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u.s. JlEl'ARl.'MENT OF LABOR 
Bureau of Employees' Compensation 

EHPLOYEE'S NOTICE OF mJURY OR OCCUPATIONAL 
DISEASE 

(Under the Federal Employee's Compensation 

Act) 

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

1. Name of Injured &tployee (Last, first, middle) I 2. Date of this Notice(mo,day yr 

3. Name & location I 4. 

m. '*. JeW PQ!I •• 6. Hour of Injury (a.m. or p.m.) 
oot. 2,1", 

5. Occupation" . 

7. ~ce or Location illhere Injury Occurred 
!," r.a. 

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

'tJl t m l1if Gnp. P',!, l,ANppro QI HI jMCI NJ1) Btrrrqrp. 

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

, 

10. Names of~~"itnesses 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 when and to 

whom. 

0-

I certify that the injury described above was 

sustained in the performance of my" duties as an 

employee of the U.S. Government and that it was 

not caused by I1lJ ,dllful misconduct, intention 

to bring about the injury or death of myself, 

or another," nor by my intoxication. I hereby 

make claim for compensation and medical treat- " 

ment to which I may be entitled" by reaso~ of 

this injury. 

Form CA-l 

12. Signature 

13. Home Address of Injured 
Employee 

UOI Ie (lL.A,1IJ[ »1'. I) 
LAS ~. ;,.,,,'1;01 



STATJ!llENTS OF THE D'Jl.1EDIATE SUPERIO;-{ 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 knowledge was obtained. 

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

I 

I 

16. Statement of immediate superior 
I WAS .. ,,, liQRKING ON THE OTHER SIDE OF #6 HATCH STB. SIIlE WHEN ONE 

OF THE CIiD'SAID "WILLIAM GAST FELL Olf THE OTHER SID&: PORTSID&:. I WENT TO 

GIVE ASSISTANCE. HE WAS LYING Olf HIS UClt. I HELPED HlH TO STAND. HE WENT 

TO THE SHIP HOSPITAL FOR A CHECK UP. 

I 18. Date (Mo., day, yr.) 

OCT 
19. Statement of Uitness 

I SAW WlLLIAH J. GAS'!' FALL F'B(I! TOP OF 116 HATCH TO THE STEEL DECIt. 

HE LANDED Olf HIS IAOX .. 

I 21. Date (Mo., day, yr.) 

OCT. 3, 1966 . 
22. Statement of Viitness 

23. Signature of \vitness 24. Date (Mo., day, yr.) 



t ! 

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

E[·jpLOYEE'S NOTICE OF INJORY OR OCCUPATIOnAL 
DISEASE 

(Under the Federal Employ~~'s Compensation 
Act) 

, , 
'I 

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

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

AS T u//LLh9 H ..:JOSePH : cJ(! T :$ I Iq C. (. 

3. Place of Employment Name & location 4. Date of Injury Mo, day, yr. 

VSN$ 4jItN • .:fOHN /10 PI!: M S T.5 

5. Occupation 

(!)e.r..2. /96, 
t 

6. Hour of Injury {a.m. or p.m •. 

ojs q :55 fM. 

7. Pla:Jt or Location wnere Injury Occurred 

t 11/1 .,eH 
8. Cause of, Injury (Describe how and why injury occurred) 

T/lG' (~,eSiuJ WIt.J e"v6..e/NQ "'-6,fI1Tt?4 ~hTII <7dll."/AS. 

;: U/4S c'!SSISTlNtS;. AS I 4/AS MoV/#§ r'.en-t rHO- ToP 

()F rllG' #.4Tt!H To T/lt5 .I)G~(,K I 7.1eli'i'6P 011./ 7#6 (>~VAS 

ANj)~6LL ro TJ'/": ST6'cf.J.. 1>C:l"K < ./-/lA/bIN? o,v H Y 

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

.:r ~e'.LT jJ~/IVS IN rllt! Low~~ i34M ,4A/J) Td/L goAlE 

A-.e6A. 
10. Nam.es of Withesses 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 when and to 

whom. . , 

/fofUt;:PMTc: Vt5-Ie/3llL(I/<JTlC'6 .wAS ~/vt5-11/ ro A1i4rJ~dIAJS 

,ij,IJ TG. OJ>L> J::'6MIVE L L • fie: wAS 1"-' ('N,lJRtj G 14, TH6 T/-"/ G . 
7 I 

I certify that the injury described above was 

sustained in the performance of my duties as an 

employee of the U.S. Government and that it was 

not caused by IllJ willful misconduct, intention 

to bring about the injury or death of myself. 

or another, nor by my intoxication. I hereby 

make claim for compensation and medi,cal treat­

ment to which I may be entitled by reason ot 
this injury. 

