MWAVEXOS- 108 (REY. 1-60) ACCIDENT REPORT REPORT EXDS-$100-$

EXCEPTION TO STANDAAD FORM 92 —

APPROYED BY BUREAU OF THE BUDGET, JAN. 1980 ) DATE (Day, Month, Year): ’ fm. ’ I“
1. REPORTING SMIP, ACTIVITY OR UNIY FLEET OR MAY. DIST. NO. Do mot mes
ﬁ 4y FRr o o 3 7 l Jik s
2. " PERSONNEL [NJURED YEARS DUTY OR WORK ASS FGNMENT EST. DAYS| TOTAL
. AGE - LOST OR |DISABL ING
{Name, Rank, Rate ar Trade, and Branch of Service) EXPER] peg. |Tewr. | RECR. JLW/LIB.| TRAY. |OTHER |TIME CHESLINJURIES

WILLIAM JOSEPH CAST, O/S, MBIS | J 4

3. PROPERTY/EQUIPMENT DAMAGE ESTIMATED DAMAGE COST
P TYPE OWNERSHIP LABOR MATERTAL OVERHEAD TOTAL
&N
i
4. DATE AND TIME QF ACCIDENT WEATHER L IGHT
HOUR DAY MONTH YEAR GOCD ADVERSE NOT APPLIC. [=lale o] POOR [NOT APPLIC.

—
S, DESCRIPTION OF ACCIDENT: Describs the accident so that the Reviewing Official cen get a clear picture of the accident and the reasons for it. Selvet and

check closest applicable item in rach section on back of form, mm' mm m

DOLOYEE WAS ASSISTING 10 REPLACE HATCH TARPFULINS AND ERIPFED OVER '
CANVAS CAUSING HIR TO FALL,

. FORMS 5UEMITTED JECABLE TO IMAMED CIVILIAN DAPLOTEES

£. OTHER
A C.At YES I:l L] 8. C.a.2 YES D ] {INDICATE) :

7. RECOMMENDED CORRECTIVE ACTION: Fhat recoasendations have been made which will help prevent mother accident like thie?

EMPLOTER CAUTIONED TO REMAIN ALEHY AT ALL TRMES DURING KI5 WORK,

SIGNATURE OF SUPERYISOR.’
CHIEF @F WORING PARTY
OR HEAD OF WORK DETAIL+«

o

TITLE, RAMN, RATE OR GRADE

FIRST OFFICER "T3 0ct,, 1966

8. REVIEW AND COMMENT OF REVTEWING OFFICEAL

s JORM HARRINGTON TR "3 0CT,, 1966

TAL:




SECTION §

I NVOLVED

AGENCY

Check (1) end specify in space provided the object or subatance most clos

avardsd or correctad. One chech (3) MUST be entersd in this section.

MACHINES :
fAgitators, grinders, tewing machines,
u"«;. tawe, lathes, welding machines,
elc.

"
PRIME MOYERS & PUMPS: —
{Steas, internsl combastion or air;
compressors, fens, blowere, rte. }

]
ELEVATORS :

-3.
D Passenger, fr;i]hl, aircraft

or duabwaiters
1"

HOTSTING APPARATUS:

{Cranes, hoists fair or electric),
1"
1+

shovels, dredgee, Fucks, ate.)
COMYEYORS :
Sﬂeit, sonorail, pnemmatic, drmg
ine, tiering er piling, te, )

BOILERS & PRESSURE VESSELS:

{Fired or oafired, pressure lines, fte.)

[]

[
(]
DI
0

7. VEHIQLES: -
ALl cypes; except in trifple
or flight}

ANTMALS :
(Including insects and reptiles)

MECHANICAL POWER TRAMSMISSEON
APPARATUS :

fBelts, gears, conplings, atc.}
ELECTRICAL APPARATUS:

8.
9.
a,
{otors, transformers, i.lp.l,
wpplionces, eie.)
1. HAND TOOLS:
{Hand, sechanical or eluctrical
motive power, hammers, wremches,
welding tools, sendbiasters, ftc. )

ely associated with the injury and which in weneral conld have haen praperly

12, OHEMICALS:
(Explosiver, puses, wapors, ecide,
cabstics, puisonoss vegeintions, e, )

< HIGHLY  INFLAMMARLE & MOT SUBSTANCES:

(Fire, aleohol, stean, puints, e, )
. DUSTS:

‘l’!’l"iﬂ, orgenic or imergemiy;

sather, emary, coul, ete.)

