrotor.com
'Eileen Stephenson'; 'Ashley Postma'

work comp

Tia Preston: Mould, Night Shift

| had a call for a work comp on 11/28/07 with a breakout of a rash.

| just need a verification that this happened that would be great.

Thanks,

Sarah Evans
Recruiter
CMG
(507)562-6712

sarah@corpmagmigroup.com

CORFORATE pARIA

TS e e erere serat ransesseiemsie ettt veie e



Referral for Medical Treatment Report to
Employer

o

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

Empleyee Name: T @ Veesten Date of Injury: _ | [ Z¥X0C7]

AUTHORIZATION TO RELEASE INFORMATION: I hereby authorize the Health Care Provider who completes this form fo release any
information to The Suzlon Rotor Corporation which substantiates, clarifies, or elaborates on my fitness for duty.

e Yo 1-2%-¢7
Employee Signature Date
Medical Provider _}. 1) (s e nSe Date / Time of Appt: | -8 -0 1 y .'O(J{DJ,T)

ALL WORKERS’ COMPENSATION MEDICAL EXPENSES must include the patient name, date of service, and Medical

Provider's "Progress Notes” for treatment. Social Security Number is recommended. Mail all claims for payment directly to:

Wausau Insurance
PO Box 8016
Wausau, Wl 54402

1-877-870-1542

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

Diagnosis: \._D&Q\# &'\ﬁ%(\ﬁ%: Non-work related
Undetermined

Treatment Plan: AL'Q"Q? Work related

RETURN TO WORK: With No Limitations Date:
(Suzlon rotor Corp. has an active return-to-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) From: To:

RESTRICTED WORK: Duration of Limitations: Days/Weeks
Restricted Work Hours: May Work hours per day hours per week.

Restricted Lifting: Maximum lift: 10ibs 20Ibs 30lbs 401bs 501bs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)

0-51bs 5-10tbs 10-201bs 20-301bs 30-40

Restricted bending: (Limit in degrees) Bending frequency (# of times per hour):

Restricted use of hand:  Right _ Teft _ NoUseor _ Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)

Other:

Next Appt. Date / Time: Z Lo };L\ Provider’s Comments:
*
\ JaYARRN

(-R&~07

Medical Provider Signature:

F:HR:07 Rev Num:1 Rev Date: 23-AUG-2006




. 3 PART DRUGS 0;= ABUSE TEST REQUEST | | ] |

lABDRhIONES,IKCK

_ Employer:

H
H
%3
i

To be compieted by
COLLECTOR / DONOR

Social Security No, Employee No. or other Identification No.

g
13
1=
#

Specimen Type:

Donar 1.D. A Lol 3| ] 2 1 [ Bloog_F=k-urine
"5 g: i é;’ 7l & 59; ] Grat Fiuid
MRO D!:nurﬁ Neme | - P -
N st, first] i s A 7, »
Er SSN ) . ;l / S 7 E ﬁz_»v
gunur 1. > Referming Phys.
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MEDTOX LABORATORIES INC. Jennifer A. Colline, Ph.D.
402 WEST COUNTY ROAD D
ST. PAUL, MN 55112
651-636-7466 9999
Pogt-Accident
COMPUTER-GENERATED LABORATORY REPORT

93470 PATIENT NAME
SUZLON ROTOR CORPORATION PRESTON, TIA
1711 S HWY 75
PIPESTONE, MN 56164 DPATIENT I.D. NO. AGE  SEX SPECIMEN
V8521886 H4778879
DATE TIME DATE DATE
COLLECTED COLLECTED RECEIVED  REPORTED
11:40AM
396-96-7642 11/28/2007  16:20  11/29/2007 11/29/2007
TEST (S) REQUESTED RESULTS UNITS THERAPEUTIC RANGE
DRUGS OF ABUSE SCREEN :
AMPHETAMINES NEGATIVE ng/ml
BARBITURATES NEGATIVE ng/ml
BENZODIAZEPINES NEGATIVE ng/ml
COCAINE METABOLITE NEGATIVE ng/ml
OPIATES NEGATIVE ng/ml
PHENCYCLIDINE (PCP) NEGATIVE ng/ml
MARIJUANA (THC) METABOLITE NEGATIVE ng,/ml
CREATININE, URINARY 146.1 mg/dl >20

THE DRUGS IN THIS PROFILE ARE SCREENED BY IMMUNOASSAY. ANY POSITIVE
RESULT IS CONFIRMED BY GAS CHROMATOGRAPHY WITH MASS SPECTROMETRY

