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1001 WILSHIRE BOULEVARD e LOS ANGELES, CALIFORNIA 30017

March 9, 1966

California Zonolite Company
5440 San Fernando Road
Los Angeles, California

File No :: 02X-197974

Employee : William A, Locke

Employer : California Zomolite Company
Inj.Date : 8/30/63 approx.

Gentlepmen :

Mr. William A. Locke has filed an application before the Industrial
Accident Commission in which he alleges an apparent lung condition
resulting from employment with your concern, between October of
1956 and March 3, 1965.

This application was originally filed against your current carrier,
Aetna Casualty & Surety Company and this firm has now been joined in
that application.

All records indicate that we apparently had coverage for your concern
from 1953 through 9/1/63 and thus we would appreciate receiving
certain information from you so that a proper defense may be made

in this matter. Would you please advise the exact periocds of time
that Mr. Locke worked for you, a complete description of his job
duties and his rate of pay.

We would also appreciate your advising the circumstances suwrrounding
his injury of 3/3/65. Any other information that you may have would
be greatly appreciated,

Yours very truly,

R. B. WINDLING
CLAIMS EXAMINER

//’f AP A. éf.7

o
cc: Mr, John Granger



: 0421
FMPLOYER'S REPORT  Complete in Triplicate and send immediately to

{NDUSTRIAL INJURY The Atna Casualty and Surety Company

L0S A 60
. STATE OF CALIFORNIA 2404 Wilshira Bivd. 1450 Fiftn Ave.
Department of Industrial Relations SANTA ANA SAN BERNARDINOG
Division of Labor Statistics and Research

fully to avoid f
ence.

(

2215 No. Broadway 157 west 5th Street

FAILURE TO FILE

MISDEMEANOR SUBJECT TO

MAXIMUM FINE OF stio0.
(Labor Code, Sections 6407.641)

050

Every question must be answered

urther correspond-

IS A

SAN FERNANDO VALLEY INGLEWOOD
8155 Van Nuys Bive, 2930 West imperia!

Every work injury to an employee which causes disability lasting longer than the day of the injury or which requires medical services othe
than first aid treatment must be reported within five days after the injury. If the injury results in death, a report must be made by tel

ephone or telegraph directly to the Division of Labor Statistics and Research, San Francisco, not later than 24 hours

after death.

EMPLOYER
1 Name Sty . COMALOINIA Zonolite Co. p,m,No 33-CB841T71
2. Ofice sddrens ‘pen? . T58_Colorado Bivd, o Lo Angeles

(Manufscturing shoes, retailing men's

3. Nature of business clothes, truching for hire, exc.)

.4...A.Pmc‘eaagn"gt...Me_mmm;..t.g.._................A..U..A... .

DO NOT WRITE
IN THIS COLUM!

Case No.

INJURED EMPLOYEE

o J0ke

4. Name oo Social Security No. .&¥

5. Address _ ‘Seressy e 4701 Llowell Avenve .. ... .. (e La.Crapoents. ..

6. Age ... N 7. Sex: Cheg:é(\/) Male X Female 8. Check (V) Married ... X Sm;le .
9. Number of hours worked per day ......¥ucccimnienncn. i per week _‘*Q ................... .. Number of days worked per week 5 .
10. Wages: 3.2.1.7.3 ................ per hous, OF $..cuiorcveerecnraennseremens per day, Of $..ccoecececeinieniracreeneenns per week. (If earnings at irregular rate,

such as piece work or on commission basis, enter actual average weekly earnings for convenient period not 1o exceed one year.)

Employer No.

Industry

Age

11. If board, Jodging, or other sdvantages furnished in addition to wages, give esti d value § per day, Or $.....ccoeeieeee.n. per week | Hex l;d Marital
tatus
ACCIDENT
d Ci
12. Place of accident (s.:..:'; ('r.(.y.‘)r w
(Yes or eekly Wage
13. On employer’s premises  No) ..coooovennen . 14, Department
15. Date of accident .. NQ.. ACCLGRNE . 16 Hour of day coocr. AM./PM. 17, Did injury result in dissbility beyond day of
Y
ident? oy 18. If yes, give date last worked L=1=65 19. Was injured paid in full for County
Y
this day? ¢ N"‘o;' ......... 20. If injured in s mine, check (V) accident location: Surface ........... Mill .......c.. Underground .......... Shaft ...
CAT'SE OF ACCIDENT Acci
. . ) ' e ] ccident Date
Jecupation (job ticle) ... WAShOLS2MAN . 22. How long employed by you at this
occupation? Check (V) Less than 6 months ............ ; 6 months 10 2 years ............ ; over 2 years ... X. 23, What was employee doing whenj—.
{Describe briefly, such ss: loading truck, operating Occupation
sccident occurred? deill press, shovsling dirt, walking dows stairs, ecc.) P
(Describe fully, stating whether the injured fell, L e Ii .