Form CA-l 

12. Signature 

: WLet!<-~""-l' /.;ad 
, ,13. Home Address of Injured 
, Employee 
, I/o F G. CLA-,I!!K '+Pr. ./) , 
IM-S Yl5q/1S A/.s'V,4 L>A 

, - I , 



STAT~!mTS OF THE LiJ.lEDIATE SUPERIOR 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 knowledge was obtained. 

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

16. Statement of immediate superior 

PC'''tT S I 'l'G 
rGLL (Jp TH€- tJ7H€/f!- S/j)~.:r tu6,uT 7(J tJ/vG t4SS/.5T~IVC'G'. 

#G' 4/,A-S Ly'/A.It~ o,u /11.5 .IJ.tJ(!K. I fl6LP~LJ #IAI 7(J ST?1AJLJ. 

19. Statement of lfitness 

r SA-t.<.J 

A·B. 

23. Signature of Witness 

, 21. Date (Mo., day, yr.) 
I 
, OCr..3.1 19{'t. 

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



---------_._._._-

OFFICIAL SUPERIOR'S REPORT OF INJURY 

[To be submitted to U. S. DEPARTMENT OF LABOR BUREAU E # ' Co 
of the Vnited States sustained while in the perfonnance of d~ty which :use~P;~~E~sabil~~ErSA.~~~k i! SOOd tl" Pdaeticabl~.after any injury to a civil employee 
results In any charge against the Bureau for medica] expense. This fonn should be accompa:i~ by C. i~n1.] e ay or II 1ft on which the injury ~curred or 

Place of 
employment 

no iajured 
employee 

1. Department --·------·-A!~~----------.-------- 2. Bureau or office _________ . ______ .~ ____ . ________ ._. ___ .. ___ . ____ _ 
( Y. ally. etc.) (iJ!;'iineer, Navigatwn. etc.) 

3. Place of employment •• -Jl&DL.!WMIr-Y-.cDI'fi&_.m ___ mO~~m_m .. m._m, .. n.cALD' 
(..t:;,u~:r.-;:aVvyaT~;-:rc.)!ty) - (sttt--) 

4. Reporting office -mE .. OU"-J.(B.-1'OP&.1'..AI'._llG_.(0I71D1._ ...... ___ .. _ .... _... ' 
(Locatwn of reporting office or division headquo,rteT8) ._---------- •. -.-.----

5. Name of superintendent or foreman in charge when injury occurred --ODDnn,'IIJ u ____ m ___ m_ 

6. Name of injured employee ----lQJklll JC:IS!f!1! -G.ISf 7 Age ~L 8 S .. 9 C"t" h' ... . , ( NfiT.tnom.i" UU) ---.. ~ •• ,ex. __ -- . I Izens Ip __ ~ 

10. Home a~dre .. -n--Uf».-Lis'ZJ'.!;;;;.;.~)m---m------, _________ .m_m (tt.;;'!;!!f . ____ m ____ m' .-~er-----
11. OccupatIon and 12 WId' his __ , __ 

(Gi.. Mo" • as emp oyee Oing re60u.a4 
work! -------'!D.----- If not, what work? ___________________________________ : ____________________________________________________ • 

13. Total length of service with the Government 118 a civilian! .----'-JIJl!IIL ____________ . ________ . __ . ___________ _ 
14.. How I~ng. at present work in this establishment! --m--m---_m;J_ .... -Z_A\1S. ___ ._m ______ mmm.m ____ • ___ 
16. Dates of <?ther injuries ______________________________________ IIf.a---------____________ -:; __ • ____________ _ 

16. Rate of pay on did< of injury, $ ___ ..... __ per ._ {and sub.ietence valued at $----.-----.-- per ----.--
and quarters valued at , _________________ per ______ _ 

17. Employee begins work at _________ , ____ -------------- Bl. 
(N_T ..... or .... ) 

Hours worked per day ____ _ __ • _______________ _ 

18. Regular day's work ends ________ 1!11Dft. ________________ m. 
(HdI"~. or Po _.) 

20. Days paid per week m _____ m __ 1. ____ m __ mm_.m __ _ 19. 

21. Place where injury occurred _-A- 1lA1CII .mm_. __ m ____ ._m_m ___________ m _____ • ___ mm ___ ._m ______ m ________ _ 

(Give ezllt:t location, as name or number of building and division, etc.) 
22. Date of injury -m ____ OCS'. __ mm ____ m __ m ___ ' 19.6&.; day of week --.aama __ m __ ; hour of day -21.CL. ____ m. 

