
OFFICIAL SUPERIOR'S REPORT OF INJURY 

[To be submit.ted to U . S . DEPARTMENT OF LABOR. BUR&AO 0 .. EJ.::PLOYEE8' CoMPaNSATION, aa lOOn aa practicable aCter any injury to a c ivil employee 
of the United State. sustained while In the pe rfo rmance of duty which causes any disability (or work beyond the day or .bift. 00 which the injury oeeurred or 
resulta In any charge against the Bur eau fo r medical expense. Th is form should be accompan ied by C. A . 1.) 

Place of 
employm." 

1. Department _____ ;1!/t~L'(_____________________ 2. Bureau or office __ I:1. __ 2_T2. _____ . ________ .. ______ . _____________ .. __________ _ 
<A,rn'lI. N"? , U..v ~? IC ( Engift l!!e r, Navigatwn, etc. ) 3. Place of employment YJt!J.. ___________________ <? __ _ . ___ ._._. ___ , _. _____ __ _________ __ _____ .. __________________ , ____ ___ ______________________ _ 

( A r.61tal, 'ltatlll ward, d c .) (Ci t ., ) (St«".) 
4. Reporting office __ ~k~-fi'--------------------------------------- --- - - -- - ___ _________________________________________ ____ _____ ___ ___ ________ __ _ 

(~mtio" 0/ repOrting office or ditliaioft. heod~arter. ) 

5. Name of superintendent or foreman in charge when injUl'Y occurred ..uJ .... J:_~.!<: __ C;_ij,~~ _________________ ________ . ____ _ 

n. iDjInI 18. Total length of service with the Government as a civilian T ____________________________________________________ _ 

.... 'ee 14, How long at present work in this establishment? ____ ~ ___ ~ _______________________________________ ... ____ _ 

15. nates of other injuriea ____________________________________________________________________________ . ___ _ 

J .9 'f 0 ' -AJ1hU {and subsistence valued at $-----~- per - If.:..'C_ 
16. Rate of pay on date of injury, $ m.,. ____ ~ per A!': ____ :, " 50 V-*t' 

and quarters valued at $ _______ !. _______ per __ _ 

17. Employee begins work at 2 _______________________ ~ m. 18. Regular day'. work enda _j-j,,;_f2.!!?.. ________ .lm. 
Ql.HOMf'." M. or.p. -.) (H_f'." """''p.-.) 

19. Hours worked per day _____ ..lL._____________________ 20. Days paid per week ----7--------------------------------
t(W?, . 

21. Place where injury oceurnod _____ .fiJ.._f£':..::~f.._'b:7J3.g:r.!!..--3J::..-;':--2-------'!:~!!~!-~-!:..-- fb i .v:..L.' __ 
(Give ezoct lOcation, aa 'IIome Of' ftMmbtlf' 0/ buildiftD «"" divi'loft, eu. ) 

22. Date of injury _.k1>JLf--__ !:..t;:EI-<--_'1m, 19£-Y-. ; day of week __ ?9~ __ m _____ ; hour of day ..D._?_~_ '--' 4m. 
( .. WI.'" JI.-') 

23. Date employee stopped work ______ -==-__________ , 19 __ ':: __ ; day of week _______ ...::::-______ ; hour ot day __ -:::: _________ m. 
( ..... Of',.-.) 

24. nate employee's pay stopped _______ = _______ , 19 __ == __ ; day of week ------::::-------------i hour of day ____ .::: ________ m. 
U L.c> ( .... or.P ••• ) 

25. Has employee returned to work! ______ f- ___ e-2 ___ ~_&>?. _______ ~_T. ____ TL~_£_- _________ ~ __ 
(Giv. date lI'IId hoUf') 

26. Will employee receive pay for any portion ot above abeence on account of: (a) Annual leave __________________________ = __________________________________________________________ _ 
__ (GtVtl .xad dafn) ( b ) Sick leave _________________________________________________________________________________________________________________ _ 

