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U.S, ,DEPARTMENT OF LABOR • EHPLOYEE'S NOTICE OF INJURY-OR OCCUPATIONAL 
Bureau of Employees' Compensation • DISEJ.SE 

(Under the Federal Employee's Compensation 
Act) 

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

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

3. Place of Employment Name & location 

1~'iS . 1J>1tS 4. POfS 

'4. ate of Injury Mo, day, yr. 

5. Occupation • Hour of Injury a.m. or p.m., 

7. Place or Location 'dhere Injury Occurred 

$. Cause 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 Hitnesses to Injury 

: ['"If! 'ftiAT I ~ Alii 
11. If this Notice ..as not given within 4$ hours after the injury, explain reasOn 

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

12. Signature 
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 .. -,,=_' ;,;;;c.v~'~::~::::'_6:;.~:~: .• ,-,'l,-" . ..:.;~,JlG",,::,-:;:--;-__ -;-'"-
not caused by In;;r willful misconduct, intention . 13. Home Address of Injured 
to bring about the injury or death of myself, Employee 
or another, 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. 

Form CA-l 

1744 ....'-' ''\i,,;:' c," 
::,'~ "F.','(\;, ;,',:r. 95204 



STATlllENTS OF THE D'J.!EDIATE SUPERIO;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 rteceived by Agency (Mo., day, yr.'15. CA-l Received by whom , 

16. Statement of immediate superior 
N/! 

-17. Signature of immediate superior 

19. Statement of Hitness 

HIA 

20. Signature of Witness 

22. Statement of l'litness 

23. Signature of ,~itness 

, lE!. Date (Mo., day, yr.) 

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

, 

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



u.s. DEPARTMENT OF LABOR I EHPLOYEE'S NOTICE OF INJURTOR OCCUPATIONAL 
Bureau of' Employees' Compensation I DISEkSE 

(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. 

GecJYc;~ t?:5, O~Y1t:'i I 

Date of this Notice(mo,day yr 

f"_IY_c" Y 

3. I 4. Date of Injury Mo, day, yr. 

Y-l7-trv 
Occupatio • Hour of Injury a.m. or p.m. 

·4/0-

SQ"'" 

9. lvature of Injury arne of body· affected-fractured left leg, bruised thumb, ete.: 

10. Names of v·iitnesses to Injury 

11. 
~n ~ Zllol T s=c~U/ 

112~aturel 
I certify that the injury described above was, . / '--",,",./.'/ 

sustained in the performance of my duties a.s an ~~~~::::;;;:::~-';'4.~~~;::::..-­
employee of the U.S. Government and that it was~ 
not caused by m.;T willful misconduct, intention ,13. H dres 
to bring about the injury or death of myself, loyee 
or another, 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. 

Form CA-l 

S ,7cjt( S.· 
I 5/ce JTvJt 

Ct(Y f3 .... Ij 

{~( r y'-;-;2.vy 



STATllWTS OF THE IlillEDIATE SUPERIOR AND WITNESSES TO THE INJURY 
The imme,diate s~perior should s~bmit a statement and secure statements of wit­
nesses where possible. The statements should tell j~st what each personally knows 
abo~t the inj~y, and how and when such lmowledge was obtained. 

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

I , 
16. Statement of immediate superior 

17. Signature of immediate superior , 18. Date (Mo., day, yr.) 
" 

19. Statement of \/itness 

7 
4/(} ((IE 

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

5' cI Yl't <' <\ J aJ Iz dV <-- , 
22. Statement of ltlitness 

/1/()/(/L~ 

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

Cd VP e O..i a-'!<?:JtI~""'~==-___ ~ ___ __ 



OFFICIAL SUPERIOR'S REPORT OF INJURY 

[To he submitted to U. S. DEPARTMENT OF LABOR, BUREAU OF EMPLOYEES' COMPENSATION, as soon as praeticable 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 day or shift OD which the injury occurred or 
results in any charge against the Bureau for medical expense. This form should be accompanied by C. A. 1.J 

Pia .. a( 

employment 

The injured 

.Y" 

1. Department ---Q"A;';Y:-N~;~~-;t~:)'--- 2. Bureau or office --J815----- ---(E~gi-~;;;:-ii";ig~t~~-.-;t~~)----·-·------
3. Place of employment -m";.I.I~-.N--a.i&k-----(Mfi_J _mm ___ nnn __ , 0000 __ ~;,nn-mn-

