NAVEX0S- 108 (REY. 1-60) ACCIDENT REPORT REPORT EX0S.5100.6
EXCEPTION TO STANDARD FORM 82 - v

APPROVED B BUREAL OF THE BUDGET, JAM. 1980 DATE (Day, Month, Year): i l i I!E :

1. REPORTING SHIP. ACTIVITY OR UNIT FLEET OR NAY. DIST. NO.

De not ase
Gom, gowy vove Wil L10 (OS10) {F“:‘EHW
PERSONNEL | NJURED - YEARS DUTY OR WORK ASSI|GNMENT EST. DAYS| TOTAL
. AGE LOST OR |DISABL ING
(Mame, Rank, BRate or Trade, and Branch of Service) EXPER] peg. |Temp. | Recm. |Lw/Lie.|TRAV. [oTHER [riME cHES|INJURIES
TS
=L
3. PROPERTY/EQU | PMENT DAMAGE ESTIMATED DAMAGE COST
TYPE OWNERSHLFP LABOR MATERIAL OVERHEAD TOTAL
i
4. DATE AMD TIME OF ACCIDENT WEATHER LIGHT
HOUR DAY MONTH YEAR GOOD ADYERSE NOT APPLIC. GOOD POOR [NOT APPLIC.

s. DESCRIPTION OF ACCIDENT: Describe the sccident sothat the Reviewing Official con get a cleer picture of the secident and thifressons for it. Select ond
check closeat applicable item in cach section on back of form.

WHILE ENTSRING WiATHER DECK P FASCAGNWAY, 50T FROM STRCE BLEW INTU
RIGHT S¥B.

6. FORMS SUBMITTED APPLICABLE TO INJURED CiviLiAN EMPLOTEES

C. OTHER
A CALT E YES D wo B. C.A.2 Ews D no {IMDICATE) :

7. RECOMMEMDED CORWECTIVE ACTION: What recomsandations hews been mede which will heip prevent mmother accident libe thisp

EMTLOYER ADVISED 70 B2 ALERT RFGARDS DINT PARPICLAS FAOM STACK AT ALL TIMES,

L.

5IGNATURE OF SUPERYISOR

Snrce or v oty WHa Ho mﬁsm’iﬂa

OR- HEAD -OF - WORK - DETAYL+

8. REVIEW AND COMMENT: OF- REVIEWING-

TITLE. RAMK, RATE GR GRADE DATE

5 FEHETUNEOF: TITLE, RAMK, RATE OR GRADE DATE

—MASTRR 18 AlG., 1966




SECTION B
AGENCY INVOLVED

Check (x) end apecify in space provided the object or subatance most closely associated with the injury and which in general comld hase boon properly |Do met nay

guarded or corrected. Ome check (%) MUST be entered in this section,

1. MACHINES: 7. YEHICLES:
D (Agitators, grindare, sewing sachines, D (ALL types; escept in'sraffic
s;;u’, sams, lathes, welding machines, or flight)
etc.

2. PRIME MOYERS & PuMPS:
{Stean, interngl combustion or air;

ANEMAL S
fInclading insects and reptiles)

compressars, fens, blewers, ate. )

D .!. %E\‘Ams: -
earenger, freight, sircraft
or dusbsoiters)

MECHAN | CAL POWER TRAMSMI S5) 0N
APPARATUS :

D 4. HOISTING APPARATUS: Belts, gears, couplings, ete.)

(Cranss, Moiste (air or rlectric),

0
1™
shavels, dredges, jucks, ete.) 10. ELECTRICAL APPARATUS:
5. CXNYEYORS: {Notors, transforsers,
D {Belt, aoherail, pneamatic, dreg
ine, tiering or piling, etc.) .
D ’ (Hand, acchamical oF clectrienl

sppliances, vt2.)
D #. BOILERS A& PRESSURE VESSELS: Rative pover, b cuy Brenches,
(Fired or wafired, pressure lines, ete. ) weiding tools, randblusters, etc.)

anpy,

HAND TOOLS:

12, CMEMICALS: .
D (Explosines, gases, vapors, acids,
coustices, pPisoncus vegetations, te.}

D FY. HIGMLY [NFLAMMABLE & HOT SUBSTAMCES:
(Fire, alcohol, stean, peiats, ste. }

14, DUSTS:
E {'.l’l.'l'ﬂ, orgenic or imorgmmic;
eathe

r, eery, coal, ete.}
l:l 15. RADIATIONS & RADIATING SUBSTAMCES:

