
OFFICIAL SUPERIOR'S REPORT OF INJURY 

(To be submitted to U. B. DEPARTMENT OF LABOR, BUREAU O~ EMPLOYIIIIS' COKPJ;NSATION, Washington 25 D. C., as soon as practicable after any Injury to 
a civil employee 01 the United States sustained while in the perlormance 01 duty which causes any disability lor work beyond the day or shift on which the Injury occurred IX 
r ... ults In any charge against the Bureau lor medical expense. This form should be accompanied by C. A.1.1 

Plate of 
employment 

1. Department _________ ~!!_________ 2. Bureau or office __ m _________ ~~~~~~ __ m ___ m ______ u ___ u 
(War. Na"lI • • eo.). . (Bftgi ......... Na"'ga.tioft • .eo.) . 

3. Place of employment ______ 6il~_,;;iUi . ..tJ..l_ CU'tM, _umn ____ u~!i~ __ mnnnnun' ______ ~_\.~.&. __ _ 
. ..; .M1u-<tl., "aflll r:rd. !u.) '. (iitll) (State) 

4. Reportmg office ---~_-'ii!l!lt_~_~. _____ Y"':.ii>-I- __ U~ __ l"l_(IDc .. _1r!IIpl1.m ____ m _____ um __ m __ um _______ _ 
(Locatioft of r.porting office or division /r.eadquartn.) 

5. Name of superintendent or foreman in charge when injury occurred ___________________________________________________________ _ 

6. Name of injured employee ________ ~ __ !\_~ ___ _=~~~______ 7. Age _______ 8. Sex ___ " 9. Citizenship _____ .,_~ __ 
• _. -. 'ft fuU) 

10. Home address _______ . . ____________ , _________ ~_= ____ ~~ __ . _____________________________ , _______ ._ 
(Street aAd "umber) (Citll or to1IIft) (State) 

11. Occupation and division _____________________________ QlW____________________________ 12. Was employee doing his regular 
II (Give both, ... laborer. hull diviaiotl; helper. machinewi,'':,tc.) 

work? mnm_!'_m___ If not, what work? nn~_~~_'~ allt_.tIIf4J_J.2._JAlL_1f2J. 
The injured 13. Total length of service with the Government as a civilian? _______________________________________________________________________ _ 

employee 14 .. How long at present work in this establishment? _n_~ __ ~_mn ___ mmuum __ mummu __ m ______ m ______________ _ 

15. Dates of other injuries _______ Wr!!.~ ______________ n _________________________________ n ______ n _______________________________________ _ 

1Ut~ .... {and subsistence valued at $n_~l.»- per ___ ___ 
16. Rate of pay on daie of injury, $_-4I~Jl~ __ per '-__ 

and quarters valued at $------146 ... per __ .. _. 

17. Employee begins work at _________ ~ _________________ m. 18. Regular day's work ends ---------16Ii----------------- In. 
(H""ia. M. or p ..... ) (H""r ...... or p ..... ) 

19. Hours worked per day _________________________________________ 20. Days paid per week __________________ 7. ______________________ _ 

21. Place where injury occurred _________ ~~~.t __ ~~~ __ ~ __ ~~~ __ i~:!_i?.I __ 1·_~ ___ H'1_mm ____________ _ 
. . t2 _Ali (Git16 ""'Aft /ocatioft ............ or ft.mber.!!l bt&i/diftg aAd diviaioft. Bte.) 

22. Date of injury _mnn_nmn ____ ~ ___________ mm __ ' 19_a_; day of week nn _______ 14 .. ___ ; hour of day _n.l6l6 ___ m. 

• 2 JAJi" . (a. M. or p. .... ) 
23. Date employee stopped work_m __ ~mm ____ mn, 19_.LJ!_; day of week ___ um ~--; hour of day ___ ~m m. 

(a. .::V'r. M.) 
24. Date employee's pay stopped _______ ~ __________ , 19 ______ ; day of week ________________________ ; hour of day _______________ m. 

(a. M. or p ..... ) 
25. Has employee returned to work? ____________ ~ ________________________________________________________________________________________ _ 

(Git16 date atId Mvr) 

26. Will employee receive pay for any portion of above absence on account of: (a) Annual leave ________________________________________________________________________________________________________________________ _ 

(b) Sick leave _. ___ m __________________________________ m __ . ______ A~11~_~l!U ____________________________ n ____ m _____ _ 
(Give _ datee) 

(c) Any other reason _____________________________________ . ______________________________________________________________________________ _ 

iIiIaa- (Giv ......... ~ ... 1 WI_ 
,.";7':;:"cri:;' iUl:o'Un~.R 1l1Vdliiil~'~~~~iliiii~f-iii~---iiW--~-.. 
~ ~-l~-~-a--.... -~~- ••• ,.,.----.... --__ -.,..-.....-14a--rt,p:fi-... 
.. 1\ eppe __ -rNl_ -__ -1---., .... -U.----..... 1.,...-..... -1 U .. l¥--..... -t.o--.... 
d.,.,.", ~ __ ~~ __ ~~~ __ ~ __ ~~_R'~ __ ~~_~~ __ ~~~~~ __ ~ __ ~!=~~ __________ _ 

The injury 

Medical 
attendance 

28. State part of body injured and nature and extent of injury ______________________________________________________________________ _ 