_ (Gin' .xact dat~.) 
(c:) Any other nation _ _ . ___ . ____ ._ .. ____________________________ . ___ .. ________________________________ _ 

(Gil'C ':.-(~r/ datu} L./" 
27. Deecribe in full how injury oceurnod _£MEi.&21J '-'-. __ ~ __ .,fQ_r:tz!!:_v.! __ !:'!c,.. __ t!.>>..~_'.ll!::.L_Q£ pp"r 

,..s-;-c;..+-«. AiTO ~ 
?JLfl!:ri:f..§-!!:.1:.f.L_ __p...c_.!-_f.._1P_{tY. 6--_--> Fi.!Yz:>.--LnHf-.. __ P..:I e:f. ~ E_ J,u fY...6..4 s''' ? 'I ' 'lC} 

L.'IV,v£<. ,f ~.J_Q.f..9.:~e:: ,~'!JL:. ___ J.t: ___ T..1j __ J2.1§-.-,!'.._~~ ___ ~_.7 !if:z: __ ~L~_t1- L. ___ Q..f.r;:_1!_!~S!: ___ Hj2 __ ~ <?__ ;; Io{~~ 

£;"i;{ts:!L1I!'. ___ £_ _ ____ L.E.E. ____ .E..'-"r:.LL ,,----..f1:/.-L~~(JlI-t-< i;;z;::----~----------------
28. Stat.. part of body injured and nature and extent of injury _=1 .v £/.2E...._ f?..L.._--':L!.!_y'l. ~_rt:. __ 

__ ~"-~ __ £_~_,l?_;;J:£t!. _____ (~£f..::!!::. ____ f::.c..1: _____ :r1Ll~b "' _______________________________ _ 
n.. iojIry 29. Did injury cauae 1081 of any member or part of member T ___ L'/..._t;2_____ If 10, deflCribe exactly _____ === ________ _ 

80. Waa employee injured while in perlonnanee of duty! -¥,.r.2_ If not, or in doubt, give detailed statement_= 

31. 'Vas injury caused by: At 
(a) Willful misconduct of the employee? ___ :v.:.a ___ (b) Intention of employee to bring about injury or death 

of himself or another? __ &!..t?___ (c:) Employee's intoxication? __ ______ ..&!..<2.. _________ .... _____________ . ____ .. 
(II OftW' ClftUUe r. to th.eu que.tUm, are made ift. tIL. affinllative , tile f'eportiffD offic.,. "'.otdd attoc.\ aM additio1t:al .(lItem"'t giviftg tAtI 

reCUlo", fOT h.it eo"clUilioft) 

32. Was written notice of injury given within 48 hours? . __ .. ):.f2:2..______ If not, ditl immediate superior have actual 

knowledge of injury? ___ ._ .. ___ . .. __ . _____ . _______________ . __ ._. _____ _____________________ _____ . __ ... _ .. __ . ______ . ___ . _____ . ____ __ . ________ . 
(Aft.wer to que.tiOft S. Porm Co A . 1. ",,,.t b. complete if Kotice .,.. '!lOt gi ve'll. tui thia '" Ao.r.) 

33. Names and addresses of witnesses to injury ______ . .. ___ . ____ _________________________________________________ _ . ____ . ___ . _____________ _ 

(If diMbilitll tt.iU coftti71u. for more thUIt 07le da~,It.o"e . tlltem. xU 0/ witft ..... made on r e"er.e .ide of til .. form) 

34. Was injury caused by a third party other than a Government employee or agency? _. _____ ~_Q __ . ____ . ___ _ If so, has 

employee been instructed in procedure under the Bureau's regulations? ______ ._-:::::=: ______ . _____ .... _ .. ___ _______ .... 
(A d6t(l.iled .ta.teme1lt .hould b. forwarded with. thie report) 

85. Name and addreaa of ,A!iJoiU.owho ftrat attended ease __ ::: ___ ~!!J!A.t'..&.<Zm __ L _ll1...L~ __ j1_C. :.1.... __ 
36. How soon after injury! _____ !:> ___ )-!_!._~ ____________________________________________________________________ _ 

37. To what hospital sent! _________ t!! __ '!:. __ 1!.. __ ~:._____________________ Location _________ :::::::.. ___________________ _ 

88. Name and address of physician now attending case ___ .LL!_~J.t. __ <;d.: ___________________________________________________ _ 

Signed this ____________ day of __ ________ ___ ___________________________________ , 19 _____ _ 

at ___ _____ . __ __ ______ . __ . ___ .. _____ _____ _____________ .. ______________ . ___ . _____ . __ . __ .. __ . 