- RADIATIONS & RADIATING SUBSTARCES:

X-Ray, radia, sltre viclet reys, stc.)

- WORKIMG SURFACES: __
(Floors, decks, roofs, romds, stairs,

pletfornr, ﬂm .ww cte. )

~ AGEMCIES:
(Any ebject or substance not otherwise
:l-nifJ'

HOOood

WHAT PART OF AGENCY CHECKED [X) ABOVE WAS MOST CLOSELY INYOLVED?Y

Do net ser

SECTION 10
UNSAFE MECHANICAL

CONDITION

Check (x) and spacify the PRINCIPAL unsafe condition which

IMPROPER GUARDING: —_—
(Ungmorded, inndequetely gusrded, stc,

G

D 19. DEFECTIVE SUBSTANCES OR EQU | PMENT;

(Broken, rough, slippery,
poorily designed, eve.)

7 DN.
DZ!.

ied to or was responsible for the secident,

HAZARDOUS ARR

(Uneafe piling, poor il}vll, ete. }

21. IMPROPER ILLUMIMATION: —
{Insufficient light, glare, e, )
IMPROPER YENTILATION:

(Busty, gosey, inpare air
seares, ete.}

One check (x) WUST be entered in thie section,

23. UNSAFE QLOTHING: . . ==
(Lach of, wnsmited or defocting shors,
oggles, gloses, respiracore, ste.)

24. MO UNSAFE CONDITI(N:

18. UNSAFE CONDITION MOT OTHERW] SE
CLASSIFIED : (Explain}

L]
[
[

Cheek (1) type of accident,

26. STRIKING AGAINST (Contact with roagh

One check (3} WUST be entered

im thir zection,

= $0. FALL TO DIFFERENT LEVEL. 34. CONTACT WITH ELECTRIC CURRENT,
T or :hz objects, resulting in cats )
W ete,, due to ""'""S againat, hn!iu‘
~a an, or slipping om objects,
4 g 23. STmick BY (Falling, flying, sliding, 3, sulp (mi fall) OR OVER.EXERTIOM, 38, ELECTRIC WELDING FLASH.
o= or moving objects,) (Reemlting in strain, hermie, cte.)
[
[S =)
w . CAUGHT IN . EM, 32. EXPOSURE TO TEMPERATURE EXTREMES.. 3. FOREIGM BODIES IN EYE,
VW D“ IM. ON. OR BETWE I:I fResalting in buraing, scalding, heat {Resnlting from duat, chips, airberne
3 ol tion, esartroke, freezing,etc.) porticler, wte.)
= .
28. FALL OM SAME LEVEL, 33. INHALAYION, ABSORPTICM. SWALLOWING, F7. TYPE OF ACCIDENT NOT OWERW ST
{Aephysziation, poironing, drowming, CLASSIFIED. (Ixpleia)
ete. )
Check (£) and explain PAINCIPAL nnsafe ext, Onme check [x) MUST he satered in this section,
)
M. OPERATING WITHOUT AUTHORITY, 42. UNSAFE LOADING, PLACING, MIXING. ETC. 48. FAILLRE TO USE SAFE
(Feilore to secure or wara) CLOTHING OR PERSONAL
PROTECTIVE DEYVICES.
(Baca, goggles, rste.)
43. UNSAFE POSITION. POSTURE OR ACT. ETC.
a5 39. OPERATING OR WORKING AT UMSAFE SPEED, ndsr saspended loads, 1ifting with
b {Toa elow, toc fart, throwing ﬁ} back
3 naterisls, etc.} ni back, ste,) ]z’] 47. WD UNSAFE ACT.
= &
o8 40. MAKING SAFETY DEVICES INOPERATIVE. - 44, WORKING ON MOYING OR DAWGEROUS £OUIPMENT.
w3 (Removing, aisodjasting, diecomnecting, (Cleaning, adfurting, oiling, ete.) @ 48, UNSATE ACT FOT OTWERW) SE
