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Suzlon Injury Report
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Department: /}/4 '}w}cx) (\H‘@{P/ 2SN tech

Date of Occurrence:

Time of Occurrence:

Team Leader:

— —— .
Date Reported:_ - OS-07

Location of where accident occurred {be specific}
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i taken to Doctor, fill out this section

Date of Treatment:

Time of Treatment:

Doctor:

Drug Test Performed: Yes No

Drug test date & time:

Description of accident / injury
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Team Leader jé:ature Date
Human Rescurces Signature Date
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Suzlon Injury Report

SR.C - Pipestone, MN _U.S.A.

Team Member: u&éf /’36‘ r“u ZK{ If taken to Doctor, fill out this section
Date of Occurrence:__» — & e Date of Treatment:

Time of Occurrence: / £ // ( LIV | Time of Treatmerit:

Department: Ma '}f { Eaj {;T{i}slA/ 2SI +€ Ll/‘ Doctor; |

;‘e:am Leader: ' Drug Test Performed: Yes  No
Date Reported: 5"2 S-; & -7 Drug test date & time:

Location of where accident occurred {be specific)
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Description of accident / injury
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AIGCS First Notice of Loss

https://aigesfnl.aig.com/FNLWeb/FNL Serviet?op=printConfirmPage

Claim Reference Number 00004038491 for Zachary Like Successfully Transmitted

It has been initially assigned to the following You may wish to use the 'Print' button below to
AIG Claim Services Office: make a copy of this page for your records.
021 - WC LANSING, MI . .

) _ If you would like to print an FROT form, please
AlG Claim Services .

click here .

P.O. Box 1830
Alpharetta, GA 30023-3030 In the near future, a formal notification letter will
Tel.(866) 642-5246 be forwarded verifying receipt of this claim.
WCATLFROI@aig.com

If you have a claim related question, please contact the handling office listed above directly.

For Internet-related questions contact the AIG Support Network at 1-800-767-2524 or email the
Application Support Group at TeleClaimSupport@AIG.com.
Please use this contact information for technical questions only.

Thank you for using IntelliRisk® First Notice Of Loss.

Copyright © 2007 American International Group, Inc. All rights reserved.
Last Updated: Friday, May 11, 2007. Terms of Use | Privacy | Legal Notices

612772007 1:38 PM.....



MURRAY COUNTY CLINIC
OCCUPATIONAL HEALTH AND WELLNESS

)

Authorization for medical care - Date -2/ Time AM/PM
Employee Name, 2 c heSiy Lt\;‘ Me. SS# AR MY [ 5

Address }")H’qg { tabon Q% :(\Ahrlm , Co Phone # _6b 71— 66 82— {7/ 3

Company Name Q‘WQ QV\M% (:ﬂ em{‘S $oa4 'Supervisor _% .55 70n PM Sm Q—h
Date of injury G ~fle ~OF v Time AM/PM

)
= :
Description of injury/iliness // ) A o cntancbl
LA

AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize the Occupational Health to release or receive any
information including the diagnosis and records of any treatment or examination resulting from this injury to my employer
7 Date: S SV 1

and/or health car%%er.
Signature: B( ' L:
A

4 .
Diagnosis: Chencted buins At B [asdt~
Treatment: __ @ilvadne, Olreny e cledf/ -
Able to work: [_-TTegular duties © [ ]duties
Unable to work until

Able to return to work with the following restrictions:
[ ] Restricted lifting (maximum weight in pounds)

[ 110 [ ]20 [ 130 [ 140 [ 150 [ 180
] Restricted pushing/pulling of ths.
] Restricted reaching [ labovechest [ Joverhead [ ]rthand [ ]ithand

] Restricted to one-handed duty. NOuse of [ ]rthand [ llhand
] Primarily sitting duty with occasional walking/standing
] Restricted walking [ ]Restricted crawling

] Restricted standing [ ]Restricted sitting

] Restricted squatting

] Non weight-bearing use crutches

] Restricted kneeling
] Restricted driving

— —

] Partial weight-bearing (as tolerated)

