MAYEXO0S-108 (REY. 1-80)
EXCEPTION TO STANDARD FORM 92
APRROVED BY BUREAL O_F THE BUDGET. JAN, T98D

ACCIDENT REPORT

REPORT EXOS-5100-8

DATE (Day, Month, Year): i ml.. m

FLEET OR NAY. DIST. NO.

1. REPGRYING S|P, ACTIVITY OS\W!T Do mat ase
e Ol POPE 18) KT
2. PERSONNEL [NJURED YEARS DUTY OR WORK ASSIGNMENT EST, DAYS| TOTAL
(Name, Ronk, Rate or Trade, and Brrmcxbf Service) AGE lexper LOST OR |DISABL ING
. . ’ J { REG. |TEMP. | RECR. ILV/LIB.|TRAV. |OTHER |TiME CHGS]INJURIES
WILLIAM JOSEPH OAST, O/, BT M D X
3. PROFERTY/EQUI PMENT DAMAGE ESTIMATED DAMAGE COST
TYPE OWNERSH I P LABOR MATER1AL OYERHEAD TOTAL
4. DATE AND TIME OF ACCIDENT WEATHER LIGHT
HOUR DAY MONTH YEAR | GOOD | ADVERSE | NOT APFLIC. | GOOD POOR [NOT APPLIC.
X X

S. DESCRIPTION OF ACCIDENT: Deseribe the accident so that the Reviewing Official can get o cleor picture af the mccident and the remeons for it. Seiect end

check closeat applicable item in cach section on back of form.

SO0Y FRON STACKD DI EYE,
SECOME LODGED wITHIN ONES RYR IN

SO0 CONDITION PREVAILS AT ALL TIMES AND MAY
ACCORDANCE WITH WIND DIREGTION.

A

X

6. FORMS SUSMITTED APPLICABLE TO INJURED CIVIL)AN EMPLOYEES

A, CAE YES ]

B. C.A

2 mﬂs Dm

€., OTHER

{INDICATE]) :

9. RECOWNMENDED CORRECTIVE ACTION: What reconsendetions heve been mede shich oill haip prewent mother ascident like chisp

EMPLOYES ADVISED 10 BE ALERT REGARDS DIRT PARTICLES FROM STACK AT ALL TIMES,.
THERE IS ALWATS 500Y ADRIFY AND FLYING FRON SWCOKE STACES..

SIGMATURE OFf SUPERVESOR.

CHIEF 9F WOEKING PARTY ‘\\‘\{ .

TITLE, RAMK, RATE OR GRADE

| FIRST OFFICER

3 OCT,, 1966

S ENATURE. OF
Ty ) e
GFFICTAL:

JOHR BARRINGTON

TITLE. RAMK, RATE OR GRADE

HASTER

"" 3 0CT., 1966




Chech (x) and specify im space provided the object or smbatance most clorely sssociated with the injary and which in gomsral conld hase besn properly
guarded or corrected. Ome check {x) MIST be emtered in this section,
1. MACHINES: 7. VEHICLES: - T2, OMEMICALS:
D (Agitators, grinders, sewing machines, D fatt Ui“; except in tréfflc D {Explosives, guses, acids,
:gzej, temy, lathes, welding machines, or flight) camstics, paisonens vegetations, eie,}
2. PRINE MOVERS & PUMPS: 8. ANIMALS: 13. HIGHLY INFLAMMABLE & HOT SUNSTANCES:
o (Steam, internal combustion or air; {Incleding insects and repti lea)
g compressors, fanz, blowers, etc.) (Fire, aleshol, stean, paiats, et )

o 1. ELEVATORS: _ 9. MECHAN|CAL POWER TRANSMISSION t4. DUSTS:

Q |:| Paseenger, freight, aircraft EI APPARATLUS ; [] Explowive, orgemic or imorgesic;

2 or duabsaiiers} exther, rmery, coxl, ote,)

- 4. HOISTIMG APPARATUS: fBelta, gears, coopliags, ete.) 15, RADIATIONS & RADIATING SUNSTANCES:

u (Cranee, hoists foir ar electric),

Hy thovels, dredger, jache, etc.) 10. ELECTRICAL APPARATUS: (X-Ray, rediun, witre vielet reys, ete. )
tr{ 5. CONVEYORS: (oqurs, :"::{","‘"' tesps, 16, WORKING SURFACES: __ __ .
< D ‘Bele, aonerail, pnewsatic, drag appliances, . D ¢Ficors, duh,.mfs, roads, stairs,

ine, tiering or piling, ete.} 1. HaND s ! i pletforna, “stagings, seaffolds, ete. )
D . BOILERS & PRESSURE VESSELS: D {Band, ::::‘:‘_““ °:.'!:::::;:: D 7 :
d ‘ . . sct or sakstamce not otherwise
(Fired or unfired, pressare linas, wte, ) welding tools, sandblasters, ete.) d. ) e - °
WHAT PART OF AGENCY CHECKED (X) ABOVE WAS MOST CLOSELY INVOLVED?T

1 | Cheek f3) and specify the PRINCIPAL unsafe condition shich led 2o or wasr responsible for the sccidmt. Ome chech {%) MUST be entered in this section,

= .