e, )
41. USING UNSAFE EQUIPMENT. HANDS iNSTEAD
D OF EQUIPMENT, DR EQULPMENT UNSAFELY. D“- DISTRACTING. TEASING, ABUSING, STARTLING,
ETC. (Quarreling, horscplay, etc. )
ot Check (x) end cxplain the wnsafe personal factor chiefily respongible for the sccident. Ome eheck {5) MOST e entered in this section.
,,,5 43. IMPROPER ATTITUDE (Msregard of im- S1. BODILY DEFECTS (Defective syesight, 53. UNSAFE PERSORAL FACTOR MDT £3SERMERL
g =) straetions, failure to erstend in- hearing; fetigme, intexicated, exiating CLASSIFIED
zgg Atroctions, nersows, exeitable, etc.} hernie, weak hrart, etc. | (Explein):
Byt
g% 50. LACK OF NNOWLEDGE OR SHILL .
3;“‘ avare of safe practice, amshilled, E BI. WO LNSAFT PERSOMAL FACTOR:
'mg etc. }
=2
Check (x) type of injury, ome check {2} WUST de emtered in this secticm,
2 04, FLASMES
S4. WOUNDS (Conewssion, abrasjon, D 3. APUTATIONS (Losa of bomy ambsfumces) D
> iRcisiok, laceration)
x i 45, RS A
-3 D 55. SPRAINS D 80. AMASION {Loes of mon-bomy subsfance
-2 by shaering or tearing eway}
z - . MisSons
= Du. STRAINS (Wmscmlar) D 0f. BURNS AND SCALDS
o
5 . .
§7. SKiN DISEASE (Oxcupations!
] 'g':" D!rr. HERM 1 & [:, 2, FOREIGN BODY IMDEDOED [:, ! fomshy
+ -, 'rmon!uﬂvnn‘r mlllﬂ..l?|ﬂm:
oEming, setrogntion, Neat La-
Du. FRACTURES D €3. FOREIGN BODY, LOOSE (Dwst, #fc.} T etets
wiis § Check (x) part of bedy. Part of body chicfly idemtificd with injury MIST be chacked (x).
-8 8%, HEAD 71. EYES 73. AR 75. FINGERS D 7. FEET D 9. SYSTOUC {Stenach, imtrstines,
SIL FACE lumgs, Mert, merven, ote¢,)
-0
-
. 80. PART OF BOCT WOT ELS
SE E] 70, BACK D 72. TRUMK B 74, HANDS D 76. LEGS D 78, ToEd | . I CASSTFIED, TEsplain)
1
[y




-

U.S. DEPARTMENT OF LABOR

EMPLOYEE'S NOTICE OF Li#JURY OR OCCUPATIONAL
Bureau of BEmployees' Compensation '

1

' DISEASE

1 (Under the Federal Employee's Compensation
Act)

t

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

1. Name of Injured Zmployee {Last, first, middle)® 2. Date of this Notice(mo,day yr

1
3. g!ac! of %ﬁp!oyment (Name & location) L, Date oF Injury (Mo, day, ¥T.)

{, a
G. Hour of Injury (a.m. or p.m.)

9358 PoM,

ANE g
5. Occupation.

b
.’.
18
- o w]ee w ] -

7. %face or Location Where Injury Occurred

#6 BATCH
8. Cauge of Injury (Describe how and why injury occurred)

5. Nature of Injury (lame of body affected-fractured left leg, bruised thumb, .ete..

AND TAIL BOME AREA,

- . 3

10, Names of Witnesses to Injury

3 ANN Ayl

11. If this Notice was not given within L8 hours after the injury, explain reason
for delay. If earlier notice was given, verbal or written, state when and to
whom. B o : . ' : .