] No repetitive movement of Right Left DO NOT
[ ]hand grasp (1 T 1 [ ] Operate machinery/equipment
[ ]wrist [ I [ ] Drive any vehicle
[ ]elbow flexion [ 1] I 1 0
[ ]shoulder (] 11 D .
[ foot (1 11 i_[—TTake medication as directed
[ ]ankle [ [ ] [ llce and elevate
. [ IWear splint: [ ]all thetime
[ Ihip [ ][] [ Jwork
[ ]back (1 0] [ 1night
[ ]neck 1 11 [ ]Use warm compresses
Other Restrictions: i
Provider Signature: e D LA {730 b
Date Time Qut
Foliow up visit DATE_ TIME [ ~tDischarge from Care
Return as needed.
Referral to physical therapy [ ]Yes [ INo
Frequency
Referral fo
Date : Time

Report called to

CC1-0022 Rev. 2/03 Distribution: White-Employee; Yellow-OCC Health; Pink-Chart



MURRAY COUNTY CLINIC
OCCUPATIONAL HEALTH AND WELLNESS

i ]

Authorization for medical care Date % ' géh fb ? Time AM/PM
Employee Name %~ 'ch,ham/ Pl ) fite SS# 7‘( 472-19-1103

Address jf%ealff}g (JM’%)Y\ ‘E Phone # 54 7~ ’)éu;{ 7,3
Company Name \_ o ' bt -Supervisor— %‘ Lol ALOD T /F%q-m%m L

Date of injury A 2 }L,«/ (O3] Time 9’» 2CO __ AM/ERM).
Description of injury/iliness 14 /Zaif)/ﬁa AW & fesm i’gﬂi’ df?ﬂf /,éf rSin ic;ab
faz.jh iy shoe atd " bursy Py,

AUTHORIZATION TO RELEASE INFORMATION: | hereby authorize the Occupational Health to release or receive any
information including the diagnosis and records of any treatment or examination resulting from this injury io my employer
and/or health care provider.

Signature;>< /'7 Date: 5—/95/57
; y ” 7
Diagnosis:  Chppced bein AN R) e ¢
Treatment: Gilvcotire B dlicenr den Ay Benactag { g =0~ ;
Able to work: [ ] regular duties ' eAdlties O
Unable to work until negely A onted g JlBes of '79‘*;‘ -((ﬂ’ M @*(@ ’
Able to return to work with the following restrictions: oy WM}Q Eloct % @ wol ~
[ 1Restricted lifting (maximum weight in pounds)
[ 110 [ 120 [ 130 [ 140 [ 150 [ 1860
] Restricted pushing/pulling of Ibs.

] Restricted reaching [ Jabovechest [ Joverhead [ ]rthand i llthand
] Restricted to one-handed duty. NG use of [ }rthand [ ]hhand

] Primarily sitting duty with occasional walking/standing

] Restricted walking [ ]Restricted crawiing [ 1Restricted kneeling

] Restricted standing [ 1Restricted sitting [ ] Restricted driving

] Restricted squatting

] Non weight-bearing use crutches

] Partial weight-bearing (as tolerated)
I

I T Y e sy —

No repetitive movement of Right Left DO NOT
[ 1hand grasp Yl [1] [ ]Operate machinery/equipment
[ ]wrist [ 1 [ ] [ ] Drive any vehicle
[ ]elbow flexion [ 1 [ 1 DO
% } f:oot”'der % % % % —TTake medication as directed
[ ankle [ ] [ [ 1lce and elevate
[ ]nip [ ] [ ] { ]Wear splint: [ ]all the time
[ ]back [ 1 11 { } \r’:;ﬂfs
[ Ineck [ 1 11 [ ]Use warm compresses
Other Restrictions:
Provider Signature: P Ly
Date Time QOut
Follow up visit DATE lodleg~ dwek~ «TME f ]Discharge from Care
L Return as needed.
Referral to physical therapy [ lYes i INo
Fregquency
Referral to
Date Time
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