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U.S, DEPARTMENT OF LABOR 
Bureau of Employees' Compensation 

lOO'LOYEE'S NOTICE OF n~JuRY OR OCCUPATIONAL 
DISEASE , 

t (Under the Federal Employee's Compensation 
Act) 

The immediate superior shoUld complete the reverse side of this form. 

1. Name of Injured &ployee (Last, first, middle)' 2, Date of this Notice(mo,day yr , 
3. Name & location yr • 

.. qq.g f9PI MS. 
6. Hour of Injury (a.m. or p.m.: 

pet. It. 19M 
5. Occupation 

,.lIM 
7. Place or Location Where Injury Occurred 

8. ause of Injury Describe how and why injury occurred) 

9. Nature of Injury (Name of body affected-fractured left leg, bruised thumb, etc.: 

10. Names of l>iitnesses to Injury 

ll. If this Notice was not given within 48 hours after the injury. explain reason 
for delay. If earlier notice was given. verbal or written. state wen and to 
whom, 

!!?UCI 'Ii. cmp 10 lPA1ItiAD mow t we I JUS "'I tr; lUI 1'0 slim 

. 
I certify that the injury described above was 

sustained in the perfonnance of my duties as· an 
employee of the U.S. Government and that it was 
not caused by my willfUl misconduct. intention 
to bring about the injury or death of myself. 
or ano.ther, nor by my intoxication. I hereby 
make claim for compensation and medical treat­
ment to which I may be entitled by reason of 
this injury. 

12. Signature 

13. Home Address of Injured 
&ployee 

, uat .. CI.AM M"t. & 
, LAS noa, HYADA 



· STATEt'iENTS OF THE I&1EDIATE SUFERIO;i AND WITNESSES TO THE INJURY 
The immediate superior should submit a statement and secure statements of wit­
nesses where possible. The statements should tell just what each personally knows 
about the injury, and how and when such lmowledge was obtained. 

14. Date CA-l ,ieceived by Agency (No., day, yr.'15. CA-l Heceived by whom 

16. Statement of immediate superior 
WlLLIAM J. GAST CAME BY AND SAm HE HAD A PIECE OF SOOT IN Hm Em AIiD 

WAS GOING ON SI~ CALL 70 HAVE ImroVED. THE SHIP WAS .8t.Cft1IlliG STACKS AT THE 

TDIE. 

superior I 18. Date Ho., day, yr. 

OCT. 5, 1966 
19. Statement of Hitness 

20. Signature of Witness I 21. Date (110., day, yr.) 

22. Statement of Hitness 

23. Signature of 1iiitness I 24. Date (Ho., day, yr.) 



U.S. DEPARTMENT OF LABOR ' El'lPLOYEE'S NOTICE OF INJURY OR OCCUPATIotlAL 

Bureau of Employees' Compensation ' DISEA.SE 
(Under the Federal Employee's Compensation 

Act) 

The immediate superior should complete the reverse side of this form. 

1. Name of Injured Employee (Last, first, middle)' 2. Date of this Notice(mo,day yr 

Gj.l4S r U//.L.~h4~ Jc.1Se'PfI. : 6(! T S 1191.~ 
3. Place of Emplo:yment Name & location I 4. Date of Injury Mo, day, yr. 

USAJS 96'1\1· .:J7J"", PoP6 H..5TS oQ T ¢ / J 9tt 

7. Place or Location wbere Injury Occurred 

I 6. Hour of Injury (a.m. or p.m.) 

f: J.5'/lM 

jlJ !=/?OIV T 0;:: Pt4IIV T ,L(}(!Ic'~Je. 

8. Cause of Injury (Describe how and why injury occurred) 

:r a/IJS CIIMJ#67 ouT ,,~ T!-It;:- PAINT L..alj:'~1Z 

JI~API;V§ rc,,eWAJeL> wHE'Ai A P/~(,~ 01= S"007 .LoP~~.£) 

IIV HY ~V~. 