24. How did the accident hlppen? (wur?nn:nby-t::g‘::.:md‘z:: ' U:":lr;n :‘J:.:l :opor'l.;o'::::dm::nl .‘pl::c‘) ........................................................................

(P;'nnt the specibc machine. tooi. ua-plnn«. ......

25, What machine, tool, substance, or object was most closely connected with the accident? g3, liquid, etc_, invoived)

S i . pulley,
26. If mechanical apparatus or vehicle, what part of ir? B et el

mtcr L T T L R ETTEET PP PP
. . €1 of (Yes or
27. Were mechanical guards, or other safeguards pronded? Ne) ................................ 28. Was injured using them?  No)

29. ln what way was the machine, tool, or object defective?

{Scate the specific preventive measures that can be ;;Len by employet and workers.

30. What do you recommend for puvendng this type of accident? Do aot say, *By being more careful.”” Specify what should or should not be done)

Accident Type

Agency

Agency Part

Mech. Defect

Unsafe Act

NATURE OF INJURY AND PART OF BODY AFFECTED

(Describe in detail the nature of the s umu'y and the part of the body afecced.  For cxample: amputation

Personai Defect

31, of nghc index Rnger st second joint, £ of riba, lead §. dermatitis of left hand, etc.) - e
32. Name and address of physician Dlh Hﬁ] Vin J.‘ schulm‘l Nature of Injury
33, Name and address of hospital .........coceveeuren ..] ne.. NO ™ 7”'53
Y
34. Has employee returned to work? ¢ p.l'.;r.... e 35, If yes, give date oo, N -
37. Did injury result in deach? ):‘o) ......... 38, If yes, give date octtion
39. In case of death, give name and address of nearest relative
.......................................................................... Extent of Injury
49, 1s injured employes related to employer? 1> S, Insurance Carrier
Date of f 5 /
toed by Official position .........ccouccecemmeomernirircsseececncnenes this report . “Z/ é\.‘) -
Sigasture Report Lag
Coded by
15a Filing of this report is not an admission of liability.



~-34. Treaument:

,-r A INSURANCB mnwmnmv

04210810

[ DCTOR’S FIRST REPORT bnunmm ':;‘r;numx. RELATIONS
OF DIVISION OF LABOR STATISTICS AND RESEARCH
WORK |NJURY P. O. Bex 943, San Prancisce 1

R >
lmmednuly.f:aﬁmmmnnonmalonecopyd:ncdytotthwmonofhborSnmundRaumﬁ.Pulmtoﬁluuponwu
the Division is s thisdemesnor. ‘(LaborCode, Sections 6407-6413.) Answer all questions fully.

. Name other docm vhﬂ ttuud uhployee for this £ mjury

11 ACC!DENTO&M wwmwd&mr__hn_wq-.mm:
“““““""“m"" Patient did not know Sause

12 NATURE ANDEI‘I:EN‘I' OFINJURY OR DISEASE  (laclude sll ebjecti m%mum
wumh‘&w&ny ad (xpesnsn.) ORI“’ ;/’/‘s

Diag: Pnsumocaniosia.due.to _tnhalation Q!Ambluuon of duponol andbe/ |
Ig’dlun nitrate nd/or titanium and/or asbestos and/or vermiculite and/er|
, L
Dogm of ﬂ:ﬁmm: 7 years of blending acoustical materials-furnage running
ymto*Wu giving exposure to vmeuluo. C9 and asbestos.

A

! blouchm dulton Heteril IM
Avotdtui :, l%ovo umam- (lton 12)

wam_Jm[ g.u,..q
Dateof report G /468 Addreu T35 —- 1360 Foothill Bivd-Le Canadls--
Forw 8oz Uss reverse side if more space required 2e0uc 407 10-as sowen (€ o1 -




04210811

Fill OUT AND
FORWARD 1 COPY
IMMEDIATELY AFTER
FIRST SEEING

PATIENT

Argomamt Ins, 1000 Wilshive Ilwd,

STATE OF CALIFORNIA

DOCTOR'S FIRST REPORT  STATE COMPENSATION INSURANCE FUND

OF WORK INJURY 600 SOUTH LAFAYETTE PARK PLACE. LOS ANGELES 54

ALSO, immodiately affer first examination mall one copy directly fo fhe Division of Labor Statistics and Research, P. 0. Box 965, San Francisco 1.
Failure to file a report with the Division is s misdemeanor. (Labor Code, Sections 6407-6413.)

