13 HOW DID THE ACCIDENT OCCUR?T (Dascribe fully the events)

& AGENCY (Obicct or substance mvolved)
wm(lam) The first abject or substence

INJURVM(ZMM) The agency inflcting the
mpry See atso section 1

(Exnmpte mucmmwmmmm-m

(adder’ under sccident and check  Machne' under

wjury )
ACCIDENT INSURY (Check one box i each column)
> sua]J aao ] Machne

a(] o2 [] Conveyor eisvator host

“’D o ] Vehcle

g‘D uDEmlw

”D o3 (] Hand too!

w(] uDMﬂl

w[) w [] Workang surfece bench table etc
w[J o ] Floor wallung surtece

w0 or [] Bncks rocks stones

w() 19 [ ] Box barrei container (empty or fuff)
uJ 1 ] Door wmindow etc

w ] 12 [ Ladder

s v (] tumber woodworking materials
w(] 4[] Metal

s 13 ] Starrway steps

w(d 16 ] Other

v v [ Unknown

uw(] 18 [] None

b ACCIDENT TYPE. (First avent on the sccisent saquence)

> .30 o [] Folt trom elevation
nDhumsmhel
nDSKru:luwm:
MDSMW
os [ Caught 1n under or between
os (] Rubbed or abraded
w {7} Bodily reaction
o8 [J Overexartion
or [[] Contact with electrical current
10 [] Contact with temperature extremes
11 [ Contact with racistions caustics toxsc and noxous
substances

12 [] Pubke transportation accadent
13 [J Motor vetcie acosent

14 [J Other

15 [J Unknown

ANS1 716 1 INFORMATION
A DEGREE OF DISABILITY UNDER Z16.1
®0 Dm:mahhuuumllSl
2 D Temporary total disabitity
3 [] Permanant partsa) dmabitity
Permanent totsl drsabulity
’D Fatalty

» 0 DAYSCHARGED UNDERZIS.1 444

»

Fic 6-3

>

>

»

OCCUPATIONAL INJURY OR ILLNESS

14 DESCRISE THE INJURY OR ILLNESS 1 detari and mdicate the part
of the body attected

& NATURE OF INJURY OR [LLNESS (Check most senous one)
9 2.0 [J Amputation

@ [[] Bum and seatd (heat)

o {J Bumn (chem can)

o ([} Concussion

uDCmﬂanam

s [} Cut laceration puncture sbrason

or [ Fractuse

nDﬂemu

ov [} Bruise contusion

19 [ Occupstionat iness

||DSpnm stramn

12 ] Other
b PART OF BODY (Check most sercous one)
3336 01 [] Eyes

02 (] Head tace neck

o3 {] Back

00 (] Trunk (except back, internal)

os (] Aam

o8 [] Hanc and wrst

o (] Fingers

oo [ Leg

o0 [ Feet and ankies

10 [] Toes

1 [ tnternat and other

15 NAME THE OBJECY OR SUBSTANCE WHICM DIRECTLY DULURED
THE EMPLOYEE. Also check one box in injury cadumn under 138

16 DATE OF INJURY OR INITIAL DIAGNOSIS OF OCCUPATIONAL
ILLNESS

a MONTH

ss% oy [ ] Jan © [ oty
@] Fep oa[] Avo
0 (] March o ] Sest
04[] Ao 10 [}Oct
os[] May n JNov
gDJune uDDec

b DATE OF MONTH .
17 OID EMPLOYEE DNE>
o[ Yes
1(J o
OTHER

18 NAME AND ADDRESS
OF PHYSICIAN

Date of Death

19 [(F HOSPITALIZED NAME
AND ADDRESS OF HOSPITAL

DATE OF REPORT.

PREPARED AY.
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