wAS I4 CHARGE AT THR TDi®

‘ . o - , _ ' 12, Signature
I certify that the injury described above was o ‘ :
sustained in the performance of my duties as an
employee of the U,5. Government and that it was
not caused by my willful misconduct, intention
to bring about the injury or death of myself,

or another, nor by my intoxication. I hereby
make claim for campensation and medical treat-
ment to which I may be emtitled by reason of
this injury. : _

WILLIAM J. GBT
13. Home iddress of Injured
Employee

1108 B, CLARK AFT. D
LAS VEGAS, i’ aDA

[ O

Form Ci-l



STATEMENTS OF THE IMEDIATE SUFERIOZ ARD WITNESSES TO THE INJURY
The irmediate 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 inowledge was obtained,

L4, Date CA-l deceived by Agency (Mo., day, yr.'l5. Chi-1 Received by whom
1

HATCH STB. SIDE WHEN ONE
OF THE CHEW SAJD "WILLIAM GAST FELL ON THE OTHER SIDE PORISIDE., I WENT TO

GIVE ASSISTANCE. HE WAS LYING ON HIS BACK, I HELPED HIM TO STAND. HE WENT
TO THE SHIP HOSPITAL FOR A CHECK UF.

I?‘ﬂs/l ?ure 'of immegiate superior t 18, Date (Mo., day, yr.)
/ . .{f%} - .7 ',"_. 1 .
Ad ' ____OCT, 3, 1966

19, Statement of Witness

I SAW WILLIAM J, GAST FALL FROM TOP OF #6 HATCH TO THE STEEL DECK.

HE LANDED ON HIS BACK.

20, Signature of yj;t ess 1 21, Date (Mo., day, ¥r.)
o ) ot 7 1
4%2%%@@%%?fgﬁiézﬁ°“*—-x\ ' OCT. 3, 1966

22, Statement of Witness

23, Signature of Witness T 2,, Date (Mo., day, yr.)
o °




-4

" U.S, DEPARTMENT OF LABOR

' EMPLOYEE!'S NOTICE OF IHJURY OR OCCUPATIONAL
Burean of Bmployees' Caompensation ! - DISEALSE L -
‘ ' t  (Under the Federal Employee's Compensation
- Aet) . ‘
1

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

1. Hame of Injured Employee (Last, first, middile)' 2, Date of this Notice(mo,day yr
J— 1
GAS T, litsessars TosspH _, 0€7. 3, 17¢c
3, Place of Employment (Name & location) T L, Date of Injury (Mo, day, yr.)
USNS. &en. Town Po PE MSTS y 0C7. 2 | JF76L
]
g
1

Se Occuﬁétion
o / S
7. Place or Location Where Injury Occurred

L HATCH
8. Cause of Injury {Describe how and why injury occurred)

THE Clga) /AS CovERING ﬁél__ HATeH o) TH CAN VAT .

6. Hour of Tnjury (2.m. or p.i.,

G:55 PM.

L c/AS ASSISTING., A5 Z

45 Ao VING Kory THE TP
oF THE HATEH T8 THE DECK T TRIPPED on) THE CAVVAS
AND KLl 70 7HE STEEL DECK  LANIING o M T

BAck AnvD BurrolkS.
9, Nature of Injury (Name of body affected-fractured left leg, bruised thumb, ete..

T FEeT Posns N THE LoweR DBAK AND THIL Lon &
ArREA,
10, Names of Withesses to Injury

CHARLES PR. LEHMANA A.B.

11, 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
wham, ' Y ' ’

IAt g EDIATE VERBE L MoT 10 2/AS GIVEN T0 Los 5 A0S

MATE , ODD _FeEwnELL . HE WAS I8 CHIRGE AT THE T/HE .
’ _' 12, Signature

I certify that the injury described above was Sy é /
sustained in the performance of my duties as an o/ c,é&m/ -
employee of the U,5. Government and that it was -
not caused by my willful misconduct, intention ,-13° %?lmiohddress of Injured
to bring about the injury or death of myself, N pLoyee
or another, nor by my intoxication, I hereby 105 E. CLARK APTT 0
make claim for compensation and medical treat- /A4 S YEGAS. NEVA DA
ment to which I may be entitled by reason of . 4 - !
this :Lnjuryo . o . .

