UNION PACIFIC RAILROAD Fev, 0104
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fNSTH‘LK:TIDNS AmwﬂfmahmwmhmmhMﬂmnMsmmnmmmlm
afthar on or off duty or if you ane reporting a work-redatod iffness. (if unable io complete the report, necassary information must be

memWrmﬂm.mh Hmam.laym‘sbam#}

(6) YOUR OCCUPATION ON DAY OF INJURY (7) YOUR HOME PHONE (8) YOUR AGE | (8) HIRE DATE

(10) YOUR SOCIAL SECURITY NUMBER | (11) YOUR EMPLOYEE 1D NUMBER | (12) YOUR SUPEAVISORAS MAME (13) ASSIGMED REST DAYS

':1]'0.&1'5 OF INJUPN {3 WHEFIE wEFE You lmunEfJ [hl'—.‘ARESI’ CITY, STATE, RR Lbc.mnou -EI'G}T [q TIME SHIFT OR TRIP aﬂam '

(5) MILE POST: I MANTRACK | (8) WEATHER: [ CLEAR [ RAIN [] CLOUDY [] SLEET | () viSiBILITY: [] oayuGHT [J DARK [] DawN
SUB DIVESION O varo TEMPERATURE ___ © [Jswow [Jroc  [JovHer |[JaRTIRICIAL LGHTING [ DusK
(8) WERE YOU INJURED: [ o ouTty [ oM COMPANY PROPERTY

[ oFF ouTy [ oFF COMPANY PROPEATY
19) SPECIFIC JOB OR ACTIVITY BEING PERFORMED AT TIME OF ACCIDENTAMJURY:

DENT/INJURY/OR Of

o e

(1) DESCRIBE FULLY I'N}WTI-E nﬂ:DENTMR‘I" OI:G'.IMED'

(2) WHAT SPECIFICALLY CALISED THE ACCIDENTANJURY:

{3) DID EQUIPMENT OR TOOLS CAUSE OR CONTRIBUTE TO THE CALSE OF THE ACGIDENTANJURY?T CTVES [INO ¥ vEs PROVE DETALS (RCLUOKG ECLWPRENT 10 WUMeER)
[+) DID WORKING CONDITIONS CAUSE OF CONTRIBUTE TO THE CAUSE OF THE ACCIDENTANJURY? [JvEs [JNO W YES, PROVIDE COMPLETE DETAILS |
{5) DID OTHER PERSONS CAUSE OR CONTRIBUTE T0 THE CAUSE OF THE ACCIDENTANJURY? [JYESJNC T YES, PROVIDE COMPLETE DETALE |

16) NAMES, OCCUPATIONS AND ADDRESSES OF ALL GREW MEMBERS ANDIOR OTHER PERSONS WO WITNESSED OR HAVE ANY KNOWLEDGE OF ACCIDENTANCIDENT:




1) WHAT IS YOUR ILLNESS OR CONDITION?

2) WHEN DHD ¥OU FIRST BECOME AWARE THAT THIS CONDITKON MAY HAVE BEEN CAUSED BY YOUR WORK? HOW DID YOU LEARN THIST

(3) LIST ANY JOB(S), EXPOSURE(S), OR LOCATION(S) THAT YOU BELIEVE MAY HAVE CAUSED OR CONTRIBUTED TO YOUR SYMPTOMS (PLEASE PROVIDE DATES):

(4) DO YOU HAVE ANY CURRENT EXPOSURES? IF S50, PLEASE EXPLAIN:

NATUR

T

e

{1) DESCAIBE INJUAY OR ILLNESS:

[2) WHAT ARE YOUR SYMPTOMST

(3) WHEN DID YOU FIRST NOTICE SYMPTOMS? (GIVE DATE)

(4) WHEN WERE YOU FIRST TREATED OR DIAGNOSED?

(5] PARTS OF BODY AFFECTED SIDE OF BODY [J RIGHT [JLEFT LJ]eoTH

(6) WERE YOU EXAMINED BY A MEDICAL PROFESSIONAL? [ ] YES [] NO IF YES. GIVE MEDICAL PROFESSIONAL'S NAME AND ADDAESS:

(7) TREATMENT REQUIRED: [Inone [JFRASTAID [] TREATED & RELEASED [ ] X-RAYS [ JHOSPITALIZED  [] OTHER (Explain):

IF HOSPITALIZED, NAME AND ADDRESS OF HOSPITAL
[8) WHAT TREATMENT WAS GIVENT

(9) MEDICATION INSTRUCTIONS

WAS A PRESCRIPTION WRITTENT [J YES [J MO IF YES: MEDICATION DOSAGE
IF NO PRESCRIPTIONS WERE WRITTEM, WERE OTHER MEDICATIONS ISSUED OR RECOMMENDED?

Oves [INO IFYES: MEDICATION DOSAGE
(10) INDICATE YOUR CURRENT HEALTH CARE COVERAGE PLAN: O uPREHS [JUHC [] OTHER LIST:

PR
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1) TRAR SYMBOL] ) ENGI-NE NUMBER m CONSIST (LoadsEmpiias_Tons) | (4] IDENTIFYING INITIALS & NUMBERS OF EGUIPMENT INVOLVED IN ACCIDENTANGIDENT

(5) WAS EQUIPMENT ON ] MAINTRACK TIMETABLE (8) WERE THERE ANY DEFECTS IN THE EQUWPMENT? [ J YES [ NO
] ¥arD DIRECTION
(71 IF THE ANSWER TO QUESTION 8 IS YES, STATE THE NATURE OF THE DEFECTS, IDENTIFY THE DEFECTIVE EQUIPMENT, AND COMPLETE (8).

(8) WERE THE DEFECTIWE COMDITIONS MARKED? {8) DID THIS ACCIDENTANCIDENT RESULT FROM RIDING OM, BOARDING, OR ALIGHTING FROM. OR BEING STRUCK
D YES D O OR RUN OVER BY MOVING EQUIPMENT? D YES D NO

(10) COMMENTS:

| certify that the foregoing information is true and correct.

[Signature of Employea) [Signature of Winess)

[Cate Compmied) 20 {Printed Mame of Winess)




