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FORM 52032

PORT TERMINAL RAILROAD ASSOCIATION
REPORT OF PERSONAL INJURY OR OCCUPATIONAL ILLNESS
Rev 32071

GEMERAL RULE 182 - PORT TERMINAL RAILRCAD ASSOCIATICN CPERATING RULE STATES: Employees mired while on cuty 310 who femaim on duly IaUGH e end of Mew dady stilt oF o
of duty must complete presiribsd forms, Jiwng “me. piace arg cause of Inpury pefore the 3nd of thew shdt of tour o auty. Employees who hava mjurlss severs anougn w creclude them Kom fnishing
therr shift or tour of duty will omglete and furmisn prescribed ‘arms. as above, as socn 3s pracucaote afier their ity In allt cases of inpury. the amployes must also give Ms immediats superasor grompt
verbal notice of iniry as scon as possible, vt in no Zase 'ater than 2ng of shift or taur of duty. Under no drcumsiances shouid an inpured employes depart company propery séhout reporing verbally '
the praper authority and secunng permission o Jepan ihe cropernty

INSTRUCTICNS Answer ail questions 1 each 3pghcabis sectcn n your own harawniting as scon as scssible after an accidenvincident accurs if injured aither on or off
duty or if you arz reporming a work-eiared diness. [If unabie 'c complete 'he report. necassary infoemation must de furmshed by *he persen doing so i the empioyee s tenalf j

SECTION | - IDENTIFICATION INFORMATION

11 YOUR NAME: (FIRST. MIDOLE. LAST .2 ¢OUR HCME AGCRESS- {3} QTY (4) 57 15, 2P COGE
(5' YOUR DCCUPATION ON DAY OF INJURY 17 YOUR HOME PHONE" {3) YOUR AGE {9) HIRE DATE
'3 YOUR EMPLOYEE 1D NUMBER. "1 YOUR SUPERVISOR'S NAME 112} ASSIGNED REST DAYS:

SECTION Il - DETAILS OF ACCIDENT/INJURY

{11 DATE OF INGURY {2) TIME. Eem 73) 'WhERE WERE YOU INJURED? NEAREST CITY STATE. RR LOCATICN. E7C ) 4} TIME SHIFT OR TRIP BEGAN
3; MILE PCST (MAIN, YARDVTRACK, SUBCIVISION; (8) WEATHER: |CLEAR, CLOUDY RAIN, SNCW SLZET. FTG {7) VISIBILITY (DARK, CAWN, DAYLIGHT. DUSK . OR
OTHER AND TEMPERA TURE! ARTIFICIAL LIGHTING}

8} WERE YOU INHIRED ON GUTY ON COMPANY PRCPERTY, OFF SUTY, OFF COMPANY PROPERTY?

i9) SPECIFIC JOB GR ACTIVITY BEING PERFORMED AT TIME OF ACCICENT INJURY

SECTION Ilt - DETAILS OF ACCIDENT/INJURYIOR OCCUPATIONAL ILENESS

(1) DESCRIBE FULLY HOW THE ACCIDENTANJURY OCCURRED:

12) WHAT SPECIFICALLY CAUSED THE ACCIDENT/INJURY"

731 DID EQUIPMENT OR TOOLS CAUSE OR CONTRIBUTE TO THE CAUSE OF THE ACCIDENT WNJURY? YES OR NG {IF YE3. FROVIDE DETAILS, INCLUDING EQUIPMENT iD NUMBERS)

4) CID WCRKING COMDITICNS CAUSE OR CONTRIBUTE TO THE CAUSE CF THE ACCTIDENT INGURY? YES OR NC {IF YES PROVILE COMPLETE DETALS!

37 OID OTHER PERSGNS CAUSE GR CONTAIBLTE 10 THE SAGSE OF THE ACCIDENT TNJURY? YES SR NO IF Y25, PRGVIDE CCMPLETE CETAILS)

3" NAMES OCCUPATIONS AND ACCRESSES OF ALL CPEW MEMBERS AND/CR 2THER PERSCMS ‘W=D MTNESSED CR RAYE ANY ANCWLECGE OF ACCICENT LRV




SECTION IV - IF OCCUPATIONAL ILLNESS - PROVIDE ADDITIONAL DETAILS

wowmov /

) WHEN SID 70U S RST aerx,u:w'm HAVE BEZN CAUSED 87 YOUR WORK® HOW DID YOU LEARN =

UST ANY JCBIS . EXPOSURES, OR LUCA ON(SI THAT YOU BEW*? =0 YOUR SYMPTOMS PLEASE PROVIDE DATES),

\

31 GO T A7 CURRENT EXPOSURES” (IF SO. PLEASE ZXPLAIN \

SECTION V - NATURE OF INJURY/QCCUPATIONAL ILLNESS AND TREATMENT

1) DESCRIRE (NSURY OR ILLNESS

12V WHAT ARE YOU™ SYMPTGMS®

3 WHFN DID YCU FIRST NOTICE 3YMPTOMS? (GIVE DATE)

| (&) WHEN WERE YOU FIRST TREA (ED OR DIAGNOSED |

31 PARTS OF BCDY AFFECTED” (INCLUDE WHETHER ON THE LEFT OR RIGHT SIOE OF BODY OR BOTH)

() WERE YOU EXAMINED BY A MEDICAL PROFESSIONAL? YES OR NC (IF YES. GIVE MEDICAL PROFESSIONAL 5 NAME ANC ADDRESS|

T e e ——— -
17) TREATMENT REQUIREC iNCMNE. FIRST AIC TREATED & RELEASED A-RAYS RCSPITALIZED OR OTHER (EXPLAIN (IF ROSFITALIZED, NAME ANC ADDRESS OF HGSPITAL

1BIWHAT TREATMENT WAS GIVEN?

19) MEDICATICN INSTRUCTICNS WAS A PRESCRIPTICN WRITTENY YES OR NO {IF YES® MEDICATION COSAGE IF NO PRESCRIPTIONS WERE WRITTEN WERE OTHER MEDICATIONS
ISSUED CR RECCMMENDED”? YES CR NO (IF YES MEGICATIGN DQSAGE

19) INDICATE YOUR CURRENT HEALTHCARE COVERAGE PLAN

SECTION VI - EQUIPMENT INVOLVED IN ACCIDENT/INJURY (IF APPLICABLE)

‘ﬂ% (2, ENGINE NUMBER- {3) CONSIST (LOADS. EMPTIES TONS (41 IDENTIFYING INITIALS & NUMBERS OF EQUIPMENT INVOLVED IN ACCIDENT/INJURY:

{5} WAS EQUIPMENT ON YARD TRACK, OR iNDUSTRY'TRACK AND DIRECTION CF> 13} WERE THERE ANY DBFECTS IN THE EQUIPMENT? YES OR NG,

71 IF THE ANGW/ER 10 QUESTION 9 15 YES STATE TURE OF THE DEFECTS ANC DENTIFY THE DEFECTIVE EQUIPMENT:

4
d 3 WERE THE DESECTNVE CONDITICNS MARKED? YES OR NO {5) C/0 THIS ACCIDE]

RIDIMG ON, BOARDING, DETRAINING FROM, OR BEING STRUCK OR
RUN CVER BY T

SEQUIPMENT® YES OR INDICATE WHICH

10 COMMENTS

| certify that the foregoing information is true and cormrect.

Signature of Emplayee Sigrature of Witness

—_— ——— - =

Date Compleied Pnnied hama of Witness




