Referral for Medical Treatment Report to

_ Employer
BUZLGN
S.R.C. - Pipestone, MN U.5.A.
Employee Name: T @ Presken Date of Injury: |} 2¥07]

AUTHORIZATION TO RELEASE INFORMATION: I 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.

T 0y 1-28<1

Employee Signature Date

Medical Provider LD Chvnisrengen Date/ Time of Appt: __ 11-83-01 N “0uRm

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 r,'nailed directly to Suzion Rotor Corporation may result in slow payment processes.

Diagnosis: \LDQVL l\d(\gl-é Non-work related
Undetermined

Treatment Plan: h"Q—Jé? 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: 10lbs 20lbs 301bs 40]bs 50Ibs
Weight limit for repetitive lifting or carrying: (more frequent than 2 times per hour)

0-51bs 5-10lbs 10-20lbs 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: ? Weo L#\ Provider’s Comments:
%
N ATARR,

Medical Provider Signature: ﬂw&_@ pate: J(—RAE~OT

F:HR:07 RevNum:! Rev Date: 23-AUG-2006




Report of Work Ability

See Instructions on Reverse Side

Plaase PRINT or TYPE vour responses.
Enter dates in MM/DD/YYYY format.

This form must be provided to the emplovee.
(Minn. Rules 5221.0410, subp. 8)

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 G071 o4 A

EMPLOYEE
Tia m. Preston

Bate of Birth

1-4-80

AR

RWOQ1

DO NOT USE THIS SPACE

{EMPLOYER
cSQZJOm

INSURER/SELF-INSURER/TPA

INSURER CLAIM NUMBER

Date of most recent examination by this office /[ A& - 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 fdate] | 1o (date)
The restrictions are:
3. M Employee is unable to work at all, from “"’93 "‘@? (date} | 1o {date)
{date)

The next scheduled visit is: D.as needed OR

- week

NAME /Trrmn nr Rmined

A iz TS

LARRY D CHRISTENSEN, MD PIPESTONE MEDICAL GROUP
ADDRI920 4TH AVE 5W PIPESTONE, MN 56164

507-825-5700 FAX 507-825-4744

DEA-ACT916539 MNLISC-23799 UPIN D75623

FATE [TTCENSE #/REGISTRATION #

CiTY E

AREA CODE [TELEPHONE #

DATE SIGNED

|- a8-071

MN RWQ1 (7/01)




Copyright Medtox 1999

3 PART DRUGS OF ABUSE TEST REQUEST

MeDTOX %ﬂ? T e uggamé .

Ly
EmP!oye . Account
SUFLON ROTOR CORPORATIO ? To be completed by
j?_i. 1 8 MWY 75 £ | COLLECTOR / DONOR
BTRESTONE , MM S&lsd P Soc|al Security No, Employee No. or other 1dentmcallon No. Specimen Type:
] Blood rine
ponor 1D. g 9@ ‘9@ 75” 9'(6;{ [ Grat Fiuid
MRO: | ' -
' b ///3257&0/7 717 e
S . b ' 3,7 F > Referdng Phys.
e AT e —

DONOR CONSENT certify that | providad my spacimen to the collector, that the specimen containar was sealed
with a tamper-proof seal In my prasence; and that the information provided on this form and on the fabel affixed fo the specimen
bottla is correct. | authorize MEDTOX to release the results of the lests lo my employer, prospective employer, employer
representative and/or their authorized healthcare professionais.

’ DATE

Signature [ Month Day Yoar

S ' / {7’} /?% ﬂ 0 2 7

Account # SISO

Test(s)

Ordered
% E%EEECgpop;{eted bY  \ndicate Reason [ Pra-employment [ ] Random [ ] Reasonable Suspicion [ Other (specif):
E for Test [JRetum to Duty ] Follow-up KPost Accident 7] periodic Medicat
S B-Specimen temperatute Specimen Temparature within :
E3 oD COmIted DY st be read witin 4 | 1ange: (90°-100°122°.38°C) | - 81605 -
P minutes of collection )Eaﬁs [ Mo, Remark Reguired :
S I

To be Completed by COLLECTOR

W T N e N e e oy b
Collection Site Location: Facilify and Address a1 ‘5-:.% e} e )a ZlETE|81Y ‘\i:p o|lt)a|z|sTeloln 1

FOOPEETONE CRIJUNTY  MED ZENTER
PIPEETOMND, MM Tida 1 A o

Dato and Time of Collaction  Month Year Hour  Mindes.
‘ 7l V- []am
/|dﬁmao7 e

Remarks Conceming Collection DATE TME pm * _

I, the collector, by signing balow cerlify that the specimen identifieq.on this form is the specimen given to me by the donor identified above and that it has bean collacted,
labeled, sealed and released o }he Delivery Service noted in &y r/ nee with applicable requirements.

