NOREOLK
SOUTHERN FORM 11131 {Rev. 5/04) ltem # (162648)

oo ——
o
L

>

REPORT OF EMPLOYEE PERSONAL INJURY ILLNESS/INCIDENT

MENU  ISTHIS RELATED TO A REPORTABLE TRAIN OR CROSSING ACCIDENT? NO______  CROSSRIG TRAIN {Gver Rptrg Thresholdy
EMPLOYEE EIN RELATED TC REPQRT NO.
EMPLOYEE NAME {Hane Compiter Ganeratedt by BTN onto Sereen 1 ~birl erterdfirst name)
(FIRST) (WIRELE) {LAST)
SCREEN 1— LOCATION AND EMPLOYEE
INCIDENT HUMBER (Computer Generated)
INCIDENT DATE ! f f TIME: .o _AM__PM____
COMPANY * DEPARTMENT*
DiVISION * FACILITY? CHRGTO*
LOCATION * (Select Ons;) LINE OF ROAD TERMINAL SHOP OR OFFICE BUILOMNG OFF RAILROAD PROPEATY. MILEPCST,
INCIDENT CITY. COUNTY. STATE Zip
WEATHER * (SelectOne) OLEAR __ CLOUDY ____ RAIN____ FOG SLEET SNOW DOES NOT APPLY {Injury Orcuried Indoars)
VISIBILITY * {Sefect One) DAWN ___ DAY ___ DUSK ___ DARK__._ INDOORS-DARK ___ INDOORS-DIM___ INDOORS-NORMAL ___ INDOORS-OTHEA _____
TEMPERATURE: __ . PLUS MINUS, GENDER: Male Female
REIGHT: FT.__ 1N, WEIGHT: ____LBS. EMPLOYEE RINNUMBER JOB*
REST DAYS * (Select All That Apply} MONDAY __ TUESDAY___ WEDNESDAY ___ THURSDAY __ FRIDAY . SATURDAY SUNDAY __ NOME___
ASSIGNMENT: REGULAR RELIEF EXTRA MONTHS [N AREA OR ON ABSIGNMENT
ONDUTY? YES NG EXPOSURETOHAZMAT? YES__ NO_ ON COMPANY PROPERTY? YES HO
HOURS ON DUTY AT TIME OF INGIDENT AEST HOURS PRIOR TO THIS TOUR OF DUTY
AT COMPANY-SPONSORED EVENT OR (N COMPANY PROVIDED TRANSPORTATION: YES NO
EMPLOYEE HOTIFIED COMPARY: DATE / { PERSON NGTIFIED: TINE: : AM___PM__
SURERIVSOR'S EIN: HANE {Computer Generaled by EIN} -
SCREEN 2 - INJURY AND TREATMENT
ACCIDENT TYPE * BODY PART*
{NJURYTYPE Y ACTIVITY *
OBJECT OF ACTIVITY * SOURCE OF INJURY *
SAFETY ATTIRE WORN * (Select ANl That Apply:) HARD HAT EYE HEARING RESPIRATORY __  FOOT W HAND QTHER NONE

NAME BRAND OF EYE PROTECTION WORN: *

WAS ANY TYPE OF EQUIPBSENT INVOLVED? {Y or N} STATIONARY _ MOVING
EQUIPMENT TYPE * {Selact One) FRIEGHT _____ PASSENGER MIXED WORK YARD/SWITCHING LIGHT LOCO WA EQUIFMENT NONE