Form Ci=l - : N



STATEMENTS OF THE LUMEDIATE SUPERIOX AND WITNESGES TO THE INJURY
The inmediate 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 knowledge was obtained.

14, Date CA~l deceived by Agency (Mo., day, yr.'l5, Ch-l1 Received by whom
)

!
t

16, Statement of immediate superior

I WAS WoREING 9N FHE o7HER Sipé oF gy o raH S578,Sids
LN OME OF THE OLEY) \.99/) "dg/.u,/am QAJT

PrRTS I T .
EEr s 0w 7HE sTHER IIDE,. L ewr 70 SIvE ASS/ STAAVCE .

He wAS LYWE ow His BICKE. T HELPED Hiry 70 STANVD,

He LENT T THE J#:P HOSPTAL 43R 4 CHCak UP.
17. Signature of immediate superior 1 18, Date (Mo., day, yr.)

éf?ﬁ2£2%:;;;?’—xﬁsbacfdﬁg;yfn : ocT: \3/; /964

19, Statement of Witness _
L Saw wiceman T EAST Facre Leown

ToP oF #y MATCH To 7o S7ESL DEEK,
f/é /..AN/)GD on His BAdk,

20, Sigpature of Witnepy A.8. ' &. Date (Mo., day, yr.)
% . OC7T. 3,/9¢¢

22, Statement of fltness )

! 21!—. f}at:e (MO., day, Yr.)
t ) -—

3. Sighature of Witness




[To be submitted to U. 8. DEPARTMENT OF LABOR, BUREAU oF EXPLOYEES'
of the United States sustained while in the performance of duty which causes any d&?s vENsATION
results in any charge against the Bureau for medical expense. This form should be

OFFICIAL SUPERIOR'S REPORT OF INJURY

r 88 5001 A8 practicable after any injury to s civil employee
ability for work beyond the day or shift on which the inj
accompanied by C. A. 1,] ¢ ey becurred or

1. Department ______.____] WAy 2. Bureau or office .______________ '
Paed 5 poo e (tAmy.'}m. i T e
. e of employmen _ s;g;g,;m ___________ OW _____ CALIF
emp]um]ll . mﬁ(ﬂ%aw vard, elc.) ) T (St&.t‘e_}_“h ______
4. Reporting office . ISHS. GEN, JORM POFE P-AP 10 (OBT2O) =~ ===~ @
{Location of reporting vffice or division headguarters) TS
5. Name of superintendent or foreman in charge when injury oceurred --0BD .

10.
11

13.
The injured

- Name of injured employee _m%;mmmr T.Age _jf. 8.Sex M. 9. Citizenship . @S

(Gioe first name in full}

Home address _____ K- _
) ; 1108 L(Smr i oyt , Lﬁ(au "mm) ............... ’ _-m(ﬁ--_-_-
ccupation and division_._____ a - AN - .. i i
0 : iv-M m W e 12. Was employee doing his regular

work? _____ Y& .. If not, what work?
Total length of service with the Government as a civilian? -9 BONTES