~ ... ~, ... 
--------------------------------,.--~-~--------------------------_._------------------------------------------------------------------------------

29. Did injury cause loss of any member or part of member? ______ ~________ If so, describe exactly ______________________ _ 

30. Was employee injured while in perfonnance of duty? ____ ~_____ If not, or in doubt, give detailed statement _____ _ 

__ ~~~!!..~fL~~ __ !~ __ ~ __ ~L_!~ __ ~~ __ lm~ _______ m ______________ m ________________ m _______ _ 

31. Was injury caused by: 
(a) Willful misconduct of the employee? _____ ~___ (b) Intention of employee to bring about injury or death 

of himself or another? ____ ~____ (c) Employee's intoxication? ________ IIL ____________________________________ _ 
(If a"l1 aftawers to t1Leae q .... tione are ... ade i" th4 affirmative. th4 reportiftg officer should .. ttacl. .. ft additioftal .ta_t gitliftl1 elY 

reaBOft for ILia """cluioft) 

32. Was written notice of injury given within 48 hours? _____ ¥..~__________ If not, did immediate superior have actual 

knowledge of inj ury? -------c----______ -_______ -_____ ---_____ . ________ ---_ ----------------------------------------------------------------__ _ 
(A...-r to qllUtion 5. FOTtA C. A. J. m ... t be comp/ste if ftOtice ..,... fIOt gi_ tDithift U hooora) 

33. Names and addresses of witnesses to injury _____________ . ________________________________________ ------------------------------------_ 

~",' ~-u., -------------. -~--~j--l 

--------------(ij-d~ilitw-;;iii-;;;;ti;"-j;,;.-;;;.;;~-tA;.-;;-~-;t;;;:;.:.;;;.;-;~;;.t;-~;-~~;;;-;,;~-;,;-;;;;;;;-;i.h-~;-u..~-i~)-------------

34. Was injury caused by a third party other than a Government employee or agency? ________ M.___________ If so, has 

employee been instructed in procedure under the Bureau's regulations? ________________________________________________ _ 
(A detailsd statement 8hou1d b. fOf'W(lra...d with. tlLia report) 

35. Name and address of physician who first attended case .~~~~ __ ~n~, ___ ~~m ___________ _ 

36. How soon after injury? ___ ~ __ ~_l~j_n~ _____ m __ n ______ m _________ mn ______ n ____ m ______ um ___________ _ 

37. To what hospital sent? _______ ~ __ f~tk_~ ... _~cation _____ t-"!l __ ~.J!t_" __ ~_~'_'_ .. _B._~_~ 

38. Name and address of physician now attending case ____ .~!~________________ ~ 

lab ';ft;W&\Al " Signed this ____________ day of ________________________________________________ , 19 _____ _ 

at ~_~~-"oU. __ ~_:~:i~ __ !_:'!!_~_Li1.~ ___ t!il ________ _ 
C. A. 2 

December 1961 
(o~) 



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 him.] 

CIl t.hci 12th or .1.,. ,at. r6l.5 W<8 ~Uu..". .wid 1 WIN "~Ol1J.n¥ tor dl.~or . _____________________________________________________ ----------------------------------------------------------------¥--------------------------!!'!I-------------------_______ _ 
",t.-. \."tf ~ C!:LUr4: ~ \ho rAti~ .U_1we tal~i ~ 4nU hw-t. tde lmM. _________________________________________________________________ 3~_:::'I!. ______________________________ ... _______________________________________________________________ ---___ _ 

---------------------------------------------------------------------------------------. ----------7----------- ---------.----- ---------------------------------. ----------------
s: dthi 1 ... '\0 d f V:.i• 7'fi., / ./ -

19ne s --------------- ay 0 ----------------------------------------, 19 ____ ~- ~ ----'i-~--' '/ . 
. _ e.~_~-.--
- u&-L.:-~ ____ -----~~~r:tn.,.~)~.?==-----------

Signed this _______________ day of ______________________________________ , 19 _____ _ 

--------------------(Sig:;;;;.t;.-;;-~f-~~;)---------------------------

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST 
EXAMINED CASE 

I CERTIFY that _________________________________________________________________________________________ was given first-aid treatment, or examined, 
(N __ of "",p/c~.e) 

on _________________________________________________ , 19 ______ , at ____________ m., and ___________________________ disabled for work. Probable length of 
(W ... or toGa fIOt) 

disability will be ________________ .____________________________________________________ In my opinion disability ___________________________ due to injury 
(W ... or IDfI& fIOt) 

on _________________________________________________________ , 19 _____ _ 

Nature of injury as found on examination ______________________________________________________________________________________________________________________ _ 

Hospitalized _ _ _ __ __________ _ _ _ _ _________ _____________________________ Will return for further treatment ________________________________________________ _ 

Discharged __ __ ______ _________ _ __ _ _ _ _ _ _ _ __ ___ ____ ________ _________________________ Other disposi tion ______________________________________________________ -- ___ _ 

Rema r ks __________________________________________________________________________ .. _______________________________________ ------------------------------------___ -__ -----_ 

Signed this ____________ day of __________________________________________ , 19 ___ _ 

at ______________________________________________________________________ _ 

(Title) 
U.S. GOVERNMENT PRINTING OFFICE: 19620-622718 