Answer all questions fully. CasENo. ...

cl:lr ' ll p..qvnu

L mm"“‘——ﬁw.i-—fu:nru.—uu——m =
2. Address {E0% gy [) »

(Masalierariag s, buiding oo . AROUIRCISE WEES

3. Business struction, retailing men’s ote. )

4. EMPLOYEE ‘©mn
5. Address :

6. Occupatio T _’Stx_____
7. Date inj - oM D*hnvnrkd_n

8. Injured st 457" ' — Gy e
9. Date of your first examination Hour f Who enga;ed your aem

10. Name other doctors who treated emplqyee for this injury.

11, ACCIDENT OR EXPOSURE: Dnd employee notify employer of this m,ury?__!._.___&nployee s statement
of cause
ﬁ%mmn.-n. Ahrew off balanes, and faured sy low besk

12 NATURE AND EXTENT OF INJURY OR DISEASE (bdndenﬂob)eeuveﬁndmp bjective complaints, and di
1f occupational disease state date of onset, occupational history, and exposures.)

mw-nh-nm
roy strain of the lwmbe sacrsl ayea of

13. X-rays: By whom taken? (Stsu if seae Nomo

Findings:

14 Treacment:  TRYSIN-ADOTSSY, &dhotive SWrupping,

15 Kind of cue iz ~OEEUSS 1 bapicalized, dat Estiated rtay

16. Further treatment 353 '
17. Estimated period of dissbility for: Regalar work. paaoed vect W
18. Describe any pamanent dmhhty or disfigurement expected (Seaw if mene) " “TWPTT

19, Ifdathmued,jlndzu- ' -
20. REMARKS (Hmnymwwu““f«ﬂmwhﬁn&ymu&mﬂmm)

}.—ONLY UNDER EXCEPTIONAL CIRCUMSTANCES WILL A HERNIA BE
«+.E INJURED SHOULD BE ADVISED TO CONTINUE WORK, IF POSSIBLE,

Name Mlvin J. ’%‘!—__mw De0o PERSOMAL Z ot
be20-55 1569 ' B,

Date of report Address (:“éi:‘,‘
Forw 10.LA Use reverse side if more space required




04210512

FILL OUT AND
FORWARD ! COPY
IMMEDIATELY AFTER
FIRST SEEING

PATIENT

STATE OF CALIFORNIA
DOCTOR'S FIRST REPORT  STATE COMPENSATION INSURANCE FUND
OF WORK INJURY 600 SOUTH LAFAYETTE PARK PLACE.LOS ANGELES 54

ALSO, lmmodiatoly after first axamination mail one copy directly fo the Division of Labor Statistics and Research, P. 0. Box 965, San Francisco 1.
Failure to file a report with the Division is a misdemeanor. (Labor Code, Sections 6407-6413. )

Answer all questions fully. __Argensut ins. es. 2001 Wiishire, L, CaseNo.. ...
1. EMPLOYE Calss, m“ “o . is this space
2 Addiew (uf‘:“ﬁsna‘m“ e b he 9

3. Business ‘:‘23“““!,““,,,..“? o)

. Address ‘."é,"

6. Occupation '.
7. Dgum, od m ’
. Injured at . G z-- -

1 NATURE AND EXTENT OF INJ'URY OR DISEASE (Include ali objective findings, subjective complaints, and diag
Impmddmmumdmmpmdhm and exposures.) )

mmmmm

3. X-rays: By whom taken?. (sm-u...,, s, Cervisal

gumentexpected (sm-u....)___m

~—ONLY UNDER xxczrnowu. CIRCUMSTANCES WILL A HERNIA BE CONSIDERED
THE INJURED SHOULD ‘I;I'OADV'B!D TO CONTINUE WORK, IF POSSIBLE, LK

Dmf,w}-b-n T Addren w Foote ) Biwd,, la
ST Use reverse side if more space requirved

FoRM 10.LA



Qe ANVIITHINY JWINLY, M, AW MOIVWIAILY

660 WEST BROADWAY, GLENDALE 4. CALIF, 042
CiTRUS 2-4166 CHAPMAN 5.2B12 4"'10813

DOCTOR'S FIRST REPORT OF WORK INJURY

Immediately after first examination mail one copy directly to the Division of Labor Statistics and Reseazrch. P. O. Box 965 San Franais:
Failure to file a report with the Division is ¢ misdemeanor. (Labor Code, Sections 6407-6413.) Answer all questions fully.