9. Nature of Injury (Hame of body affected-fractured left leg, bruised thumb, etc.~ 

PI6'C'e; tJ~ SoCT /,u L&~r ~<,J~ (',4US;..vt.5 IT TO 

10. Names of v~'itnesses to Injury 

IV (>,AJ G 
ll. If this Iiotice was not given within 48 hours after the injury, explain reaso!l 

for. delay. If earlier notice was given, verbal or written, state when and to 

wham. ' 

(Jon('': £v'/H 91 Ve..v7".t!OIIrSwA;N Vc/?8"1LL-Y (uHt5A/ :L 

WAS oM H Y wll'!' "TtJ ...fH,·PJ }/0..5j)IT;fL. 

I 12. Signature, '~ 
I certify ,that the injury described above was'/. , Q 

sustained in the performance of 111;)' duties as an : ,U/ dh t!I~ r" 
employee of the U.S. Government and that it was "'--;-;;---;;--::-;:=:-::-:J!---:-:~~=~-

not caused by IaJ willful misconduct, intention ; 13. Home Address of Injured 

to bring about the injury or death of myself. Employee j) 

or another. nor by my intoxication. I hereby : /1" f cf· eLI1,e~ II- P r 
make claim for compensation and medical treat-, I LIJS Vc'Ms I IV~ VA /JA 

ment to which I may be entitled by reason of , 

this injury. I 

Form CA-l 



~·-t·-·~·-"-·-· .. --
STATE/,imTS OF THE DJJJ;lEDIATE SUPERIO;i AND WITNESSES TO THE INJURY 

The inunediate superior shoul.d submit a statement and secure statements of wit­
nesses where possible. The statements shoul.d tell just what each personally knows 
about the injury, and how and when such knowledge was obtained. 

14. Date CA-l rleceived by Agency (Mo., day, yr.'15. CA-l Received by whom , 

16. Statement of inunediate superior 

WILLM":f J. 6)t9Sr C-'+A4€- 8Y ~NtJ SAl}) HE /l19/) 

It j)16<'C: tJ~S'tJP r /N 1/1.1 ~y~ ","N.J) tv/tS ~PI#9 f7Ai 
S I (J K CTi"I L L TiJ JlIIJ {./ e;; ,R.s' ~4 vt5..LJ. 

l~dr~&;;Z; superior 

19. Statement of \fitness 

20. Signature of Witness 

22. Statement of l'i"itness 

23. Signature of Witness 

, 

I 18. Date (Mo., 

OC£T S I 

, 21. Date (110., day, yr.) 

, 24. Date (Mo., day, yr.) 



---~---------------------

OFFICIAL SUPERIOR'S REPORT OF INJURY 

[To be submitted to U. S. DEPARTMENT OF LABOR, BUREAU OF EMPLOYEES' 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 ()l!curred or 
results in any charge against the Bureau for medical expense. This form should be accompanied by O. 'A. 1.) 

Place of 
emp\oyment 

1. Department -:--------!!~;;v~-;t~:)---------- 2. Bureau or office ----•• "-- ---(E~Di;;;;~-ii;';ig~t~·.-;t~~) ------------. 
3. Place of employment n_._I1~ SUS'-"1.y_-CDtiOJi. ___ n _____ nn ___ • '111-------n' nn _____ -~t' -.-------

(AroSe • :navy yar"d; etc:) ( , TStatel 
4. Reporting office -__ -SJ.--.r .. -l!t"lI'Z.-..... --l1O--~ru------------------------ -----------

~ ~ (1..ocation of Teporti~e~villion headquarters) 

5. Name of superintendent or foreman in charge when injury occurred ---'.r.--a:&ALIS------- -------------------

6. N arne of injured employee --'II,I,W~ 7. Age..... 8. Sex JL 9. Citizenship --lB-_____ _ 
, 

10. Home address .jJWI"~" .. IO~ ···------· ... ··--W.;;..W __ .... n_ .... ' --·IOW •.... 
11. Occupation and dh~si,on 'c-~ 12. Was employee doing his regular 

work? -------fD.----- If not, what work? _________________________________________________________________________________________ _ 

13. Total length of service with the Government as a civilian! ---9-JIalIS.-------------------------------------------
14., How long at present work in this establishment! - ..... -.--..... ~--M .•. MJI.-...... _--....... ---.......... -.-.. -
15. Dates of other injuri08 .................. __ ._._ ..... _._ •• _ •• __ • oet ~ ,ALL._ .... _ ... __ . ____ .. __ . ___ _ .......... .. 