, (ZW"& JII.") 
23. Date employee stopped work ______________________ , 19 ______ ; day of week ______________ ; hour of day _______________ In. 

(Go .. or". __ ) 
24. Date employee's pay stopped _____________________ , 19 ______ ; day of week -------------------i hour of day _______________ m. 

( ...... ,. .. ) 
26. Has employee returned to work T ____ ~----------------_--------------------------------______________________________________ _ 

(Give date and hololr) 
26. Will employee receive pay for any portion of above absence on account of: ( a ) Annual leave • _______________ . __ . _________ . ____________ . ______ . _______ .. ___ . _______ . ______________ .. __________________ _ 

(GIVe e.ra,·t dutvs) (b) Siek leave .. __________________________________________ . _________________________ . _____________________________________ _ 
(Gin' e:ract duteg) 

(C) Any other reason ___ . ___________________________________________________________________________ ~. ____________ _ 
(Girt' enId datesl..", 

27. Deacribe in full how injury occurred --------_!llL..QtIk_JU&_alIIiUlIG._ ... It 1l'JI WUI C'UJL-L __ 

-.... -~ .. AIL_1_J"tLJIOfDG...naLlD._mp .. or.._lB&. MAfQl IILtIII.. IJ'A[ 1 
--ftDJ!ID...(If....!II&._CMIQ& .. AIIILlILL.._l'lL!BrUmiill . Q!Q[, _ J •• SQDA jJ[ U 'HZ _ H'P 
- MI!rtlCD. ___________________________________ . ________________________________________________ ~ ____________________ ----

28. State part of body injured and nature and extent of injury .. m .. J....J'JilLt. PUE lIl~_ILN'B l1AC&. ___ _ 
__ MlD..!AlL._1KlIIIl ARIA •. ____ ............. ___ ._ ........... _mmm_m ___ m ___________ • _____ .... mm ___ m ___ • ______ _ 

110e iojIry 29. Did injury cause 1088 of any member or part of member! _____ ._-----.- H so, deseribe exaetly __________________ _ 

------.------.----~~--------------------------------------------------------------------------------------------------------------

30. Was employee injured while in perfonnanee of duty! - .. -IA-.. If not, or in doubt, give detailed statement __ _ 

31. Was injury caused by: 
Ca) Willful misconduct of the employee? ---10----- (b) Intention of employee to bring about injury or death 

of himself or another? ---:110---- (c) Employee's intoxication? _____ . __ JltL ______ .. __ . _______ ~ ______ . __________ _ 
(If any answeTs to theBe questions are made ~n 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? .-----Jiii-- ______ If not, difl immediate superior have actual 

knowledge of inj ury? _. ___ . _____ ~ __ .. __ . ________________ .. _______________ . ____________________________________________________________________ _ 
(Answer to questicm .'s, Form C. A. 1. must be complete if notice tVIU not given within 48 hovr.) 

33. Names and addresses of witnesses to injury ___________________ ______________ _ _________________ _ 

_ nmn ____ nnm __ n_ mumn CPtR' ES -I. I FWID ___ n ____ nmnmuu ___ mmunm u n 

-.---.-.--.... -.-........ ··-··-··--·_-.. -· .. -3-7.-------··-···--···-·-··------·-··· .. -..... --.. -.... -.. -.-

wiu eontinue more than one reverse ride of this form) 

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

employee been instructed in procedure under the Bureau's regulations? _________________________________________________ _ 
(A' detailed atatement .lwuld be forwarded 1vith thil1"eport) 

35. Name and address of physician who Arst attended case . __________________ • _____________ • ____________________________________ • __ 

Meical 36. How BOOn after injury! ____ • ________________ ~ _______________ . ________________ --------------_____________________________________ • ____ ._ 

"""'IM'e 37. To what hospital sent! __________________________ n______________________ Location ________ . ________________ ~ ___________ _ 

38. Name and address of now case 

Signed this -----Jm-- day of m. ______ CIC'lfMi.m.mm_m ___ mn, 1a._ 
at ---.cD.-4OJ\Il--FOP-I--'ll-AP .. uo..(OIrJ.o)---..... -..... 

