EMPLOYEE PERSONAL INJURY/OCCUPATIONAL ILLNESS REPORT

Each empinyes reporting an Injury, condition or eccupational Hinses on duty andfor on property must fHl aut this roport and provide It to his or her

supervisor (pursuant le § 728.19). A copy whI be provided upon e L
NAME OF ILJURED PERSON AGE BATE OF 8IRTH SENIDRHTY DATE EMPLOYEE D NUMBER
ADDRESS OF MAIRED PERSON {STREET, (ITY, 2IP CO0N) TELEFHOME NUWSER
£ )
LOCATION OF NURY MREPOST SUBVISION DATE OF INJURY
CITY AND STATE} (IF APPLICARLE) {IF APPLICABLE)
b [ ew
TEMPERATURE VISIRILITY WEATHER
(Check correct response) DDA\NN D DUBK  |reack eorrect D RAN E] SLEEW/ICE
respanae)
Cloay [ Jowme aowy  [Jroo  [owow

TF THS S AN ILLNESS OR CONDITION RATHER THAM AN ACUTE RIJURY, WHEN DID YOU ARST
HOTICE SYMPTOMS?

| DESCRIBE INJURIES ORTLLNESSICONDITTON: farmeh adaiona sag s 1,

| DESCRIBE FULLY WOW RUURY, ILLNEES SR CT pagrea ¥

Sigoad

WAS THE ACCIDENT CAUSED BY THE CONDUCT OF ANOTHER PERSONT F YES, PLEASE DESCRIBE:
Yes D Ho
COULD YOI HAVE PREVENTED YOUR INSURY? [
(v [lw .
VAR THERE ANY DEFECTTMAL EM OFPOTH R WORK
PROCEDURER? ¥ YES, PLEASE DESCRIRE:
Ovw Ow
TYFE OF MEDICAL ATTENTION [ 10M, BRACE, SPLINT, ETTE
NAME OF PHYBICIAN: ADDRESS:
NAME OF ATTENDING FACLITY: ANDRESS:
| BUPERVISOR NANE: NOTE - if you dio oot recolve madical treatmant as the mauit of Mus ijury or Occupatonsl dMess, you must promplly notily yoor
supeTvison
»  Itvou axperi any plicati Hting from your Injuryiiliness.
«  ifyou sre onable to parform your normal duties or absent i from your regular b of thiw injury
+__ boifore visiting 2 baalth care nal for au treatment or ebservation due to your | 3
¥ DUURY OCCURRED WHILE WORKING WITH ON TRACK EQUIPHMENT, LIST SHITIALS AND NUMBERS:
TMPORTANT: LIET ALL FERSDNA WHOD WITHESSED THE INJURY OR WHO CAN GIVE ANY INFORNATION ABOUT [T:
NANE OCCUPATION ADDRESS (Show Sireet snd City)
Date

PLEASE ANSWER ALL QUESTIONS (USE REVERSE SIDE IF NECESSARY)
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EMPLOYEE PERSONAL INJURY/OCCUPATIONAL ILLNESS REPORT

Each employes reporting an injury, condion ar occupational linsas on duty and/or on progerty most fHll out this report and provids it to hia or her
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Signed Dato

PLEASE ANSWER ALL QUESTIONS (USE REVERSE SIDE {F NECESSARY)
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h:;:csmr * ¥ YES, PLEASE DEYCRIVE:
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o
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IMPORYANT: LIST ALL PERSONS WHD WITHESS ED THE DNIURY O WHO CAN GIVE ANY INFORRATION ARDUT IT:
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Signed Daln

PLEASE ANSWER ALL QUESTIONS (USE REVERSE SIDE I NECESSARY)
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= If the employee experiences muscular aches
and pains from “routine” work that do not
appear to be serious when they first occur, he
or she has 72 hours to notity the appropriate
supervisor that an injury has occurred.
Employees will not be disciplined for “late
reporting” of this type of injury as long as
they:
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Report the injury within 72 hours of the
probable triggering event;

Notify the supervisor before seeking medical

attention; and

The medical attention verifies that the injury
was most likely linked to the event specified.




