Referral for Medical Treatment Report to
Employer

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

Employee Name:_ 4 [,,47,[ u. LU %M/ Date of Injury:

AUTHORIZATION TO RELEASE lNFORM%ON: I hereby authorize the Health Care Provider who completes this form to release any

information to The Su#)on,Rotor Corporation which substantiates, clarifies, or elaborates on my fitness for duty,

hd =~ Employee Signature Date

Medicat 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, Wi 54402

1-877-870-1542

incomplete billings or those mailed directly to Suzion Rotor Corporation may result in slow payment processes.

. ... ¢ -
Diagnosis: P\efj LA L ¥ Lc-,(é( Non-work related
o C
Undetermined
Treatment Plan: CL U _sf) Work related
A —
RETURN TO WORK: _A_ With No Limitations Datee A ~3—8Q 7

(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: 101bs 20lbs 30lbs 40lbs 501bs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)
0-51bs 5-10lbs 10-201bs 20-301bs 30-40
Restricted bending: (Limit in degrees) Bending frequency (# of times per hour):
Restricted use of hand: __ Right _ Left _ NoUseor ___Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting (hours per day)
Other:
Next Appt. Date / Time: )( Provider’s Comments:
L N ! V.l

Medicat Provider Signature: 22 é g i;é&:; Ié‘ a Cex Date: ZQ,“;"'@}

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



0415660 o

Suzlon Accident Report

Team Member: A%—h:\ Ke.{ { L( Taken to Hospital or Clinic? Y, \/ %

SUZLON

S.R.C. - Pipestone M

Date of Occurrence: || - Ol = 208F s Thisa Near Miss?Y___ N_v~

Time of Occurrence: B

Date Reported:___ | [ - o7-208%F Team Leader: Aed Gorte f'_/—5 aSw »-.?r

Department: K{L\ (: {, Mecadenonc Day shift ___ Night shift ___ _qu’- FAn
' 1230-435

Location of where accident occurred (be specific)
?C‘S:A—- M etns ?nm Zaeyﬁ?aé Bla[\ A
. -t =
Description of accident/ injury
-~ L,D!f\ [@, MQH‘M rkeg O C,(sz\_ o> é)Q ?EC‘:;,A/HJC/AE_/\-
5’;) ‘ -i—\'\a:[h e, Q:at\.‘L:\ AE’r_f, Lo He Cﬁ«w* { /‘m—/s \-ﬂ;e_, )?o,vu—es o

the Chembeals Coosed ki losSeel l end lecoe fu‘/yi MM?
ol 4l Ht G ke oot to “[“{%’—Bpé@(me Cliate . i

Witnesses names
hee Gorter
Corrective action (If needs further investigation use form F:ST:02)
‘*71359 odots peed o he Ao Ohen c,ew\ rey L,,GL
Aot ag: 5; \eé/o.n(anecf O heanloe (o
e o Pc/sfa% _ omwble to_wolh ot/ folleri e

/1o
Team Member Signature Date
e 1/-5%— 272
/‘Véam Leadér Signature Date
(-@v\ [l —AY -
Safety|Officer Signature Date

eam 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



et Carepowcer kvt {1 N
See Instructions on Reverse Side

(WHEN COMPLETED RETURN TO REQUESTER)

Please PRINT or TYPE your responses. HCO1

Enter dates in MM/DD/YYYY format. - ) :

SOCIAL SECURITY NUMBER DATE OF INJURY DOB DO NOT USE THIS SPACE
b3 1280353 [1-1-07 1-0-89

EMPLOYEE EMPLOYER

Austin_ Kelleyy Stzlon Kol

!NSURER/SELF-INSURER/_’IJ’A INSURER CLAIM NUMBER

INSURER ADDRESS

MN RCO1 (7/01).