5'_) t8. IMPROPER GUARDING: 20. HAZARDOUS T: 23, UMSAFE CLOTHING: .
st D {Unguarded, inodegquately gmarded, ete. ) D {Onsafe piling, poer leyout, ete. } D flack of, masmited or defactioe shoey,
z§" fuggles, gloves, respirators, eic.)
sgk i 21. (MPROPER |LLLMINATION: _ T4, WO UNSAFE COMDITION:

,_’fg [:In. DEFECTIVE SUBSTANCES OR EQLH PMENT {Imsafficient light, glare, etc.}

O

5:";0 X 22, IMPROPER VENTILATION: 18, UNSAFE COMDITION NOT OTwimn SE

] {Broken, rough, slippery, D (Dusty, gossy, ispure sir D CLASSIFIED : (Rxplain)

% peorly designed, etc.) souree, sic,)

Choek (x) type of uccident. One check {x) MUST b2 entered in this sectionm,
- 26. STRIKING AGAINST (Comtact with rough 30. FALL TO DIFFERENT LEVEL. 34. CONTACT WITH ELECTRIC CLRRENT,
z or sharp objects, resulting in cute .
i ete., e to Jtrikl‘n! against, iun'h'n‘

—a on, or zlipping on objects.

Fd 8 27. STRUCK BY (Falling, flying, sliding, 31. SLIP flnl fall) OB OVER-EXERTION, 5. ELECTRIC WELDING FLASH.

© < or moving objects,) fResulting in strain, Aarnis, fic.)

-

o%

CAUGHT 32. EXPOSURE TO TEMPERATURE EXTREMES. %. FORE|GN BODIES |N EYE.
@ w D"' IN. ON. OR BETWEEN. D fResulting in barming, scalding, Beqe E] (Resulting from dust, chips, sirborne
& exhazstion, ssmstroke, freuzing, ete!) porticles, ate.)
z 2
29. FALL ON SME LEVEL. 33, INHALATION, ABSORPTION, SWALLOWING. I7. TYPL OF ACCIDENT NOT OWNERRR S
{Jllp.:ni-tin, poisoning, drowning, QASHFIED, (Expicia)
e,
Check (x) and explain PRINCIPAL aneefe act. Ome chech {5} WUST ke entered in this section.
3. OPERATING W|THOUT ALTHORITY. 42. UNSAFE LOADING, PLACIMG. MIXING, ETC. 4. FAILURE TO USE SAFE
{Failore to secure or warn) CLOTHING OR PERSOMAL
PROTECT| YE OEVICES.
{Hate, goggles, ete. }
43. UNSAFE POSITION. POSTURE OR ACT. ETC.

b ’G 39. OFERATING OR WORKING AT UMSAFE SPEED. Under smspendad Losds, 1ifting wioh
;-1 (Too slaw, too fosat, throwing Terk

z sateriale, ete.) At , ete) @ 47, WO UNSAFE ACT.

w

F

o9 40. MAXING SAFETY DEVICES [NOPERATIVE, A4, WORING O MOVING DR DANGERTUS EQUIPWENT.

=1 {Remeving, sisadjusting, dirconnecting, {Cleening, sdimeting, oiling, ate.) 43. UNSAFE ACT WOV OTHESE) SE

¥ ete. ) CLASSIFLED (Esplain)
- USING UNSAFE EQUIPMENT, HANDS |MSTEAD
D“ OF EQUIPMENT, OR EQULPMENT UNSAFELY, Du. DISTRACTING, TEASING, ABUSING. STARTLING,
ETC. (Quarreling, horseplay, etc.}

-t Chrch (x} and explein the ansdafe personal factor chiefly responsible for thr mccidunf. Ome chwck fa} BUST be enmtered in this section.
n§ 49. IMPROPER ATT[TUDE (M aregard af in- 5t. BOOILY DEFECTS (Defectise ayesight 83. UNSAFE PERSOMAL FACTOR WOT ELSERHERD
-0 stroctions, failure to erstand in- hearing; fatigme, intesicare CLASSIFIED

gm Atractions, Rervous, czeitabie, ete. ) hernie, weak Agare, ftc. } Explain);

Syc

Bl 30, LACX OF KNOWLEDGE OR SKILL (I .