4. Reporting office -----18Ia.t1Ita.---.JtB-1QIS~pJ.U)~'~~-h-e~~~;t;;~)------.--------.--.--- . _________ n __ _ 

5. Name of superintendent or foreman in charg~ when injury occurred _ .. __________ .________ _ _______________________ _ 

6. Name of injured employee __ -.,;~-iJfltJlllt---m- 7. Age -41- 8. Sex iI-- 9. Citizenship nennn 
10. Home address ---:JA4-:a"-~h.-..... -n-------, m-------m$W!'!,;;-j-n ___ m _____ n __ . m. G Urfl,-----
11. Occupation and division ___ ;~.&Iii. __ -;-;--------------~---':-------------- 12. Was employee doing his regular 

(G",rBI!I'!V~tur"IIWRoa; 1YlPM'. mac1t.iu Mop • .stc.) 
work! ______ ...._------ If not. what work? ___ ...... _________________________________________________________________________ ~ __ 

13. Total length of service with the Government as a civilian! -------------------------------------------:----------
14, How long at present work in this establishment! _______________________________________________________________________________ _ 

15. Dates of other injuries ________________________________________________________________________ _ 

{

and subslatence valued at $ _____________ per _____ _ 
16. Rate of pay on date of injury, $ ___ +:'. __ per _. 

• and quarters valued at $ ________________ per ___ _ 

17. Employee begins work at ..... m~_m _____ m. 
i.~ a .. ) 

18. Regular day's work ends _________________________________ m. 
(HotW ......... or p ••• ) 

19. Hours worked per day --- _ ----------t------------ ___ _ 20. Days paid per week ___ m_mmn_nlmn __ nmm ___ _ 

21. Place where injury oeeurred ____ m • '8 t.ii ____ m ___ m ___ m_m __ no __ m ____ mm ___________ m ___________ _ 
ve z location, aB name or number of buildift" and division. etc.) 

22. Date of injury -------mAU(Jl;;~_H_-----m. 19i6-; day of week __ -+' a_m; hour of day (;.."Wit-,;.:,ID. 
23. nate employee stopped work ______________________ , 19 ______ ; day of week __________________ ; hour of day ___ ~ ___ . _______ m. 

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

( ............ ) 
25. Has employee returned to work? -------__ .--..,,-... 1'";&.;l.Wi;~;;;)--------------------------
26. Will employee receive pay for any portion of above absence on account of! (a) Annual leave ______________________________________________________________________________________________________ _ 

(GIve e.ra,'t daft:,~) 

(b) Sick leave . _________________________________________________________________________________________________________ _ 
(Gif(' exact aatCIJ) (c) Any other reason ____________________________________________________________________________________________ _ 

(Gic(' c.("u,.t dates) 

27. o-ribe in full how injury occurred -m"'lHB-1tCIt-1tt1S .. -i-;$fiIP- eu'f 6P ;$AJD- 'iIS£ MiIIi ----
-~-_&OO'f-.,.,-au .. -W- RlCIIf-&U--AIIO- I'll' fflIS .. --lR- WIll J lias '* Itt- lid 
--_te_ilf-~-_te__GH-&fB· 61 RIP trQa- • ..,CI, ~·l W"l( P -II.W&--&II.III m au -----

28. State part of body injured and nature and extent of injury m ~ lUit£it D m --------------

TIle.., 29. Did injury eaUlle loss of any member or part of member T -------wo----- If so. describe exactly ------_____________ _ 

, 
30. Was employee injured while in performance of duty? ---w---- If not, or in doubt, give detailed statement ___ _ 

31. 

32. 

33. 

Was injury caused by: 
(a) Willful misconduct of the employee? ----110--- (b) Intention of employee to bring about injury or death 

of himself or another? ____________ (c) Employee's intoxication? __________________________________________________ _ 
(If Gny answers w theBe questions aTe made in the affirmative, the reporting officer should attach an additional statement giving the 

reaBon for hi8 conclusion) 

Was written notice of injury given within 48 hours? -----118--------- If not, dm. immediate superior have actual 

knowledge of injury? ---------Di;,.~;;~_;to-~_;;;;t-io-~-5.-F~~-(CAtIll-~t-b;-~~~;l~-t~-if-;,.-o-ti~~-~~-~~t-Ui;,~;;-~thi;;i.-i-~~~-)--------
Names and addresses of witnesses to injury _______ /&________ ________________ ___________ _ ____________ _ 

