
OFFICIAL SUPERIOR'S REPORT OF INJURY 

[To be submitted to U. S. DEPARTMENT OF LABOR. BUREAU OF E><PLOYEES' COMPENSATION. as soon as practicable after any injury to a civil employee 
of the United States sustained while in the perfonnance of duty which causes any disability for work beyond the day or shift on which the injury occurred or 
results in any charge against the Bureau for medical expense. This form should be accompanied by C. A. 1.] 

Place of 
employment 

1. Department _______________ ~;~~~_________________ 2. Bureau or office ____________________ ESTS~AC __________________________________ _ 
(Arm llt Navy, etc.). . (Engineer, Navigation, etc.) 

3. Place of employment ____ J$JJ;iJ}E!\L!I0H~· __ ;?D!?;;:_,--( !~.~_~ ___ UQ} __________________________ , ____________________________ _ 
(Arsenal. navy yard. etc.) (City) (State) 

4. Reporting office ___________________________________________________________________________________________________________________________________ _ 
(Location of reporting office or division headquarters) 

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

6. Name of injured employee ______ I?_~.Y __ J_~ __ L! __ !i~}]fl_~X_________ 7. Age _2fL 8. Sex __ 11 9. Citizenship __ !:SA ____ _ 
_ Ir.!i.,. Ii ... ,~. i_ ., • .11\ 

10. Home address ______________________________________________________ -r ____________________ ~ ______________________________ , __ ~ _________________ _ 

(Str ... t OM .... mber) (Citll or fo1Im) (State) 

11. Occupation and division __ 3.lLAsat-.Eng; neer __ m_mm __ m_m __ m_______ 12. Was employee doing his regular 
(Gi". both, oalaborer,- ",.u dit>Uioto; Mlper, mocAi ... aMP • .. tc.) 

work? ____ ::L~_~________ If not, what work? _____________________________________________________________________________________________ _ 

1M injmeti 13. Total length of service with the Government as a civilian! -----_________________________________________________ --------------

employee 14._ How long at present work in this establishment? ______________________ "~ ____________________________________________________________ _ 

15. Dates of other injuries _________ Jln~.!lQ.ltm _________________________________________________________________________________ _ 

{

db' te 1 d t ~ h'11?() !"',.",'" Q1Q'7 ~nn m an su SIS nce va ue a 'f'--------~------ per -----------
Rate of pay on daj;.e of injury, ,-------~---------- per _~~ __ :l~____ 10') {'O ..,~ 

and quarters valued at , __________ ~.I ____ ~_ per :.:_~_~ll11._ 
16. 

Employee begins work at __________ ~~~~ ________________ m. IS. Regular day's work ends ___________ .:tc-_O_c ______________ m. 
(Ho.r, 0. .... cw p ..... ) (Hour, 0. m. or p ..... ) 

17. 

19. Hours worked per day ----__________ iL____________________ 20. Days paid per week ____________________ 7 ___________________ _ 

21. Place where injury occurred _____ ~K~~E_J~ngin~ __ R9.:.Q1!':;.! ___ ~gJifi.r __ .::!_~_<;2::__JR.Y __ i!h_ __ E.~~g __ E2Jr::2J. ________ _ 
8 (Give exact location. as name or number of building aM division. etc.) 000 

22. Date of injury _________ Z ____ ~~~~~ _____________ , 19 __ 68; day of week ~:!.edne.sday ______ ; hour of day ___ ~ __________ m. 
(0. .... cw p .... ) 

23. Date employee stopped work _______ == ___________ , 19 ______ ; day of week ________________________ ; hour of day _______________ m. 
(0. .... or p ..... ) 

24. Date employee's pay stopped ______ =_-=-___________ , 19 ______ ; day of week _______________________ ; hour of day _______________ m. 
H ., yes cooe C' /"0 /f,p (o. .... cwp .... ) 25. as employee returned to work. __________________________________________________ : _____________ "-_____________________________________ _ 

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

(Glve cyud duff's) (b) Sick leave __________________________________________________________________________________________________________________________ _ 
(Gi /'(' r.-tact dates) 

(C) Any other reason ------------------------------------------------------------------------------------------------------------
(Giel c.fud dates) 

27. Describe in full how injury occurred ___________________________________________________________________________________________________ _ 

"r. \Tenner was assigned to remcwe the return stea~l rn ani foJ d frnrn the Va1'e-up 
--------------------------------------------------------------------_._-----------------------------------------------------------------------

evanorator. In the process of loosening the union tJ~e connections, he placed 
-----------------------------------------------------------------------------------------------------------------------------------------------

his foot on top of the floor plane bou~dary bar as a br~ce, as per his statement 
noted--In---n::em----J~r;--fom--CA::T-:-----------------------------------------------------------------------------------------------