(GC/MS) . THE FOLLOWING THRESHOLD CONCENTRATIONS ARE USED FQOR THIS
ANALYSIS:

DRUG SCREENING THRESHOLD CONFIRMATION THRESHOLD
AMPHETAMINES 1000 NG/ML 500 NG/ML
BARBITURATES 300 NG/ML 300 NG/ML
BENZODIAZEPINES 300 NG/ML 300 NG/ML
COCAINE METABOLITE 300 NG/ML 150 NG/ML
OPIATES 2000 NG/ML 2000 NG/MIL
PHENCYCLIDINE 25 NG/ML 25 NG/ML
MARIJUANA METABOLITE 50 NG/ML 15 NG/ML

ALTERNATE EXPLANATIONS SHOULD BE CONSIDERED FOR ANY POSITIVE RESULT.
ADULTERATION SCREEN - OXIDANTS

NITRITES NEGATIVE ug/ml < 200

CHROMIUM NEGATIVE ug/ml < 50

NITRITES AND CHROMATES ARE SCREENED BY COLCRIMETRIC METHODS.
POSITIVE RESULTS ARE CONFIRMED BY ALTERNATE METHODOLOGY.
NITRITE LEVELS GREATER THAN 500 UG/ML AND/OR CHROMIUM LEVELS
IN EXCESS COF 50 UG/ML ARE CONSISTENT WITH ADULTERATION.

Certified by: NORRIS,JANE ** FINAL REPORT *%*

Collected at 5078255811 MEDTOX collection site #481
PIPESTONE COUNTY MED CENTER
PIPESTONE, MN



Report of Work Ability f ‘l | ‘
See Instructions on Reverse Side 1 |
Please PRINT or TYPE your responses.

Enter dates in MM/DD/YYYY format. ‘ RW O 1

This form must be provided to the employee. DO NOT US
(Minn. Rules 5221.0410, subp. 6] ST

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

SOCIAL SECURITY NUMRBER DATE OF INJURY
29090, 70, 42 -28-077

EMPLOYEE : Date of Birthn
Tice m.  Preston J-4-50
EMPLOYER

(mg

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by this office | JoA -5 '07 {date]

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

1. D Employee is able to work without restrictions as of {date)

2. D Employee is able to work with restrictions, from (date) | ¢4 |- l{daie) 1 '

The restrictions ars:

3. &Employee is unable to work at all, from R —§=@ gldatel | 1o (date)
The next scheduled visit is: D as needed OR {date) 3 9 Q_&

NAME (Tvae nr Print] sm}?@( i ,: ) gf DEGREE/)

LARRY D CHRISTENSEN, MD FIPESTONE MEDICAL GROUP £ L
ABDDRES 20 471 AVE SW PIPESTONE, MN 56164 STATE LICENSE #/REGISTRATION #
507-825-5700 FAX 507-825-4744
| DEA-ACT916539 MN LISC 23799 UPIN D75623
cITy AREA COBE [TELEPHONE # DATE SIGNED

1-9-¢77

MN RWO1 {7/01])
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Enter dates in MM/DD/YYYY format. . RW O 1

This form must be provided to the employee.
{Minn. Rules 5221.0410, subp. &) DO NOT USE THIS SPACE

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

SOCIAL SECURITY NUMBER DATE OF INJURY
3% 90674 2

EMPLOYEE Pate of Birth
Tia m. Preston | /-4~ 80

EMPLOYER

Suzlen

INSURER/SELF-INSURER/TPA

INSURER CLAMM NUMBER

| S—
Date of most recent examination by this office /[ -,7?5’ - 07 (date)
Select the appropriate option{s) below and filf in the appiicable dates.
1. D Employee is able to work without restrictions as of ' ‘(datfﬂ
2. D Employee is able to work with restrictions, from r (date] | g L {date) ’
The restrictions are:
. ‘ T
3. Employee is unable to work at afl, from ” —"")3 "@? (date) | 1o {date)
The next scheduled visit is: D as needed OR i (date) Z [U@Q{\

DEE&

ADDRI 920 4TH AVE $W PIPESTONE, MN 56164 FETE TENSE 2/REGISTRATION #
507-825-5700 FAX 507-825-4744 -
DEA-AC791653% MNLISC-23799 UPIN D75623

UTY E AREA CODE

. ) o " . .
NAME I T e e it . St . -
LARRY I CHRISTENSEN, MD PIPESTONE MEDICAL GROUP _ Q T

DATE SIGNED

[l-8-071

TELEPHONE #

RWO1 {7/07)