employee 14, How long at present work in this establishment? - 3 MORTHS. 2. DAYS
15. Dates of other injuries NoEE -
and subsistence valued at § T
16. Rate of pay on date of injury, ;---L'“,__ per _m,{ pe
and quarters valued at § per
17. Employee begins work at _...._____ oo . 18, Regular day's work ends m
(Hﬁm_or P. ™) gu v (H&m. or . m.)
19. Hours worked per day ‘ 20. Days paid per week ;2
21. Plaee where injury oceurred _ i RATCH
{Give exact location, ag name or number of building and division, ete.)
22, Date of injury ...__ ocT. , 1988 ; day of week - SUNDAY . hourof day M_-..__m.
! ». m.)
23. Date employee stopped work ey 19 jdayof week . _:hourofdsy _____________m.
{a. m, or p, m.)
24. Date employee’s pay stopped ..., 19______; day of week oo hour of day ... m.
(8. m, or p. m.)
26. Has employee returned to work? —-JES
({Give date and hour)
26. Will employee receive pay for any portion of above absence on account of :
(a) Annual leave
(Give exvart dates)
(b) Biek leave
{Gire exact dates)
(¢) Any other reason -
(Give vaouct dotes
27. Describe in full how injury occurred mmmmhmmmm_l._
WS ASSISTING, - AS T WAS WOVING PROM THE TGP .OF THE HATCH TO THE DECKE X
—-TRIPEED. Ol THE CANVAS AND. FELL T0 THE STONL DECK, LARDING ON MY BACK AND
-BUTTOCKS .
28, State part of body injured and nature and extent of injury ....... I FELT PADE DI TE LOWEE CACK
.. 28, Did injury eause loss of any member or part of member? ... J0...... H so, describe exaetly ... _____________
The injory
30. Was employee injured while in performance of duty? -~ YRR If not, or in doubt, give detailed statement _______
31, Was injury caused by: . . .
(@) Willful misconduct of the employee? -3~ (b) Intention of employee to bring about injury or death
of himself or another? {0 .. (¢) Employee’s intoxication? ______. $ ,,,,,,,, S R
(If any answers to these questions are made sn the affirmative, the reporting officer should attoch an additional slatement giving the
Teagon for his conelusion)
32. Was written notice of injury given within 48 hours? ______ wne - If not, did immediate superior have actual
s
O O T Y e i wasition 5, Foron A T, moial 5% S & o e oot e oAb 30 o
33. Names and addresses of witnesses to InJury .o
------------------------------------------------------------------ CHARLES R LIGHMANE . oo
------------------------------------------------------------------- s T S —
"""""""" (17 disaitity will comtinae Tor e tham ome s AV PO R CM R g i Ty
34. Was injury caused by a third party other than a Government employee or ageney? ...___. T If 80, has
employee been instructed in procedure under the Bureau's regulations? T
. (A detgtled statement should be forwerded with thia report)
85. Name and address of pbysician who first attended ease
Medica] 36. How soon after injury?
atiendance 37 T, what hospital sent?
38. Name and address of physician now attending case
Signed this 3. day of ... __ OCTOBBR ... . .. , 1966

at _M-

C. A2
December 1961

CI8, JORN-FOPE- T-AP- 110 {08720) ...



STATEMENT OF WITNESS;Z ' '
[The statement of witness should tell just what the witness 1l /' e did not see the injur j
knows about it and when and by whom thejinforma.tion was give:%?m?‘]amom ¥, o, if he did not see the injury oceu just what he

O I_WAS WORKING OH THE OTHER SIDE CF #6 HATCH STB. SIDE WHEN ONE OF THE CREMW SAID

.................

------ 7 B ra ‘.‘ - / “
Signed this .. 3. dayof __ OCTOBER ... .. 1966 & / 7 oA

(—Signcmu of Jn_i;uu)

e K SAW_WILLIAM Ji_GAST FALL FROM_TOP OF #6 HATGH 70 THE STESL DECK. HE LANDED OM
_BIS BACK,

Signed this ... 3. dayof _____OCTOBER ... . , 1966 (mg/m“/

B, LEEMMN

(Simurc- of I-ihcu)

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST
EXAMINED CASE

I cemTIFY that _-_m..m__ﬁéﬂ ______________________________________________ __ was given firat-aid treatment, or examined,

Name of employee)

on ... 2 OUTORRR , 1946, atZ120 ____m.,and Hil]ém ...... o disabled for work. Probable length of
af Or WGl No!
disability will be ____.. Rads In my opinion disability ... Js#e _._____ due to injury
(Was or was not)

on Bada L 19,
Nature of injury as found on examination ._LOW- BAGK. STRAIN

» . Boapitalized "..______ ¢ S Will return for further treatment _.I.r W
Discharged ...__.. Nalaoo ' . Other disposition — ... Hads
Remarks -

4 /

Signed this A9th. . day of OCTOBER ,195&; / { il(ﬂ" ‘((/. ///(/(/‘.’ﬂ\-\
am-m--nm-m-m.-]]ﬂ ........ . RICHARD G.. PR

(Signature of madical officer)

(Titie)
1.5. COYERNMENT PRINTING OFFICE : 1964—0-734-915



