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OFFICIAL SUPERIOR’'S REPORT OF INJURY

4

R -, e . v
~ [To btiu%‘miﬂéd‘{o U. S. DEPARTMENT OF LABOR, BUREAT OF EMPLOYEES' COMPENSATION, a3 soon as practicable after any inju v to a civit employee

of the United Stateg sustained while in the performance of duty which rauses any disability for work beyond the day or shift on which the injury occurred or
results in any chasye against the Bureau for medical expense, This form should be accompanied by C. A, 1.]

L3 -
. ' lDepartmentANAv:f o 20 Bureau or office . ,,WGIF,_, IN\G_‘, L _
N {Army, Navy, etc.) v tEngir.: -, Navigati te)
Paedd 5 pigee of employment ...._. .H-S-T.S-!‘,,'_SF..C_,' ,,,,, e Oakland ,,,,,,,,,,, , cﬂﬂ’omia
copleymest USNS GENEHXY. "JORN“POPE, T-AP 110 @it State

6 Name of injured employee IO L F“’ﬁi"km 7. Age 18 8 sex™_ 9. Citizenship 0N ..
(1Nes Brat mmmnn iy
10. Home address ....... - e
: (Street end mumber) i + (City or towm) ’ (State)
-11. Occupation and divisi -y e . i i
pation vision ?&*3% . LnEngin‘a_Dgn. o 12. Was employee doing his regular
work? __ YO8 _____ 1f not, what work? '
L — 3 years

The iné 18. Total length of service with the Government as a civilian? -
employee 14. How long at present work in this establishment? A”igned 2-26-68

.+ "15. Dates of other injuries.... Unknown

e ana I e i et -
16 Rate of pay on date of injury, $.3604+00 _ peAODWER { subsistence valued at §., pe

and quarters valued st § /1/; érw per atm—-——-

| 17:"Employee begins work at _.. 0800 m. 18. Regular day’s work ends 17200 m.
8 . : (Hour, 8. m. or . m.) s (?U'-G-ﬂ-of?--)
19y Hours worked per day 2 20. Days paid per week ___.

zlmue where injury occurred #1 Diesel Fire pump.

22, Date of injary 1. March B8 e e WRUrBARY s hour of day . 1110 o

.' 23. i)tte employee stopped work .. NO_________ ,19. ;dayof week . __________; hourofday (_&-"_"T.) m.
24. Date employee’s pay stopped _____!_o_____-____ 19 ;day of week ______ .. ; hour of day (_‘::':w) m.

25. Has employee ret;xmed to worké yes, 1300, 3 7/68 o

- . (Give date and’ hour)’
26. Will employee receive pay for any portion of above absence on account of :
{a) Annual leave : JIZA

(b) Sick Toave {Give exact dates) N/A
. ] (Gice exact dates) N/&

(Give cxuct dates)

(e) ?Ah’y other reason
27. Describe in full bow injury occurred v ~

- Mr. Cannar, third assistant engineer was comoc;ing up the Jeads to one ) S
="~ _the #1.Diesel fire pump sunmmwww—mw*w

e connection
'M“MM'-mﬁm-*mmkWJmﬂ___”;r_ ’

) hn L.
e .y .gas_in the battery mﬂ to “Plg@_'__&‘%° e
. nm%mh& E&E&’&’mm A $+own Srom!t e ery

on his face and eyes.

: 1n his e 8. .
The ey 29. Did &};.‘,‘,’L...l.ﬁ of any b{f or part of member? ... NQ ____ If so, describe exactly ...

80. Was employee injured while in performance of duty? _Y€8 _ If not, or in doubt, give detailed statement .._____

31. Was ’ih)jury caused by: - Xo
. (a) Willful misconduct of the employee? . 77 __.. (b) Intention of employee to bring about injury or death
of himself or another? .. No__.. (¢) Employee’s intoxication? . _ NO

(If any answers to Lhese questions are made in the affirmative, the reporting officer nhouldAat.tdc-ﬂ"c;vrarVa&&_iia-‘é;lﬂnfzc;r’n’e‘;i.Vgriilzt';b rrl;cT
reason for his conclucion)

32. Was written notice of injury given within 48 hours? .___.. yes If not, did immediate superior have actual

33. Names and addresses of witnesses to injury

{1F disability w ill continna for more s han one day, have statements of witnesses made un reversc side of this form)

34. Was injary caused by a third party ether than a Government employvee or ageney? No If so, has

employee been instructed in procedure under the Bureau’s regulations? .
(A detailed statement should he joruarded with this report)

Iinle. NoC OAKLZN) DRI FCRNIA
35. Name and address of physician who first attended case ._--_)_q_?.q}_?f}._.q_.l}.r_l. - ¢ R " L R

Medical 36 How soon after injury? i N g e e e e
altesdmce 37 To what hospital sent? oot

38. Name and address of physician now attending case

Signed this . StN__dayof .. March 198

C. A2
December 1961

- Rwrde -~

{OVER)



’ STATEMENT OF WITNESSES

[The statement of witness should tell just what the witness saw personally, or, if he did not see the injury occur, just what he
knows about it and when and by whom the information was given himn.]

E I was a.pplying a pai-r-:—b-f“éharmel-lock pliers to the bo"t of +}~e posn,ive temin&l -
of a battery in the forward emergency fire pump room, a soark was caused unlti{l g
f __axplosive vapors and blowing out weakest poin _,9_{__*zé@_?.?.!tze._.?_r?_%é?)?_m&,,d,l_lU‘°d sulphuric
acid over the face of John L. Burdick, N .
__________________________________________________________________________________________________ D U
1 e eemeememameeeeeeemeeeeooeeeeooemmeassssasasss:iisesscessesoesseseseeemcessanns
""""""""""""""""""""""""""""""""""""""""""""""""""""" N
T T T T T e T \_\ \ """""""""/"""" """""""""""""

Signed this 8N dayor  Mareh 10,68 SO\« L N S

Jan D.J. Cannar, 3d Asst.Engr
T T Sigwature of witnessy
‘ ...............................................................................................................................................................................
............................................... e e e
Signed this _._____________ day of , 19
o (swu'r'g of witness)

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST
EXAMINED CASE

T CERTIFY MR oo e e e _ was given first-aid treatment, or examined,
(Neme of empioyes)
(1 | - 19 ... ,at ., ' _..m,and ... disabled for work. Probable length of
(Wae or was not)
disability will be . aeaa In my opinion disability ___._______________________ due to injury
’ (Was or was not)

[ ) R , 19
Nature of injury as found on examination - .
Bospitalized " .. i Will return for further treatment _______________ . ...
DABEhAIZed oo " Other disposition . ...
Remarks . ...l e -

Signed this __..._____.. day of ___ , 19

) SR e e eee e e mmmmm e et —————n

U.S. GOVERNMENT PRINTING OFFICE . 1964—0O-734-915