Sll-"' owars of safe practice, mkl(.!led', D 52. MO UINSAFE PERSONAL FACTGR:

or et}
v .
=]
Chech (x) type of injury, ome check (x) WUST B¢ entered im this section.
S4. WOUNDS (CoNcmssion, ebrasion, D 5. MIPUTATIONS (Lost of homy sabstences) D ..
> ineision, laceration}
o . 5. ARES WD GASES

=] Dss. SPRAINS D 80. AVULSION (Loss of mon boay substemce

-2 b7 shearing or teering esay)
= . | SO

Eh_ Du. STRAINS (Mwacolar) D 81, BUANS AMD SCALDS D . o

o

L .

7. SKIN DISEASE (Dccupetissal

ﬁg Dﬂ. HERNI A E] €2. FOREIGN BODY | MBEDOED |:| )

+ 2. TYPE OF IMJURY NOT GTHERS!SE CLASSI FIED:
Ds. FRACTURES E 3. FOREIGN BOUY, LOOSE (Dmst, sfc.) ‘::l-'ﬂ'i"““"'a Heat B3-

“5 Check (x) pert of body. Part of body chiefly identified with injury BUST be chacked (5},

-8 5. HEAD 71. EYES D 73 ARG E] 75. FIWGERS D . FEET D 79, SYSTEMIC (Stemach, intattines,
Ew FACE lungs, beert, merves, ste,)
-0
e .

THUNK HAND! TOES 80, PART OF BOOY MOT ELSEWHERE
9k [] 79. BACK D 72. D Ta. s D 78, LEGS D 7s. EIT 0%, oo a7 SLsEn

thd - :I
a




U.S, DEPARTMENT OF LABOR ' EMPLOYEE'S NOTICE OF INJURY OR OCCUPATIONAL
Bureau of Bmployees' Compensation ! DISEASE _
: 1 (Under the Federal Employee's Compensation
Act)
H

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

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

t
& W,
l;. Date oF Ejury (Mo, day, yr.)

3. %fa.c! o¥ %pgoyment (Name & location)

5. Hour of Injury (@.m. OF p.li.,

$115 MM

10. Names of Witnesses to Injury -

71, 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 when and to
whom, - '

RS ITALy
: 12, Signature

I certify that t'.he. injury described above was , ==

sustained in the performance of my duties as.-an , o
employee of the U,S. Government and that it was - NILLIAK Ja GABT ;
not caused by my willful misconduct, intention 13. Home iddress of Injured
to bring about the injury or death of myself, Employee

or another, nor by my intoxication. I hereby Y _

make claim for compensation and medical treat- 1108 B. CLARK A7T, B

ment to which I may be entitled by reason of LAS VEGAS, WADA
this injury.

-

- s s A ew

Form Ci=1



. STATEMENTS OF THE TiMEDIATE SUFERIOX AND WLTNLSSES TO THE INJURY
The immediate superior should submit a statement and secure statements of wit-
nesges where possible, The statements should tell just what each perscnally knows
about the injury, and how and when such knowledge was obtained.

14, Date CA-l ieceived by Agency (ldo,, day, yr.'l5. Ci-1 Received by wham
1

16, Statement of immediate superior
WILLIAM J. GAST CAME BY AND SAID HE HAD A PIECE OF SOOT IN HIS EYE AND

WAS GOING ON SICK CALL TO HAVE HEMOVED, THE SHIP WAS ELOWING STACKS AT THE

TIME,

17 —of Mmediate superior t 18, Date (Mo., da .
qﬁfﬁfﬁ’3¥i§4a¢2€22/ P P 18, (Mo., day, yr.)

V.P. ROSALES ! OCT. 5, 1966
19, Statement of iitness

20, Signature of Witness ' 21, Date (Mo., day, yr.)
a ] N

1

22. Statement of Witness

23, Signature of Witness ' ' 24, Date (Mo., day, yr.)}
J

po— Py




E

U.S, DEPARTMENT OF LABOR

FMPLOYEE'S NOTICE OF IHJURY OR OCCUPATIONAL
Bureau of Employees! Compensation .

f

I : DISEASE :

t  (Under the Federal Employee's Campensation
. .Act,) . .

1

The immediate superior should complete the reverse gide of this form.
1, Name of Injured Employee {Last, first, middle)! 2. Date of this Notice(mo,day yr

Gasr | trisinm TISEPH _ oeT S, 194l
3, Place of Bmployment {(Name & location) L. Date of Injury (Mo, day, yT.)