(X-Ray, radisa, sltre violet reye, sic, |

1. WORKING SURFACES:
(Floors, decks, roefs, roade.
platforss, "stagings, scaffol

[:I 17. AGENCIES:
fAny object or inbetance mot otherwine
=luu‘fin L}

WHAT FART OF AGEMCY CHECKED (X) ABOVE WAS MOST CLOSELY INVOLVED?T

SECTION 10
UNSAFE MECHANICAL

CONDITION

Cheek () mnd specify the PRINCIPAL uneefe condition which led to or was rezponeibie for the secident,

18. IMPROFER GLIARDING: 20. HAZARDONS ARRANGEMENT : ——
[l {Unguarded, inndequaiely geerded, ete, ) D (Unsafe piling, poor leyout, wtc. )

DZI. IMPROPER | LLUMI NATOM:

Dn. DEFECTIVE SUBSTAMCES DR EQUIPMENT: (Insufficient light, glare, e¢tc.)

. FMP R VENT H
(Broken, roagh, alippery, D“ by ILATICN

o fDusty, gassy, impure =mir
pourly designed, ete.) ulrcz. Etc.; B

One cheek (x) MUST be entered in this mection.

23. UNSAFE CLOTHING! —oe
(Lack of, snsaited or defective shoes,
soagles, glowes, respiretors, ate, )

Z4. MG UNSAFE COMDITION:

25. UNSAFE CONDITION NOT OTWERW!SE
CLASSEFIED :  (Ewplain}

Chack (x) type of accident. One check {3} MEST be entered in thia rection.

U0 O jO/ad

- 26. STRIKING AGAINST (Comtact with romgh 3. FALL TO DIFFERENT LEVEL, - COMTACT WiTH ELECTRIC CLURRENT.
z er lhlz objects, resulting in cata .
i ete., due to etriking agoinst, lnuiiu‘
-0 on, or slipping on objects,
z O 27. STRUCK BY (Falling, flying, sliding, 1. sL1p ‘nt foll) om OVER-EXERTION. 8%, ELECTRIC WELDING FLASH.
9 < or soving objeﬂl.) {Besalting in strain, bernmis, ete. )
o
u b
w . CAUGNT . . OR BETWEEM. 32. EXPOSURE TO TEMPERATURE EXTREMES. M. FOREIG BODIES (N EYE,
wow Dn IN. BE l:l (Resnlting in darming, scalding, hadt (Resalting from dusi, chips, airborme
& exhamation, sassrtroke, freexing, ete)) particles, ete.)
s £
29. FALL ON SAaE LEVEL. 33, INMALATION, ABSORPYTICM, SWALLOWING. 7. TYPE OF ACCIiDEXT NOT OWNERRN S
(Jllp:rlllﬁtn, Feitening, drowning, QASIIFIED, (Fxpleinm)
ete,
Check () and explein PRINCIPAL unsafe ect. Ome check (x) WUST be entered in thia section.
M. OPERATING WITHOUT AUTHORITY. 42. UMSAPFE LOADING. PLACING, MIXING, ETC, 44, FAILURE TO USE SAFE
(Failare to stecurs or warm) CLOTHIMG OR
PROTECTI VE DEVICES.
{Baes, goggles, etc.)
o e . OR WORKING AT UMSAFE SPEED, 43. LMSAFE POSITION, POSTURE OR ACT. ETC.
25 D . RUNTING O woKING &7 tesar ] (Uader snspended loads, 1ifting with
z materiale, etc.} nt . et} E 47, MO UMSAFE ACT.
c &
a9 40. MAXING SAFETY DEVICES INOPERATIVE. 44, WORKING ON MOVING OR DANGERDUS KCUTPMENT.
w3 {Rewaving, miradjusting, disconnccting, (Cleaning, adjumsting, oiling, ete.) 42, UNSATE ACT WOT OYMEAN)SE
ete. ) CLASSIFIED (Expleia)
41, USING UNSAFE EGUIPMENT, HANDS |NSTEAD
D g, EOUIPMENT, OR ECUEPMENT LNSAFELY. l:l 43. DISTRACTING. TEASING, ABUSING, STARTLING,
' ETC. (Querreling, horsspley, ate.})
o Check (£) ead explein the wasafe personal faetor chicfly respomsible for the accidint. Ome check (%) WUST Be emtered in this soction.
ng 49, IMPROPER ATTITUDE (Mixregard of in- §1. BODILY DEFECTS (Defective syexight, BY. UMSAFE MENSORAL FACTON WY ELSENRERE
- atructionr, failare to Iﬂ’ﬂ‘l!m‘in- hearing; fatigwe, imtesicated, existing CLASSIFIED
zgg Atrections, ervoas, excitoble, ete, ) hernie, wemk Aeurt, stc.) {Baplain};
QEIG
B 50, LACK OF NNOWLEDGE OR SKILL ) .
BE"‘ aware of safe practice, ml;ér'l:d', m 52. MO UNGAFE PERSONAL FACTCR:
'mg ete.}
=]
Chech ¢x} type of injury, ome check f5) MUST be emterad in this section.
- 4. FLASHES
4. WOUNDS (Concerrion, abrasion, D 59. AMPUTATIONS (Loss of bomy embrtemces) D
- inciaion, lacerstion)
-5 Dss. SPRAINS D 80. AVLSION (Loss of mon-bony sabstanec D 3. AnEs it
-2 by sheering or traring svey)
§: Dso. STRAINS (Nmecnler) I:‘ 51, DURNS AND SCALDS I:] . PO
[ ol ]
[+] .
. SKIN DESEASE (Decwpational
ﬂg Ds‘r. HERM 1 4 D 2. FOREIGH B0OY [MEEDOED I:] ” ' tenel)
L D §s. TYPE OF LATY NOT ou-u_:mu,a.:s'sm:o;
omming, sctroention, Feat fa-
Da. FRACTURES E 3. FOREIGN BODY. LOOSE [Dust, efc.) IE "..:f.“r‘,
nz Check (s} part of body. Part of body chicfly idewtified with imjury MUST be cheched {1}
-9 D 8. HEAD 71, EYES 73, ARMS D 75. FINGERS D 77. FEET D 9. SYSTBMIC {Stemach, intrstines,
Eh_ FACE ., heare, nerves, ote,)
-0
o .
80. PARY OF BOOY MOT EL
SE D 70. BACK D 72. TRUNX D 74, HAMOS D 76, LEGS D 8. TOES Sy -l il
"n T .
a