{

and subsistence valued at $ ____________ per _______ _ 
16. Rate of pay on da~ of injury, $--· ... ,1' '" per l ,. 

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

17. Employee begins work at __________ ..QICIO _______________ In. 

(Hmw, .... or P .... ) 

18. Regular day's work ends ______ 1..'!IOIIIl __________________ m. 
(1T~ 1ft. or p ... ) 

19. Hours worked. per day _____________ -&-____________________ _ 20. Days paid per week -------•• --7----... ---....... --n.--

21. Place where injury occurred -.Ja. ""."--f..AM-.lI'CIP -A-.DICI··Aft·· ... ---.. ·· ... ·-.. ·---.--
(Give .e~act loca.tion. as name or number uf buildinD Gnd divinon. etc.) 

22. Date of injury - .... .oct.-.... l.Jl6. ....... --. 19 .... _.; day of week ----._IMI ..... ; hour of day _ • .aIIl.& ... m. 
( .. ~ .. ) 

23. nate employee stopped work ______________________ , 19 ______ ; day of week _________________ ; hour of day _______________ m. 
( .... or P ... ) 

24. Date employee's pay stopped ____________________ , 19 ______ ; day of week _____________________ ; hour of day _______________ m. 
( .... or .... ) 

26. Has employee returned to work! _~----------------------------------------------------_________________________________ _ 
(Give date and mntr) 

26. Will employee receive pay for any portion of above absence on account of: 
(,,) Annual leave •••• --••.•••• --._IIC). •••••• ---•••••••••• - •••• ----•••• ----••• -----••••• -••••••••••••••• ---•• ---.------

(GIVe e.rtlt't (/ah'~) 

( b ) Sick leave ..•••••••••• -.--••••• -10---....... -.. ---... --.... ---... ---.. --------.... --..... -.--.-... - ...... ---... -.-.-.• 
(Gil'(' (';wet rlatl1lf) 

(.) Any other reason _ •• ________ _18_-----•••••• - ••• -.-•••.•••• -------.••• -----•. -.--•••••••• --.---•• - ••• ---•• ---
(Gil·t' ,'.cud rlates) 

27. Deocnbe in full how injury occurred •• -1.~ COIQItQ .QUt'..-Clf-.·!ftI&.·pADrf· J.OC'EI II \D1IIO ... __ _ 

FORhAD __ ·.A··i:DCS·.C'-·SOO!· U)IIQI8. D U . .a&--(l.Ift~ 1B SHU. w. ..OW_ 

SfACla·.Af··1II&.-'fDIL..·--··· .... -----····.-.. ·······.-.. -·······-·-... - .. ---........ - ...... - .. -... ----.-.--

28. State part of body injured and nature and extent of injury ••• 1.U!f..aK. S·,iftP AID af _._ ......... . 
-soor·.u&. .... 1fiIiD. .• - CIlRP'lM •... ----.... -

TIoo iIjIry 29. Did injury cause 1088 of any member or part of member! '_"1&"_"_" If 80, describe exadiy •••••• __ ._ •••• _._ •• 

30. Was employee injured while in performance of duty! - •• -115-.. If not, or in doubt, give detailed statement •• _ 

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

of himself or another? ---WA----- (c) Employee's intoxication? -----.-n.--------________________________________ _ 
(1f any answers to these qU6stiot18 are ma~ the aDirmative, the reporting officer /lhould a~ an additi<mal atatemen.t DivinD the 

reaaon for his conclusion) 

32. Was written notice of injury given within 48 hours? -----18---------- If not, di~ immediate superior have actual 

knowledge of injury? ---------{A~;~;;;t~-q~fJ;i~-.,;-5,-F~~ c~-A:-i:-l;;~t-b;-~;_;;;pl~-t""e-i"i~-~ii~~-~~~-_;,;.~t-gi~;~--l-;;;.thi;;J;8-h~;,,_;;)---------
33. Names and addresses of witnesses to injury -----/k---------- __________________________ ______________ _ _________ _ 