2 / -’ SPECIMEN BOTTLE(S) RELEASED TO:
M\

Name of Delivary Service Transferring Specimen to Lab

re of Collagtor ’ DHL L | Court
ﬂmci/ Ternniis mmﬁ JEIDHL [ Local Courier

{PRINT) Collector's Name {Figet, M}, Last}” .~ O Other

g L
¥
E
P

e " ’) ?

COPY 3 - GIVE TO SUBJECT . A-12b (1/06) mfg. 11/06



MEDTOX LABORATORIES INC.
402 WEST COUNTY ROAD D
ST. PAUL, MN 55112
€651-636-7466

Jen

9399

nifer A, Collins, Ph.D.

9
Post-Accident

COMPUTER-GENERATED LABORATORY REPCRT

93470

SUZLON ROTOR CORPORATION
1711 S HWY 75

PIPESTONE, MN 56164

396-96-7642

TEST (S) REQUESTED

DRUGS OF ABUSE SCREEN
AMPHETAMINES
BARBITURATES
BENZODIAZEPINES
COCAINE METABOLITE
OPIATES
PHENCYCLIDINE (PCP)
MARIJUANA (THC) METABOLITE
CREATININE, URINARY

PATIENT NAME
PRESTON, TTIA

PATIENT I.D. NO.
V8521886

DATE TIME
COLLECTED COLLECTED

11/28/2007 16:20

RESULTS

NEGATIVE
NEGATIVE
NEGATIVE
NEGATIVE
NEGATIVE
NEGATIVE
NEGATIVE
146.1

AGE SEX SPECIMEN

H4778879

DATE DATE
RECEIVED REPORTED
11:40AM

11/29/2007 11/29/2007

UNITS THERAPEUTIC RANGE

ng/ml
ng/ml
ng/ml
ng/ml
ng/ml
ng/ml
ng/ml
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 FOR THIS

ANALYSTS:

DRUG SCREENING THRESHOLD
AMPHETAMINES 1000 NG/ML
BARBITURATES 300 NG/ML
BENZODIAZEPINES 300 NG/ML
COCAINE METABOLITE 300 NG/ML
OPIATES 2000 NG/ML
PHENCYCLIDINE 25 NG/ML
MARIJUANA METABOLITE 50 NG/ML

CONFIRMATION THRESHOLD

500 NG/ML
300 NG/ML
300 NG/ML
150 NG/ML
2000 NG/ML
25 NG/ML
15 NG/ML

ALTERNATE EXPLANATIONS SHOULD BE CONSIDERED FOR ANY POSITIVE RESULT.

ADULTERATION SCREEN - OXIDANTS
NITRITES
CHROMIUM

NEGATIVE
NEGATIVE

ug/ml < 200
ug/ml < 50

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

Certified by: NORRIS, JANE

*% FINAL: REPORT #**

Collected at 5078255811  MEDTOX coll
PIPESTONE COUNTY MED CENTER
PIPESTONE, MN

ection site #481



l‘éllll_llll_llIlHllII\Il l!lHII!

RWO'l '

DO NOT USE THIS SPACE S

EMPLOYEE " -

Tia M

EMPLOYER

e

INSURER/SELF-INS

INSURER CLAIM NUMBER

Date of most.recent:exar

Select the appropri

NAME {Twna.ar Printl 000000 0

' ADDRES LARRY D CHRISTENSEN, MD PIPESTONE MEDICAL 6ROUP
920 4TH AVE SW PIPESTONE, MN 56164

507-825-5700 FAX 507-825-4744

DEA-ACT16539 MNLISC-23799 UPIN D75623

CITY

_'DEGREED___ 1

LiCENSET#jREGIS_'I_‘_HATlQN # T

E [TELEPHONE #1007

DATE SIGNED - [

\AG@ﬁ

MN RWO1 (7/01) -