r




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

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

1. Neme of Injured Zmployee (Last, first, miadie)' 2, Date of this Notice(mo,day yr
. .

YNNG, CiCPREE S
3. Flace of Employment (Name & location)

FST§l B5ﬁ5 J. PFOFR
5. Occupation

he gate of Injury (Mo, day, yr.)

3/A1/6kh ~
5. Hour of Injury (a.m. or p.m.,

088

- et ey W -] -

M ) _ o
7. Place or Location Where Injury Occurred

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

THE HOW »45 WHEN 1 LTESD OUT OF 41D vAS AGE

QINHT &YE AND. QLASSS4THE VHY I w08 ON ME waY TC MY ROCH IO wg .3

PR GATCHy D01 WOULD AV BuEM TN 1UE,

9, Nature of Injury (MName of body affected-fractured left leg, bruised thumb, ete.)
RIGHT KYE

10, Names of Witnesses to Injury

NE THAT T SAW R _ ‘
11. 1if this Wotice 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, ' ' '

oo : . _ _ .: 12, Signature
I certify that the injury described above was

gustained in the performance of my duties as an .4 - . . .. , = ,
employee of the U,S. Goverrment and that it was 4= e ok %-*- i.1NG .

not caused by mry willful misconduct, intention 13. Home iddress of Injured
to bring about the injury or death of myself, Employee

or another, nor by my intoxication. . 1 hereby
make claim for compensation and medical treat-
ment to which I may be emtitled by reason of
this injury.

UVIOR O vl ke 952004

an wa uy =m s e

Form Ci=1



STATEMENTS OF THE IUMEDIATE 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 mowledge was obtained,

14, Date CA~l received by Agency (Mo., day, yr.'l5. CA-l Received by whom
'

16, Statement of immediate superior /
N/A

-17, Signature of immediate superior v 18, Date (Mo., day, yr.)
1 .