-------(ii -di;~biiiti,_~iii -;~ti~~f~_; ~~-;; tktm-~~e-dc;y: ~--;; -s-t-;;t-~-;~t; -~j -;cit~~~~~~-~~ ~-,,; -;;.;;;;~~ -;ici;-~j -th is-i~~~~) ------
34. Was injury caused by a third party other than a Government employee or agency? -------ID---------------- If so, has 

employee been instructed in procedure under the Bureau's regulations? _______________________________________________ _ 
(A detailed stateme1lt should be forwarded with this report) 

35. Name and address of physician who first attended case .• _ •• _._ •••••••• __ ••.•••• _ •••• ___ .. __ •••• ____ ._ •••.•••• __________ ._ •••••• _. 

Medical 36. How soon after injury! - _________________________ ~ ___________________________ -----------------------------------------~-------------_._ 

d J'm 37. To what hospital sent! ______________ ~_________________________________ :Location _______________________________________ _ 

38_ Name and address of physician now attending case ------------~------- _ ~~.:~~~-::-:3':';--:-~;:~- _ -,. -:;.---3r-.;. 

Signed this ----J------ day of -----------«:1U ______________________ , 19"_ 

at -------iD.--;J{8--POPI-1'-AP--UG--EOInAt)-------· 
C.A.2 (OYER) 

December 1961 

-·---------lIM.ts-k;~.-.,;;)-·-­

FlR5-!--OWM--



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.] 

______ WlP.t._'J.. __ a5·HlJ. ____ AIIILSAID_B_H'ILA-J~lIilCi.._Ol_..aoor __ I1 _ _Ul_.R&...AID-_WAa--00 __ -----
. __ ~_~!QJ __ .9~ __ 1Q __ gB __ MJM.i ____ ~m_J'A:t_!l.(MlIG_UMD __ Af _____ '1'l1L _______________________________ _ 

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

-------------.------------.----------------------------------.------------------------.. --------------------------0-;---j:!---A~:;;:?T--C"-r-&----------------
Signed this -.---.5.------ day of _._. ___ .~ _________________ , 19 __ " 

J.P. ImU. 
-------------------------(Sig;;;;t.;;;-~T~i~;;~)---------------------

.---------------------------------------- ----------.---------------- --- ---- ---- --- --. ----------- ------ --- -. ---- --------- --- --- --- --- ---- -- ---- --- --- ------------------------_ ,J 
. ; -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------,-

Signed this _____________ ._ day of __________________________________ , 19 _____ _ 

---------------(s~;;-.;i-~)-------------------

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST 
EXAMINED CASE 

RJ.JJAIf JOSBPJI GAS! ... I CERTIFY that ________________________________________________________________________________________ was gIven first-aId treatment, or exauuned, 

on !_~~~_~ _________ n ____ n _____ n ____ J M~:-:.t_"_·_~) m., and'!!~ __ ~ ___ m_nn ___ disabled for work. Probable length of 

diaability wjll be ____ ~ __ ~!._______________________________________________________ I~ W;y -';p';oo;:':w.ability _~!. __ ~ __________ due to injury 
• .l (Waa or IOU tIOe) on _____________ ~ _____ ! ____________________________________ , 19 ____ _ 

. pcNcoa BODr Lin ID Nature of mjury as found on examination ________________________ ~ ________________________________________________________________________________ _ 

Hospitalized -_____ ~ _______ ._____________________________________ Will return for further treatment 

Dischar~--~----------------------------------------------________________ _ Other disposition _________________________________________________________ _ 

Remarks __________________________________________________________________________ .. ______________________________________________________________________________________ _ 

.-----.--------------.--------------.----------------------------------------------------.---------------------------------:---:--------1--------------------------------------

·-:~;:~-=~~~:;;,;;=,M:tt[~;=:---· -
, _u __ u_mm __ um_uuu ___ u_u __ m_mm _____ m __ h ___ Um_ ••• _ .......... _. ____________ m __________ m __ m _______ m ______ _ 

(Siunahl,.. of "lftlldicol offi_) 

~!'_ .. ~t __ ~ ______________ . ___ _ 
(TitY) 

u.s. GOvERNMENT PRINTING OfFICE: 1!164-O-734-915 