C. A. 2 
December 1961 

(OVER) 

(Tid.) 

-



STATEMENT OF WITNESSES 

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

-.:r:ttE: .. JJa;fflf.~II:!.:1L .MLt, • .? .• .d.f?.. ....... !. ........... TrL_ -.:L .... ilP ... -T-t::I. . ... bo./.r:QJ.<1dLi:-: ...... &:!1P 
__ -1T_.T.d.E ... Li))g--fg R-1::;._!-jJ;:· .... ~~~ ... .2.r.t!.v..I2.!.:!!.Ic: ... g.!.!!. .. L./:t .. E ... E.LSii..f?7: .. !1:1!JI.. .... . 
_.~!:f.fi:~.h..6 ..... iJ.ltGKE:.J.2 .... Al.E. ... H.c .. L~ .. !:: .. <::: ... Lt:f.R..q .. id.'!::tj. ... A: ... 1:i.p. ... l:,. •• e. ..... J.&. ..... . 

. .:L.d .. -Ec .... f2.f::.LH, .... 1.E ... Ili .. E .... J::1"'"9~~.r.;:,[.,r.!·J?:.J!"E: .... w.ft. ...... -1LO' ... .5:4-=f:.!i;.Ef-. ........ _ 
_ .bHA:L~ ..... C.1A!... .. .r:.d.E .... .5..LI?~Zt.Y.H.~L? .. f;. ... H ...... I_=-.El. ... '::.4-•..... , ...............•....................... 

Signed this ... ____ __ ____ _ . day of ___________________________________ , 19 ____ _ 

--------'s-ij;;G(;;;-;,'-;iiUU)-----------------------

STATEMENT OF GOVERNMENT MEDICAL OFFICER OR PHYSICIAN WHO FIRST 
EXAMINED CASE 

I CERTIFY that _ . .A14:11..T-4M.. ..... ?;.Lb:.k.L#.!i ...................................... _ was given first-aid treatment. or examined. 
. D (N.,... 01 _plo., .. ) 

on ...... '/. .. S..(;::-i .. L ........ /. .. ?..t: . .K:_. 19 •.•...• at'-~.1 . .: ... m .• and .. fdM .... 1-/..r.c .. diaabled for work. Probable length of 
(WIN or wu ftOt) 

disability will be m. ___ muu_==.uuu __ u ______ uu ___ uu __ n __________ n______ In my opinion disability ______ ==== ________ due to injury 
(wa.a or tocU ut) on __________ =::::: ______________________________________ , 19 _____ _ 

Nature of injury aa found on examination •• I:s.JJ.£.1.£. . .!.!;!..l'~_ ... LC ....... L.J?ff:,JS, ...... K.C. ... E_'?.1?.&..~.J.{~ ....... _ .. 

Bospita Ii zed -___ ___ A:! _f:._ _ ______ _ __ ___ ___ __ __ ________ ____________ \V ill return for further treatment ___________________________________________ ____ _ 

Discharged __ _____ ___ ___ ___ _ __ _ __ _____ __ _ _ _ ____ __ __ _ ___ __ ___ ___ ___________ ________ Other disposi tiOD ____________________ _ ____________________________________ _ 

Remarks _______________________ ________________ ___________ ___ ______ ___ ___ _________ .. __________________________________________ . ___________________________________________ _ 