19, Statement of Witness

20, Signature of Witness v 21, Date (Mo,, day, yr.)
1

1

22, Statement of Witness

23, Signature of Witness v 2, Date (Mo., day, yr.)
1

—




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

! EMPLOYEE'S NOTICE OF INJURY OR OCCUPATIONAL

! DISEALSE

! (Knih;r the Federal Enployee's Campensation
- c

H

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

1, Name of Injured I}nployee (Last, first, middle)! 2. Date of this Not.:.ce(mo,da.y yr

Geovoe £ S. /\’éu.m/ \ S ty-cc
3. Flace of Employment (Name & location) ' 4. Date of Injury (Mo, day, yT.)
’ t
I/ffs U5 .5, \/a Pr/’Ps’i ' 5/—)7—[,(,
2e Occupat,ion’ ' 6, Hour of Injury (&.m. or p.m.)
i 1
”/M- : C _/S:/_g""

7. Flace of Location Where Injury Occurred

s~ (322 -k

8, Cause of Injury (Descrlbe how and why injury occurred)

ﬁf /?m.«) wos when T ‘?7{1-’(/3 Qa%c:?')c Socd
Pﬂ’ffafrf W 6y Saﬂ( '(f—'“fj be ilu/e-eh )%/-A-L?LR//,/L

>
I vnc/caﬁfrfy yar q;}u/ jcz/df/)-n Viey

_‘?-{ gzhz&/ | -1 ki 7—0 Qg{ o £721 = S'/*!“’f?/

Jv /d}?ou{ éqg-é'\fl } f:‘%a
. Nature of Injury %ga.me of body affected—fra.ctured left leg, bruised thumb, ete.,
Av-éf-—é-vo K: 2 4 7 ,é-’\,/r_’:‘

10. Names of Witnesses to Injury

o Kl € — 772074 Z  Sa 2%
11, If this uot.:Lce was not given within 48 hours after the. injury, explain reason
for delay. If earlier notice was glven, verbal or wr:l.tten, state when a.nd to
wha,

pr—

l/v i /;

, . | 12¢ Signature /
I certify that the injury described above was -

sustained in the performance of my duties as an 4 7
employee of the U,5, Government and that it was_ 4 .

not caused by my willful misconduct, intention 13. es In,]uredr /

to bring about the injury or death of myself, . 103'86 F y

or another, nor by my intoxication. I hereby ¢ ‘ cuy /

make claim for compensation and medical treat- :)77 5/ / 5“ : v

ment to which I may be entitled by reason of 7’-

this injury. | ' 5 - /47’71 C"/T’: ;5‘3,_0?

Form Ci~1l



STATEMANTS OF THE L/UMEDIATE SUFERION AND WLITNESSES 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 imowledge was obtained,

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

t
t

16, Statement of immediate superior

17. Signature-of immediate superior v 18, Date (Mo., day, yr.)
1 .

AN E

19, Statement of ilitness

20, Signature of Witness t 21, Date (Mo., day, ¥T.)
'

Sdm< ds ghese !

22, Statement of Witness
o AL

23, Signéture of Witness —+ 2L, Date (Mo., day, yr.)

1 —_
— -

Canr € a5 od < — '




OFFICIAL SUPERIOR’S REPORT OF INJURY

[To b'e submitted to U. 8, DEPARTMENT OF LABOR, BUREAU OF EMPLOYEES' COMPENSATION, as soon a8 practicable after &ny injury to a civil employee
of the United States sustained while in the performance of duty which eauses 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

LA I

Department B § &5 (oSO 2. Bureau or office -

Army, Navy, etc) R e vigation. ety

Placo of employment ... yype SATAY, SUFFEY CRNTRR S R
Reporting office - SNS - QN JOME POERTSAR, A EOOTNOL - sy

Name of superintendent or foreman in charge when injury occurred

o

10.
11.

13,
The fnjured

employee  14.

Name of injured employee ...-.mmTM-__m. 7. Age _*’- 8. Sex_‘_- 9. Citizenship . a—
)

H dd - L - ey e ey oo —

oo vaires - S S WRERRED, APy - STIGET, s - Gl

Occupation and division...__ 12. Waa employee doing his regular
(Giv . " iion ; heiper, machine shop, atc.)
work? S 5 S If not, what work? . . | .
Total length of service with the Government as & civilian? .

How long at present work in this establishment?