- ww em] = o= ea] w -

Usns Gew- Tonn PoPé& MS T=5 oa 7 ) ) 9L

5, Occupation . Tour of Injury (a.m, OF P.f.)
o /.S _ g5 AM

7. Flace or Location Where Injury Occurred ' ' _
IV EeowT 0K Paw7 Lot ER #) peck  AET

8. Cause of Injury (Describe how and why injury occur;ed)
L cwns Corinsg 907 oF THE /’A)A/f Laéﬁgz
Heapiws ForwsrDd wHen A Picce off S097 LoDGED
w oy EYE. |
HE SH P wAS Brown§ STACKS AT THE TIHE.

3, Nature of Injury (lame of body affected-fractured left leg, bruised thumb, etc.,
Preos oF Soo7 A LarKr £Ye& CAUSIN G 7T 7O

SMART And Fecs IRE7ATED
10. Names of Witnesses to Injury

NoMNE

11, If this Notice was not given within 48 hours after the injury, explain reason
for delay., I1f earlier notice was given, verbal or written, state when and to
whom, ' ‘ ' '

NOTICE &AS 6/‘)’6&) T ‘@r&af;’/ﬂ VeERBIL LY CUHEN A

s on MY whY To SHiPS HOSPITAL.

Ly 12, Signature

I certify that the‘injurﬁ ‘descri-béd above was . ZC/ '
sustained in the performance of my duties as an | Léé“"”’
employee of the U.S. Goverrment and that it was o+ - -
not caused by my willful misconduct, intention 13. }éimi iddress of Injured
to bring about the injury or death of myself, . ployee
or another; nor by my intoxication. I hereby J/oF & CLark APT: Y4
make claim for compensation and medical treat-_. ‘ - AE VA DA
ment to which I may be entitled.by reason of ' 'Lﬁ S VESAS ) .
this injury. . t

Form Ci=~l




*

STATEMENTS OF THE LAMBDIATE SUPERIOX 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 !nowledge was obtained,

1,. Date CA-l deceived by Agency (Mo., day, yr.'l5., CA-1 Received by whom
1

|
1

16, Statement of immediate superior

LIt L spng T, Has7 cAe ABY ,ﬁvﬂ SAsD HE  HAHD

A _Pléce oF 007 sy H1S £YE IND lal Gows oA |
S/OK 0B e 70 HAVE LcirsvED,
THE ;{'/l/p oAS BLowM)4 S7A0LS ,47- P S L,

17. Signature 'o immedigte superior . ' 18, Date (lMo., day, yr.)
Mgﬂ%jﬂf , OCr S, 19¢ 4

19, Statement of Witness

2, Signature of Witness t 21, Date (Mo., day, yr.)

22, Statement of Witness

23, Signature of Witness v 2L, Date (Mo., day, yre)
. . !

— —_

wnnn X




OFFICIAL SUPERIOR’S REPORT OF INJURY

{To be submitted to U. 8. DEPARTMENT OF LABOR, Bureay oF ExrLOYEES' COMPENSATION, as soon as practicable after any injury to a civil employee
of the United States sustained while in the performance of duty which causes any disability for work beyond the dey or shift on which the injury occurred or
results in any charge againsi the Bureau for medical expense. This form should be mecompanied by G."A. 1.]

, Department _x.______ '.‘g _____________________ 2. Bureau or office __ MBPS
Pl o 1 eparimen (-!rénu, avy, etc.) # ( Engineer, Navigation, etc.)
3. Pl of loyment _-.Bﬁ-w_sw LENTER - %m ......... 3 mmmmmmmmnee W _______
employment ace ol employmen {Arsenal, navy uardﬂ%% (& ey ulid

4. Reporting office _JSNS - CBN.- m-mﬁ-_w.- -m ___________________________________________________________
eporling J cation Of%pfiiﬂ offide or division headquarters)

5. Name of superintendent or foreman in charge when injury occurred WP BEBAES

6. Name of injured employee __H%ﬁﬁzﬁmm_m- 7. Age _kpf. 8. Sex M. 9. Citizenship .. U8

¢ .
10. Ho; dd 1o _qsgn_yt. - ~ S y ame e
me,a ress -E' treet o nwmb-ail) 4 Wor-m m
11. Occupation and division __ ﬂzp 5 _%’ . 12, Was loyee doing his regular
P {Give . O %ﬂ; per, maching shop, ete.) empioy ne
work? ______- YES----- If not, what work?