-------- --- -----iii -d~~bizity-;~-~~;ti~;;; fo-r-~-"-;; th~~ -~;.~-dc;;;: ~~-;~-t_;;t-e-~-;;'t;-~j~~t;'~~~~~-:;;;~ on reverse side of t"his-f-"~ ) -------
34. Was injury caused by a third party other than a Government employee or agency? -----------110------------ If so, has 

employee been instructed in procedure under the Bureau's regulations? _____ _ 
(A detailed statemeftt should be forwarded with this repOrt) 

35. Name and address of physician who first attended case . _____________________________________________________________________________ _ 

MeicIl 36. How BOOn after injury! ---------------------------... -:.--------------------------------------------------------------------------------
..... ",. 37. To what hospital sent! __________________________ h____________________ lJOCation ________________________________________ _ 

38. N arne and address of physician now attending case ______ ~ ________________ ~_~.,~":-------------------------_________ ~~-:---------

Signed this ___ 1& ____ day of ______ .AtDtaI' _____________________________ • 1966-_ 
at ----CilI.-..rca--!!On.-t\o..\r--U4-(GIflO).-----

C. A. 2 
December 1961 

(OVER) 



STATEMENT OF WITNESSES 

[The statement of witness should tell just what the witness saw personally, or, if he did not see the injury occur, jl18t what he 
knows about it and when and by whom the informatiGD was given him.] 

_____________________________________________ . ______________________________ ~!A ______________________________________________________________________________________ _ 

Signed this _ .. ____________ day of _. _____ .. _______________________________ , 19 _____ _ 

~-------------------------(sig;._;iU;;-~T~~u~)------------------------

_______ . _______________________________________________________________________ JJ.L~ ______________________________________________________________________________________ _ 

------------------------------(--------------------------------------------------.------------------------------------------------------------------------------------------------
'-.. 

=~~~~~~~=~~~=.;,~=:::==:=:====:= 
<.----:::".. 

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST 
~ 

-l"..... EXAMINED CASE 

I CERTIFY that _____ j~!i1fL_:~ __ ~ __ E~:!Q ____________________________ . _________________ was given first-aid treatment, or examined. 
IJiI"" .f·~) 

on _mdd_t'l_lo.\il_U:t't.mdmdm ____ m_' 19.0_ at dUlll!J._ m., and d_1f'l!Il ___ m __ d_d diaabled for work. Probable length of 

d· b·l·ty ·11 be - r(W" or ~ "·disa)· b·li·-~ d to·· 18& 1 1 WI ______ -...-..______________________________________________________ n my oplIUon 1 ty-.:_________________ ue InJUry 

,., ',_', ,,,', {;I;, (w. or toOl ROt) on _____________________ n_l\.\J.Y..,~=:L ________________ , 19 ___ _ 

Nature of injury as found on examination _d ___ ~ __ @! __ i~X!hd!!!~!~ __ ~_d __________ muddm ____ m ________ d-----

---------------.--------------------------------------------------------------.----------------------------------------------------------------------------------------
-----------------.--- .----- --------------------------------------------------------------------------------.-------------------------.--------------.---------------------Hospitalized • ___________ ~_____________________________________ Will return for further treatment __________________________ . ________ ...::~ __________ _ 

Discharged ___ d __ lIAr. __ ~t?l?,,~ ______________________ ,___ Other disposition ___ ~_~ __ ~_~~ __ d _______________________ • __ 

Remark"-_. _______________________________________________ , _______________________ . ______ . _____________________________________________________________________________ ---

._---------------------------------------------------------------------------------------------------------------------------------------------------------------------;-------

._----------------------------------------------------------------------_._------ --------_._._------------------------------------------------?-------------
Signed this --.;z8th- day of d __ aA; ,*14" ___ mn_d ______ nm.' 19dj;p 

at __ .JL.l,;;.._!.:.r;:L __ I __ JID __ J:':!.t:;b_~~ __ l1Q _____________ _ 

U.S. GOVERNMENT PR1NTlNG OF'F1CE: 1964--0-734-915 

...... 1 l'l. W-ii,RU<; L1 Me " .• i' 
-·······--··-·--------(si;;;i~;;-;j-,;~;;_;j;;;.)-~--------

loT W;; m...,7. 
·······--···----------------(Tia.-)----