A INSURANCE CARRIER Aotas Insurenoe Coreny ]
wC Dot w-
i this s;
1. empLover Califormiliolite Conpany e
2. Address (GNC,.?; }UAO 5an_fcrnande id. “_cndals Phone
Manut shoes,
_3' Business :trua:uo:: mﬂm:ﬂ'ﬂaﬂ.&, ontc )
1
o., . \
5. Address %! “rescenta Phone_Ch 82026 |
6. Occupmionwr Age Sex_ N
7. Date Injure 12, Hour. M Date last worked
8 Injwedat ;5 ShiO Sen Fernando ‘d. QOlendale County__ 108 Angeles |
9. Date of your first oxamlnaﬂonLﬁ_Homi__L_M Who Engaged your uMcol?__mT._____
10. Name other doctors who treated employes for this ln!mmwu_
11. ACCIDENT OR EXPOSURE: Did employes notify employer of this injury? ' Employee's
naumont of cause of injury or illness:
mem.mmmmm, before tiis I had worimd
in & £filling station wiwre I had the nams tro.ble from an allurgy to  asolirw.f
12. NATURE AND m‘l‘ OF INTURY OR DISEASE (include all objectiv di bjective complaints, and
ional disease state date of onset, occupational history, and sxposures.)
hero is an erythomatow exfoliatin; erupticn of both hands an~ Zor~arws su. gesting
a contact alleriic dermatitis.
13. X-rays: By whom taken? (State if none) NoE
Findings:
14. Treatment: »
To be tested ‘or oontacts.
15. Kind of case é?gf:p‘&?" ££4ce 1f hospitalized, date Estimated stay.______ |
Name and address of hospital —]
16. Further treatment f;g“éﬁg,g,’f““q |
17. Estimated period of disability for: Regular work - Moditied Work -
18. Describe any permanent disability or distigurement expected (State it none)
18. If death ensued, give date
20. BEMARKS (Note any pre-existing injuries or di Beed for special ination or laboratory tests, cther perhnent iniormauon.)
R s
S. AUSTIN JONES, M.D. AND ASSOCIATES
DATE 3-12-51‘ 19 By v

& cme EMPLOYER'S COPY



100t WILSHIRE BOULEVARD ® LOS ANGELES, CALIFORNIA 90017

March 9, 1966

California Zonolite Company
5440 San Fernando Road
Los Angeles, California

Flle No :: OX-19T9Th4

Employee : William A. Locke

Employer : California Zonolite Company
Inj.Date : 8/30/63 approx.

Gentlenen :

Mr. William A. Locke has filed an application before the Industrial
Accident Commission in which he alleges an apparent lung condition
resulting from employment with your concern, between October of
1956 and March 3, 1965.

This application was originally filed against your current carrier,
Aetna Casualty & Surety Company and this fiim has now been joined in
that application.

All records indicate that we apparently had coverage for your concern
from 1953 through 9/1/63 and thus we would appreciate receiving
certain information from you so that a proper defense may be made

in this matter. Would you please advise the exact periocds of time
that Mr. Locke worked for you, a complete description of his job
duties and his rate of pay.

We would also appreciate your advising the circumstances surrounding
his injury of 3/3/65. Any other information that you may have would
be greatly appreciated.
Yours very truly,
'/‘/::{,(i "’-‘_'//f“//" —
/%; < ’ s
R. B. WINDLING
. CLAIMS EXAMINER

m
cc: Mr. John Granger

40071354
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. Aocmmon.mosm anpbynmnfynphywddﬁhiw?_hl__lnﬂqnammt

ofuuuoimmﬂi"ﬁ-" hmnt did not know dause

sl .
RN T :
AR AP
: Sz
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—

12

13.

T4,

Treatment: w: bonchm aumu Heteril IM
. Avoiduuo of lBon irritants (item 12)

20.