16. Dates of other injuries
. and subsistence valued at § per
16. Rate of pay on date of injury, $.__g£_ -- PeT et 4 rte Joed at $
_ and quarters valued at § per
17. Employee begins work at _m.m.).--__- m. 18. Regular day’s work ends T S m
2 0N, 8. ™. O7 D. M.
19. Hours worked per day i 20. Days paid per week 2
21. Place where injury oecurred __________
% location, az name or number of building and division, ete.)
22. Date of injory _________. ADGRGP- 39— 1944 day of week - WEDNRSDAY- - hour of day « n) m
3 & .
23. Date employee stopped work ___._______________ L 19 ;day of week __________.__.. _____; hourof day Y P m.
& M. or P, M
24. Date employee’s pay stopped ...._________________ 219 ___;dayof week ... _______ ; hour of day Y m.
4. . oF B, W,
265.

26,

27.

29,

30.

31.

32.

33.

34.

H ! Y s . - -
a8 employee returned to work : m’ AR T rmd m“r)

Will employee receive pay for any portion of above absence on account of :
{(a) Annual leave

(b) Sick leave

(¢) Any other remson

{Gve exact dates)

(Gire exaet dates)

(Give cauct dates)

Deseribe in fall how injury ocourred ——..gym- st wAS-WHER 1 STERP-OUT-OF SATD-PASS AR
—WA¥-S00T-FEEL- BEDWEEN-KT-RIGHT-LYE--AND GLASSES. 2L WHY I WAS ON MY MAY

State part of body injured and nature and extent of injury - FOREION-MATTER TR XYE

Did injury cause loss of any member or part of member? R '+ L If so, describe exactly ... _____.. _____

kY
Waa employee injured while in performance of duty? - If not, or in doubt, give detailed statement _____

‘Was injury caused by:
(a) Willful misconduet of the employee? T {4) Intention of employee to bring about injury or death

of himself or another? ... _ __ (¢) Employee’s intoxieation? _________.____.______
(If ony enswers to thess questions are made in the affirmative, the reporting officer showld attach an additional statement giving the
reason for his conclugion)

Was written notice of injury given within 48 hours? ____. mwm If not, did immediate superior have actual
knowledge of injury?

(Answer to question 5, Form C. A nust be eomplete {f notice was not given within 48 hours)
Names and addresses of witnesses to injury _____________ tfi _______________________________________________________________________

(If disability will continue for more thar one day, have statemente of witnesses made on reverse side of this form)

Was injury caused by a third party other than a Government employee or ageney? ____.___.. . v — If =0, has

employee been instructed in proeedure under the Bureau’s regulations? _.______
) (A detailed atatement should be forwarded with thie report)

ab.

Medical 26
aftendance a7

38.

Name and address of physician who firat attended case

How soon after injury?

To what hospital sent? Location

Name and address of physician now attending case —— _—

Signed this e day of _____. AxsyY , 1“-
at UENE CEN, JOBN POPE T~AP. 130 {08710) . . .

C. A2
December 1961




STATEMENT OF WITNESSES

[The statement of witness shouid 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.]

N/A
Signed this ... .ceceeee. day of _.... 19
(Signatur; of witnaas)
______ N/A
i
.
Sm.
-"\“ oIl
.
Signed this .5 .- day of L 19
:“-. (Sigmature of wilnasy)

. .
STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST -
~& EXAMINED CASE

1 CERTIFY that GAOLES T Se Yol e __ was given first-aid treatment, or examined,
of- o)
_________ k ¥ ST RS | , 19-_mt m m., and ___m_.ﬂ-..-.‘__-__ disabled for work. Probable length of
Was or was no
disability will be ....._DORS. . In my opinion dmabmt?“:':t crme due to injury
I3 rF ("]
on mooooo ] 17 AU 19___2@ or o0 ot

§ BOE (L0iT), wewid EXs

Nature of injury as found on examination

Hoapitalized ........... . . Will return for further treatment s
Discharged ... waS 0ok hospitali-sd ... Other disposition Fit for dulye -
Remarks __
Signed this - 284 day of WOl .. 9. 86 - 5
SPr MRS B N [V ml Re £ RS Lf HC U.od

(Signature of medical officer) -
1T Mo Jubi

{Titls)
U.S. GOVERNMENT PRINTING OFFICE : 1964—O-734-815