Thoin 13. Total length of service with the Government as a civilian? 5. MONTHS
employee 14 How long at present work in this establishment? ... ... 3 MONTHS & -DAYS-

16, Dates of other injuries Mm

16. Rate of dage of inj s {and subgistence valued at § per
. of pay on date of injury, ___w-_- per AN -
and quarters valued at $ per
17. Employee begi ork at . 18. Re day’ k ends _____. y---.------__------m.
ploy s ¥ (Humu p.m.) m gular day’s work & (‘} s G TA, OF P, WL}
19. Hours worked per day & 20. Days paid per week ?.

21. Place where injury occnrred .- FRONT- QP+ ADIT LOGKER 1 DECK..AFT

r
(Give exact location, ca name or number of building and division, etc.)

22, Date of injury -M.A,J.ﬁ‘- 19...__; day of week ____ JUKSDARY-----; hour of day - olS...m

23. Date employee stopped work ..., 10 ;day of week ... ... __; hourofday ... m.
(& . or p, m.)

24, Date employee’s pay stopped .ooooooeeeeeee, 19 ;day of week . e} hourofday . ..... m

(o m. or p. m.)

25. Has employee returned to work? __JES
(Give date and hour)

28, Will employee receive pay for any portion of above absence on account of:
(@) Annual leave

(Give evact dates)

{b) Sick leave X

(Give cxact rdates)

{e¢) Any other reason o

(Give exact dates)

27. Describe in fall how injury occurred - I WAS- CONING OUT-OF.-THE-PAINT LOCKER-READING.... -
FORMARD. WHEN. A+ IECE.OF. SOOT. LODGED. T WY KYR (LEFT). THE SHIP. WAS BLOWING. -
SEACKS AT-THE TDME.

28, State part of body injured and nature and extent of injury _LE¥T EYE SMARTED AND FVELY ...
29. Did injury cause loss of any member or part of member? __g&--—----- If 8o, deseribe exactly ..o

30, Was employee injured while in performance of duty? . ygg— If not, or in doubt, give detailed statement ______

31. Was injury caused by:
(¢) Willfu! misconduct of the employee? - (b) Intention of employee to bring about injury or death

of himself or another? _..wm .- (¢} Employee’s intoxication? . JEp-—---oooocoomcmoco e

(If ony snswers lo these guestions are ™ the affirmative, the reporting officer should atl an additional stetement giving the
reaaon for his conclusion) ’

32. Was written notice of injury given within 48 hours? R | - e If not, did immediate superior have actual

knowledge of injury?

33. Names and addresses of witnesses to injury */‘t _________________________________________________________________________________

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

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

85. Name and addresa of physician who first attended case

Medical 36 How' soon after injury?
stiendance g7 T, what hospital sent? Location

38. Name and address of physician now attending case ... ik T_L;:Jip_-—‘—f"t_\ S —

Signed this .. §. day of Pt o Y—— B TY 7 S — W H TR TINS5

C. A2 .
Diecember 1961 (OVER)



STATEMENT OF WITNESSES

[The statement of witness should tell just what the witneas saw personally, or, if he did not see the injury oceur, just what he
lmowa gbout it and when and by whom the information was given him.]

__.__-_m.zm-J‘:-._-msx-m.n_mmm-xm-m__k‘em.oz.m_,mm-mm-m.mm-----
ON SITX CALL TO HAVE REMOVED. THE SHIP WAS BLOWIRG STACKS AT THE TIME.

___________________ Wi N
RPN
Signed this .____. s. ______ day of ______.. QCTORRR. . , 19 “ ‘
A V.P, ROSALES
(Signature of witness)

Signed this ......_________ day of s 19

(Signoture of witmess)

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST

_ EXAMINED CASE
I cErTrFy that WAALAM JOSEPH GAST

____________________________________ — wasg given first-aid treatment, or examined,
Al (Noms o H
on ."m , 1“ ,at ¥ ..., and W8 Nt disabled for work. Probable length of
'. l (W as or was not) ' ‘.
disability will be .... nl In my opinion disability % due to injury
| A {Was or was not)
on i , 19 ... ‘
Nature of i_hjury ag found on examination FORRIGH BODY LEFY EXR
Hospitalized " 29 . ‘ Will return for further treatment ¥, MEGRSSARY
Disc.ha.rged'.‘_ " ......... ‘ Other disposition

Remarks _

: e {47 / . - ”i:/f .
i s ay o ey 199 / u( i
sgn:d th 4 ffmm iid) ,1“ /é . V/{‘LG. (1 é {Zilh ~—

- (Signature of medical officer)

g.! E! m

(Title)
UL.S. COVERNMENT PRINTING OFFICE : 1064—0-724-815