C-A.2 
December 1961 

(OVER) 

···-----·,.'f.oPP.~i··· 



• 

STATEMENT OF WITNES~~fi AY.~. ( -F--'.~-c'~-''''':'-'' 
/ll '-77( if , . 

[The statement of witness should tell just what the witness saw personally, or, if he did not se~ the inju~ occur, just what he 
knows about it and when and by whom the information was given him.] 

__ ........ I . .1fA.'LWOIIIm.OlL 1'Bi..o%JfEIU!;ms __ Ol_.l6_1lAtQ{_;?_tB. __ lUl&_~_.w_J)E __ l'B __ CBIIi_S.Am ___ _ 
.!!WlU.IA1Ui~f __ lIU. __ Q!f __ S .. Q1!1M •• ~~ __ FQBf __ ~~. ___ ~.@,!:_J'Q_J!U_'!!i __ ~J~.'!:MI.~. ___ ~.n~. __ ~Ilt(g 
.o!f .. Hl~LBA!;I1 .. I.J~~ .. ImLl'Q .. ~r~.JRLMJ!I't __ 'J.Q __ ~_§.IlP. __ ~f,U."' __ ~ __ ! __ ~ __ lJl... ___________ .. __ 

-------------------------------------------------------------------------------------- --------------------.. -.--._--------------.--------------------------------------------

_______ . ____ I_.liAW __ WlU.IAM __ J.L_GA$·r __ lALL __ lD __ 1W __ Ql __ I6._M~L~L~ __ §~ __ ~i:_Hi __ ~Hl.Ull'- ___ _ 
_ llllLBACI ... ______________________________________________ .. _________________________________________________________________________________________ . ___________ _ 

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

CHAP'llS_-L_" J "AD ___________ _ 
(Si..-turt 01 .u...) 

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST 
EXAMINED CASE 

I CEIITIFY that _umI~u~u~uumumummmumm_muuumu_ was given lIrst-aid treatment, or examined, 
J!f .... 0/ .... "w1(H) 

on n_Z_QUiij'ri _n __ n ___________________ , 19 __ , at212D _____ m., and _..WAS._.IIlf. ___ m _____ disabled for work. Probable length of 
(Wcu or tIPGa flOC) 

disability will be uuu~uuuuuuuu_.uuuuuuuuuuuuu_.uuuu In my opinion disability uui!!~;;;-;;;i)-- due to injury 

on uuuuuuuuuuuJt. .... uuuuuuuuuuu __ • 19u __ _ 
Nature of injury as found on examination _-LOW_-BlGK-...sDAU ____ n _____ n __ nn _____ ~ _______ n _____ nn __ n_mnnnn_nm ____________ -------

----------------------------------------------------------------------------------------------------------------------------------------------------------------------------

~~:~;:;;:-:-~------------IQ------------------------------------------::::::=::::::::~~=-_;;;;-~:~:-~~~-~:::_~~-~::::~-=ii~~iiiii'§!ii:: ______ :::::::::::::::::: 
Di eh ed L • Other disposition _____ uu_I,.A,uuuuuuuuuu_uuu __ uuuu_u 

8 arg __ _____ Aa ________ - --- - - --- --------- ---------------------- --.------

Remarks ______________________________________________________ --------------------.. --------------------------------------------------------------------------------------

:=:::::::=::::::::~::::=:=:::::::::::::=:=::::::::::::::::::::::::::::::::::::::::~::::::::::::::t~:z:£::Ii.:7!:..:::::::::::::::~:::== 
S.gned th,s _19t.1L day of u~u_um_ummu_mm, 1L_ ~______-l 

atMWTCII •. DEl'LulJs&'l_POR_lWl __ l10 __ uuu ...... UClf.&l\l).-i~!;;.~~-;j;;;:j--_--m--. 

~ .. ~ .. ~!u----u--(-Tl,.;)---·-----
U.S. GOVERNMENT PRlNnNG 0fF1C::: 1964-0-734-915 

-----