Signed this •.•••••..... day of •••...••.•..•••. .....•.•....•..•..........• 19 .• _. 
at _. __ ____________________ ____________________________________________ _ 

u.s. GOVERNMENT PRINTING OFFICE : 1964-0-73.4-915 



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

EMPLOYEE'S NOTICE OF INJURY OR OCCUPATIONAL DISEASE 
(Under the Federal Employees' Compensation Act) 

INSTRUCTIONS 
This form should be completed by the injured employee or someone on his behalf whenever an injury is sustained in the performance of duty 
and given to his immediate superior within 48 hours. It should be placed in the employee's official personnel file unless the injury causes 
disability for work beyond the day when it occurred; is likely to result in prolonged treatment or permanent disability; or in 
a charge for medical or related expenses when it should be forwarded to this Bureau with Form CA-2, Official Superior's Re­
port of Injury. This form is also completed whenever an employee believes he suffers from a disease related to his employment. (See Sections 
1.2,1.3,2.2 and 2.3 of the Bureau's Regulations.) 
The immediate superiar should alsa complete the reverse side of this form. 

2, DATE OF THIS NOTICE 

OOIJ·"", IWn'D 

USIS au. .atI POi'E (,f-AP 11') 

IlOAtsliAD 

OR LOCATION 

iMPIDDI ... ' SllPBl.yTSlM'j 4S:iJHBI.T or WADIWj 'AlP AT 4ng POI! S10lm". IIj 
PDI"I!'.BAtlDi Cf IDAiWIO S1OIlIS. AS HE NocnD AWAY ,.,. IWfP, HI SUPPKD :uno 
AI omtTMtl II nrc reG' or THI pm tHAT mmII.5 mtIIJtCTl0IS mB STU •• In "ATA 
1'iUS OFDDIG HAS II) SAPIn CHAD GUlIIDDlG Dl rut mE SID& PACUIG 1'HI SKIP. 

10. NAMES Of WITNESSES TO INJURY 

11. AFTER THE INJURY, EXPI...A.IN REASON fOR DELAY. 

12. SIGNATURE 

I certify that the injury described above was sustained in 1 ... ..H.AJl.IlIl...JoI1l1.l~ 
the performance of my duties as an employee of the U.s. 
Government and that It was not caused by my willful mis­
conduct, intention to bring about the injury or death of 
myself, or another, nor by my intoxication. I hereby make 
claim for compensation and medical treatment to which I 
may be entitled by reason of this injury. 

may 



STATEMENTS OF THE IMMEDIATE SUPERIOR AND WITNESSES TO THE INJURY 
The immediate superior should submit a statement and secure statements of witnesses where possible. The statements should 
tell just what each personally knows about the injury, and how and when such knowledge was obtained. 

fBI BJATSWATN WAS WPING '00 SET IIp A lOADING RAMp JiOM tHE PIER III10 THlf ArTER 
PORT SIJEPORT IN PlW'.Ii:aATlON OF LOADINJ STORES. HE STEPPED INTO A STEAM AND 
WADll SliiR¥IGIii QPilGNG I.N TlIi BSQK ep 'i'lli PlsR. TUiREi WAS E SM'Bft SHUN SY,icRBIo 
LNG THE e!'ENIN~ ON THE SIDE FACING THE SHU. A LINE HAS l«lW BEEN PLACED AGWSS 
TH& QPiiNDIQ m PBE'J»i'F 8llSlI AIiAQQn~'F FRQU H&."PiiNlIIS .',SA.lII. ' 

18, 

TH& oo,,,'l.'SIiAYI WAS my PDIG m SH liP TH& WMJlIIS IWC" ,",'£,iii AF'l'ER SlBiP9Il'l'. Iii 
WAS STANDING ON THE PIER, AND WHEN HE BACKED up. HE FELL THBOUGH A IIlLE IN TIlE 
Q151il& QP !lIB pm. 'It'F'RE WI,S 119 SA.1'iiH SlLUN GN WIii SlDIii ep 1'Hi IIlLii WH&l!i Iii 
FELL. ' 

u.s. GOYERMIIIENT PRINTING OffiCE: 19640f-1Zl-"Z 