CITYy STATE ZIP CODE
REQUESTER must specify all items to be completed by health care provider. ] nems: [ MMt #9) [ PPD (#10)
HEALTH CARE PROVIDER TO COMPLETE ITEMS REQUESTED ABOVE
1.  Date of first examination for this injury by this office: i - *O? {date}
2. Diagnosis (inciude all {CD-9-CM codes):
Nos c,\eor\l\r\t%. L0 O Resto 8pnil - Syegted cm%«m\a Uareon Mg s e |

3. istory of injury or disease given by employee:

Yrecin ok cdv|
4. In your opinion (as substantiated by the history and physical examination) was the injury or disease caused, aggravated or accelerated by

the employee's alleged employment activity or environment? No . Yes
5. Is there evidence of pre-existing or other conditions that affect this disability? m No []Yes If yes, describe:
6. Is turther treatment of this injury or referral to another docter planned? QKNO [JYes if yes, describe:
7. Has surgery been performed? !j No [ Yes If yes, date and describe: (date)
8. Attach the most recent Report of Work Ability. Date of report: Ia .....';-....@7 {date)
9. Has the employee reached maximum medical improvement? Date

(If yes, complete item #10) (See definition on back) D No Yes reached: I aﬁ"? -8 T
10.  Has the employee sustained any permanent partial disability from the injury? No [ Yes [ Too early to determine

The permanent partial disability is m of the whole body. This rating is based on Minn. Rules:

| 5223, | % | [ 5223 | %

! 5223. | % | [5223 | % |
NAME (Type or Print) an DEGREE
e U—c_.-l (I f(?t .. % D
ADDRESS | srpy b CHRISTENSEN, Mb PIPESTONE MEDTCAL GROUP SYATE — [LICENSE #/REGISTRATION #

920 4TH AVE SW PIPESTONE, MN 56164
507-825-5700 FAX 507-825-4744

cITY DEA-ACT916539 MNLESC-23799 UPIN D75623 AREA CODE [TELEPHONE # DATE SIGNED




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. Rutes 6221.0410, subp. 6)

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.

LT

BWO1

DO NOT USE THIS SPACE

Suzlon  Potor

SOCIAL SECURITY NUMBER DATE OF INJURY
A7 280 3A5 H-7-071
EMPLOYEE Bate of Birth
Austin Kedley 1-17-89
|EmPLOYER J |

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by this office

12307

{date)

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

2.

3.

1. .gE“mployee is able to work without restrictions as of /Q_‘ﬂ? _@7 {date)
D Employee is able to work with restrictions, from (date) | o {date)
The restrictions are:
D Employee is unable to work at ali, from {date) | 1o {date)
{date)

The next scheduled visit is: % needed  OR

NAME (Type or Print)

LARRY [ CHRISTEMSEN, MD PIPESTONE MEDICAL GROUP

I .
ADDRES! 920 4TH AVE SW PIPESTONE, MN 56164

CITY

507-825-5700 FAX 507-825-4744

s

SQUATER (\Z? % . |pecRee
X O e HTB

LICENSE #/REGISTRATION #

DEA-ACT916539 MN LISC-23799 UPIN D75623

AREA CODE [TELEPHONE #

DATE SIGNED

MN RWOT (7/01)

|R-5-071




See ]nSl‘lUCtIOI’\S on Reve[se Slde
Please PRINT or TYPE your responses.

Enter dates in MM/DDIYYYY format. RWO 1

This form must be provided to the employee. ;
DO NO
{Minn. Rules 5221.0410, subp. 6} T 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
12}4]07
EMPLOYEE . ate of Birth
Srrory. Brvamt Hormula TIENE!
EMPLOYER
Suelon

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by this office Iﬂ-lu\o“) (date}

Select the appropriate option{s} betow and {ill in the applicable dates.

(. D Employee is able to work without restrictions as of _ (date]

2. m Employee is gble to work with restrictions, from (‘2:-(0-—67 {date] | ¢o {date)
b

The restrictions are:

Aﬁ}glcé Q.ééL‘v LEL(( % Causges
[elt— [Knee PR

{date} | 1o (date)

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

The next scheduled visit is: D as needed OR {date) é U.!ﬁ

=

%
NAME {Tvna nr Print) . SlG% ' DEGREE

ARRY D CHRISTENSEN, MD PIPESTONE MEDICAL GROUP ol

ADDRE 530 471 AVE oW PIPESTONE. tg 5164 STAE LICENSE #/REGISTRATION #
507-825-5700 FAX 507-825-4744
DEA-ACTILS539 MN LISC-23799 UPIN B75623

CiTY B AREA CODE [TELEPHONE # DATE SIGNED

19-0(g0 7

MN RWO1 {7/01}