{2U4T. AND NUMBER: SHOP OTHER
VAS EQUIPMENT DEFECTIVE? {Yorh) {EYES, HOV/
TYPE OF MEDIGCAL ATTENTION * {Saleci One:) DECLINED TREATMENT ___ FIRSTAID _____ PRESCRIPTION (FRA Reporizhia) MEDICAL TREATMENT (FRA Reportable}
DESCRIBE TREATMENT RENDERED:
PROVIDER
ADDRESS CITY ST P
DISABILITY; NONE ___ RESTRICTEDACTIVITY ____ LOSTTIME PERMANENT
RESTRICTED ACTIVITY: BEG!N DATE f ! END DATE / I DAYS ACT EST
LOST TIME: BEGIN DATE ! ! END DATE A | DAYS ACT .- E&T
PERMANENT: DEATH_____ _ TERMINATED TRANSFER __  EFFECTIVE DATE f f
SCREEN 2A - CIRCUMSTANCE CODES (Entries Will Be Selected By Department Based Upon Content Of This Form)
...... wmmnesmssmusnsssmsrcasescunmsessnnnnnees FORCE ACCOUNT SECTION ---vee-ncn-ccsnmanasseanamnmasnnonnas

1S THIS INURY ASSOGIATED WITH FORCE ACCOUNT WORK? {(York}
(WORK PERFORMED FOR 3R PARTIES WHERE THE COST OF THE WORK IS REIMBURSED)



FORM 11181 - Reverse (Rev. 5/04) liem # (162646) |

SCREEN 3 - INCIDENT DESCRIPTIONS
EMPLOYEE'S DESCRIPTION OF IRCIDENT:

SUPERVISOR'S DESGRIPTION OF INCIDENT!

SCREEN 3A - SPECIAL CAPTURE CODES / COVERED DATA:

A e e e T e e e et

__ PRESGRIBED TIME OFF, BUT NO DAYS WERE ACTUALLY TAKEN (TYPE &)

____ PRESCRIRED RESTRICTION OF ROUTINE WORK DUTIES, {TYPE R}
BUT RESTRICTION DIDHOT OGCUR

____ PRESCRIBED OTC MEDICATION AT PRESCRIPTION STRENGTH, (TYPEF)

DR SINGLE EXTERNAL APPLICATION OF PRESCRIPTION MEDICATION
HGTE: CHECK ALL THAT APPLY - TYPE PRECEDENCE={TYPEA < TYPER < TYPEF)

LONGITUDE {OPITONAL)
_ DEGREES (086 —098) DECHRAL (000000 ~ 993999}
LATITUDE (OPITONAL)
DEGREES {024-049) —— DECIMAL (000000 - 953598)

SCREEN 4 - TESTING AND WITNESSES

TYPE OF DRUG TESTS ADMINISTERED HNONE BLOOD URINE____ BOTH___

TYPE OF ALCOHOL TESTS ADMINISTERED  NONE BLOOD BREATH ROTH

WITNESSES {H Employee: ENTER ONLY HAME, EIN AND TELEFHONE NUMBER)

NAME — EiN TELEPHOME - -
ADDRESS CITY §T il
NARE EiN TELEPHONE -
ADDRESS CiTY 87 2ip
NAME EiN TELEPHONE

ADBDRESS CitY 7 Zp

Copies of Injury Report wil be avtomatically sant 1o Safely, Casuatty Claims ~ Nerdolk and Medical Depariments.
(ENTER MESSAGE SWITCHING ADDRESSES FOR DISTRICT CLAIM AGENT, LOGAL GLAIM AGENT, AND APPROPRIATE SURERVISORS OR SEVEN-CHARACTER TCAM PRINTER 1D

1 MSG ADDR 2 MSQADDR
3 MSG ADDR 4 ____ MSGADDR
5 HSG ADDR 8 MSQ ADDR
SCREEN 5 ~ SUMMARY
WORKSHEET COMPLETED BY TITLE DATE it

+ Arterisk indicatos that enlry coresgonids with sefoction table in computer. Six compuler soreens must ba eompleted to transmit, Compuler sccess — 1) Tharoughbred Screen: Select Rt (DMS), typs tn user
1) & passwird; Ofl: Nelvisw Access Soreen: Type in user {0, password, & Group (UCRGRP); select application (DS, 2) type tha word BAJURY at ENTER NEXT TASK CODE, telect MENU option. Help screens

gvaliable in compiler piogranm,

COMPLETE ALL ITEMS