2S. State part of body injured and nature and extent of injury ___________________________________________________________________ _ 

____ 12_~~~~ __ ~~ __ ~~:::_" ______________________________________ . _________________________________________________ --------__________________ _ 
..... _. • 29. Did injury cause loss of any member or part of member! _______ }LQ_______ If so, describe exactly _____________________ _ 
IRmJllr1 

Me6:aI 

30. Was employee injured while in performance of duty! ____ :l~.lL_ If not, or in doubt, give detailed statement _____ _ 

31. Was injury caused by: M,,", 
(a) Willful misconduct of the employee? ____ >_' _______ (b) Intention of employee to bring about injury or death 

f h · If th" No ( ) E I ,. to' t'" M-, o lmse or ano er. ____________ c mp oyee s In Xlca Ion. __________ . ________________________________________ _ 
(If any answers to these questions are made in the affirmative, the reporting officer should attach an additional statement giving the 

reason for his conclusion) 

32. Was written notice of injury given within 48 hours? ________ y~_~_______ If not, di~ immediate superior have actual 

knowledge of inj ury? _________________________________________________________________________________________________________________________ _ 
(Answer to question 5, Form C~ A. 1. must be complete if notice 'Was not given within 48 hours) 

33. Names and addresses of witnesses to injury ___________________________________________________________________________________________ _ 

_____ ______ __ ____ ____ NQn-~ __ ____ __ ____ __ _ _ _ _ _ _ _ __ _ _ _ ______________________________________________________________________________________________ _ 

(If disability 'will continue for more than one day, hatJe statements of witnesses made on reverse side of this form) 
34. Was injury caused by a third party other than a Government employee or agency? ________ No ________________ If so, has 

employee been instructed in procedure under the Bureau's regulations? __________________________________________________ _ 
(A detailed statement should be forwarded with this report) 

.. )OQQJ ~,fed·cA.l r;l;n; vsr n~\r'B~d r:~ 35. Name and address of phYSICIan who drst attended case . _____________ ~ ______ ~ ______ l.! _________ ~ ____ C _____________________________ _ 

36. How soon after injury! _____ ~E~~~ __ ~§ __ h~~!.:_~_ .. _____ . ________________________ ---------------------------_____________________ _ 
alleadaace 37. To what hospital sent? ___ t;~~ _____ gl~!!~~ _________________________ _ 

3S. Name and address of physician now attending case ____ . __________ :_~L ___ ~~~~ __________________________________________________ _ 

Signed this ---3-Gt-h- day of ____________ All,gllSt ________________________ , 19 __ 6B_ -----~-~---/--¥--~si~~r.1H.t',,~RM£rJ;~-ffi~;;)---------------- --
at ----JLSN5--GENERAt--JGHN--PCp f':----m-- x p------O---------__________ _ 

. • -"' 1 i-I- 11 
C. A. 2 (OVER) 

December 1961 

----------ChieJ:!--rmtri6:B~-------------------------------



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.] 

! 

Signed this _______________ day of ________________________________________ , 19 _____ _ 

---------------------------(sig;.-.;i~;~-~_,_~t;;~~)--------------------------

Signed this _______________ day of ______________________________________ , 19 _____ _ 

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST 
EXAMINED CASE 

I CERTIFY that _________________________________________________________________________________________ was given first-aid treatment, or examined, 
(N __ of "",piou"") 

on _________________________________________________ , 19 ______ , at ____________ m., and ___________________________ disabled for work. Probable length of 
(W ... or toIU not) 

disability will be _____________________________________________________________________ In my opinion disability _________________________ ~ due to injury 
(W ... or 1DIU not) 

on ________________________________________________________ , 19 _____ _ 

Nature of injury as found on examination _____________________________________________________________________________________________________________________ _ 

Hospitalized -________________________________________________________ Will return for further treatment ________________________________________________ _ 

Discharged __ __ _ _ _ ___ ___ ___ _ __ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ __ _ _ _ _ __ _ ____ ________ ____ ________ Other disposition ___________________________________________________________ _ 

Remarks __________________________________________________________________________ . _______________________________________________________________________________________ _ 

Signed this ____________ day of __________________________________________ , 19 ___ _ 

at _____________________________________________________________________ _ 

, (TiU.) 
u.s. GOVERNMENT PRINTING OFFICE, 1964-0-734-915 


