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Suzlon Accident Report

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

'/_—'—’
Team Member: / re L/ 3 47/7& Taken to Hospital or Clinic? Y__ N___

Date of Occurrence: Dt‘c- Z /7 0 /7 Is This a Near Miss?Y__ N___

Time of Occurrence:_// { 30 /VM,«
Date Reported: p@& 2/5/0 7 Team Leader: T Je s
Department:_ (A /2, “;a,- Day shift __ Night shift_X

Location of where accident occurred (be specific) : .
IAJ /;70/A,///7 '7%/?06? - BL(’__ /,/;/&’ ~ *//7?3;/; Oar crra's
ozl bl A T4
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Witnesses names

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

Employee Feedback

s Zg// Lee >

Team Member Signature Date .
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Team Leader Sighature 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
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E 2250
Referral for Medical Treatment Report to
Employer

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

Employee Name: ﬁu/ks Cé/"}e/' Date of Injury: Zzgc, Z /7

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

WSuzlon Rotozrporatlon which substantiates, clarifies, or elaborates on my fitness for duty.
/,m Coptn— Dec 7F~ 57

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, WI 54402

1-877-870-1542

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

< -
Diagnosis: W Non-work related

. Undetermined

Treatment Plan: ya Work related

RETURN TO WORK: With No Limitations Date:
(Suzlon rotor Corp. hgs an active return-to-work program. Most temporary restrictions can be
accommodated. Plegse 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

S hours per week.
lOlbs 201bs 301bs 401lbs 501bs
ng or carrymg (more frequent than 2 times per hour)

; -10lbs 10-201bs 20-30Ibs __ 30-40
4 endmg (Limit in degre€ Bendmg frequency (# of times per hour):
Restricted use of hand: ___ Right _ Left S Limited repetitive grasping, gripping
Standing/Sitting: Standing (hours per day) Sitting per-day)
Other:

Next Appt. Date / Time: Provider’s Comments:

Medical Provider Signature: V V Date: ;‘/% ) ;

F:HR:07 RevNum:1 Rev Date: 23-AUG-2006
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DONOR CONSENT
with a tamper-proof seal in my presence; and that the information provided on this form and
bottle is correct, | authorize MEDTOX to release the results of the tests to my employe
representative and/or their authorized healthcare professionals,

| certify that | provided

my specimen to the collector, that the specimen container wés seale
on the label affixed to the specimen
, prospective employer, employe

I, the collector, by signing below certify that
labeled, sealed

the specimen identified on this form is the
and released to the Delivery Service (rp»tggﬁin accordance with applicabl

LU va ) Q:??‘“zf’f“/%z'ﬂ/}%@

X _
646,

Si G — .
/ ifnatu} .qf rollfg{jv 0o fw RN ,,éj

(PRINT) Collector's Name (First, MI, Last)

specimen given to me by the donor
e requirements,
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bSpecimen temperature Specimen Temperature within ‘@ p
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minutes of collection YES . [] No, Remark Required
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SPECIMEN BOTTLE(S) RELEASED TO:
Name of Delivery Service Transferring Specimen to Lab

[1 Local Courier
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