NATURE AND! m‘r or INJURY OR DISEASE Wamm%mum
KWM&“{&MH and Exposerms.) Onset=3/7/68

Diag: due.t0. inhalation of & Sembination of duponol and/be/

lodml mmu lnd/or titanium and/or asbestos and/or vermiculite and/or|

C¥: "
Degree of mmm 7 yeats of blending scoustical materials-firnage running
2 ymles giving uponm to vu'nienuu C9 and asbestos.

X-rays: Dy'hunuhn}_n-bid-» 4
Findings: mmw m:mu : cndmmo of Pneumoconiosis

A ug“a.?

.

- ” «2~3 mos

REMARKS (wapﬂ&.hﬂc““kqﬂnﬂshcm md- MM)

Lab: mstoplnm and ¢ ‘skin tests. Sputum culture, antibiotic
unnm\ruy. B‘.ﬂnmv‘iﬂp‘mhou smear.

NM—“M—-——&M& [ nmunnr]
Datsof report G4/ 68— Addris V555 1369-Foothill BiveLa-Cands-—-—

Off work m 3/11768 to present.~See above (17.)

nnndn)

40071355
Foru 5021 Use reverse side if meve space reguired s2000-sm7 100 oo (Il oor >



hnduwydwﬁm&mmnﬁwmwyudlDlmefhbuStawndeuuﬁhsupon wit

WORK INJURY _ P.0. Bax 963, San Fransios |

el

the Division is s misdemesncr. ‘(LabieTods, Sections 6407-6413.) Answer all questions fully, ey

: ~'A msumcl mnm.ﬂnumn_ﬁmnhv » LT

. ACCIDENT OR EXPOSURE fw-pmmmaumr_hg__xqb,-.mmz
of causs of injury oe Uipemer Patient did not know sause

12.

TN

Trescmens: a:pmnw )ronchw dilators; Heteril IM

5.

16. R R e Tetles LB Wl 4. DREDE ‘e o N Sata U
. Estimated period d i DALY 'mw g," AT N R, B fad wod i R e 2-3 mos

17

20.

NAWANDmTOPlN Y OR DISEASE  (lacinde all sbjomsive Sndiags, sabjertive summplainm, sad dingaeses
uu;mwmhduﬂ&lmh oad (apesasm.) OQ:“- 3/7/‘3 -
Diag: Pneumaeniosis dus.to_tnhalation ef. & gombinstion of dupongl and/be/
aoo;uun nitrate ud/a titanium and/or asbestos and/or vermiculite and/or|
s .."*."‘
Degree of m;uhz 7 years of blending scouttical materisls-furnacs running
2 ym &Wﬂ giving exposure to nnuewn. C9 and ssbestos.

. X-rays: By vhon-.i-) a—l-»
Findings: Pc,tnpnhm ﬁhtosu and mm of Pneumeconiosis

ik .

Avoidance of above irritants (itewm 12)

Kind of case 'mﬁ_.ﬂmIl__.—JhpﬂM&n_—_de
Nmndlddmdhnqinl

Further trestment Poiard Spomiy §

REMARKS (quﬂmchdhqﬂl* o fabosasesy tamm, -h- purtinms hh-n-)

lab: Hmoﬁumm eneowqfan skin tests. Sputum culture, mtbm:
uuuuvuy. mn‘uunmhou smear.

’ oam m 3/1205 to present~See above (i7.) , L

N - aebdting - ( SR
m.“} v J‘um - TR .
Dae of WP“‘-—-W“—-—A“M Tn —-3360-Roothill-Biver—La-Conaly=1z
Fomrm 8021 ' Uum““fmww st 10 sow [ 0or P>
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TO:
FROM:

cc:

ZONOLITE c¢az10m73

CONSTRUCTION PRODUCTS DIVISION

SEP 7 1o

INTER-OFFICE CORRESPONDENCE

Richard Jung DATE: September 2, 1982
T. E. Winkel susJecT: Employee Files

M. M. McDaniel \

W. R. Wright :

P. B. Rief

Find enclosed the personnel files for Williams Locke and Frank Alverdrez
(Los Angeles plant employees) which you requested. The file for

Bi11 Moody (Sacramento plant) can not be located. Please return these
files to the attention of Milt McDaniel upon completion of your need.

TEW/ jdy | | W W

PACIFIC REGION
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Phone qé' Z
AREA CODE NUMBER EXTENSION
TELEPHONED PLEASE CALL HIM
CALLED TO SEE YOU WILL CALL AGAIN
WANTS TO SEE YOU RETURNED YOUR CALL
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