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226A117 
Engineer 

A. Smith Jr. 



- --... N ORFOUC ==:- ..,. · SOUTHERN FORM 22 (REV. 5/04) ITEM# (162612) 

PERSONAL INJURY REPORT 

REPO~D~E=~-~~~~~+~~~-.~~-~~~~~~~~~~~~~~- ~- -~~~~-~~-=~~~~·~~~·DEPARTMENT 
?'oQ ,JU~ JRT TIME AM) or (~_--t..CL.L-<~:::._++---PM) ----:-r-~~---'-',.....::...:.~.JL.....:...--"'-------DIVISION 

TRAIN NO. (If app/icable)~~o::::..w~~A:-'-+( ___ _ _ Is this inci~_ent related to a Train or Crossing Accident? ;>(Yes 

FROM: Injured d: -c sf Employee D J?,41 b 7 3 a 
Employee: J/'l,f__ 1. 7J. ID No. U 7 

" 
TO: Su~erviso;s-£ 5 J{l 

Off1cer: , /h. ( 

INCIDENT DATE: -+1-+(~l-=YI::..,,t._c()_fe~--- INCIDENT TIME: </.·oo .__ ___ AM) or ( -~-1--"'------- PM) 

LOCATION: Select one: Line of Road ~Terminal ____ Shop or Office Building ____ Off Railroad Property __ _ 

1 No 

INCIDENT CITY: __ Coa==:::....:::::::.-"5~14:.~o...-______ STATE: /bL MILEPOST: (If applicable) --t7'--"-2Z"""'--=--'-' _,0__.'------
WEATHER: Select one: Clear ~udy _ _ Rain __ Fog __ Sleet __ Snow __ Does Not Apply __ (Injury Occurred Indoors) 

VISIBILITY: Select one: Dawn_ Day ~-Dark _Indoors-Dark _Indoors-Dim _Indoors-Normal~ Indoors-Other_ 

TEMPERATURE: ( b Q PLUS) or ( MINUS) 

HEIGHT: • .s:FT.~IN. WEIGH~LBS. OCCUPATION R-;;uC/IU~ . . 
REST DAYS: Select all that apply: Monday_ Tuesday_ Wednesday_ Thursday_ Friday_ Saturday_ Sunday_ None X 
ASSIGNMENT: REGULAR x_ RELIEF EXTRA 

ON DUTY: [(4' Yes [ ] No HOURS ON DUTY AT TIME OF INCIDENT d ;I/L C(S: /h/V 
SAFETY ATTIRE WORN: Select all that apply: Head __ Eye X- Hearing-{{.- Respiratory _ _ Foot _ _ Hand_ Other_ None _ 

WAS ANY TYPE OF EQUIPMENT INVOLVED? ¥Yes [ 1 No STATIONARY MOVING X: 
EQUIPMENT TYPE: Selel,:b;: FrelghtXrassenger _Mixed_ Work_ Yard Switching_ Light Locos_ M/W Equipment _None_ 

IAL AND NUMBER: . S ttJ(j),-- /!_ep/(e*A/;¢1( 
ADDRESSES 

DO YOU DESIRE MEDICAL ATTENTION AT THIS TIME? IXI._Yes [ ] No 

DESCRIBE WHAT HAPPENED- GIVE SPECIFIC, DETAILEfD INF~RMATION: ---,,.-----,Pr------ - - ------

.rlbution: Original to Supervisory Officer 
Photocopy to Injured 

SIGNATURE OF EMPLO 



- 3'e NORFOLK 
SOUTHERN '!""""""' FORM 11131 (Rev. 5104) Item# {162646) 

REPORT OF EMPLOYEE PERSONAL INJURY ILLNESSnNCIDENT j 
IIENU .. 1S THIS RELATED TO A REPORTABLE mAIN OR CROSSING ACCIDENT? NO__ CROSSING ___ TRAIN ~ (()...~~p~ngn-hold) 

"""'l..OOYEEYEEEIN~uE olZO bq?/f ~ELAlm TOREPORTNO._ __ -'-----,----,,---;. 

c.Mr ""' _if;_ · · · ~rtf~, ili-~Genenl.edbyE114CIC'Io~1-bOMrl"rlt-) 

SCREEN 1 - LOCATION AND EMPLOYEE 

~CIDENT NUMBER (Computer Generated) 

~CIDENT DATE _}__j__[Q_/~ TIME:!::/_: flAM_Pu.K:_ • 

COMPANY* ~ 9JJT1(1!RrrJIH!!/Q/j)oepARTIIENT*~crV • 

DIVISION· "1/i{J;t;/hn 11- Dl U ts IvAI fAciLITY* A// It CHRG r9• S. S· S'm ~ H 
LOCAllON • (Select One:} LINE OF ROAD~ERMINAL __ SHOP OR OFACE BUILDING __ OFF RAILROAD P8QPERTY MILEPOST 766' • 0 
JNciDENTctTY L f/1/(:'oi..N' ~ST~TE At- ZJP35/Go 
WEATHER • (Select One:} CLEAR v--ClouoY _ RAIN_ FOG __ SLEET __ SNOW __ DOES NOTAPPL Y __ (Injury Occurred Indoors) 

VISIBH.ITY • (Select One:) DAWN _ DAY ~DUSK _::::;:: 'DARK_ INDOORs-DARK_ INDOOO$-DIM _INDOORs-NORMAL_. INDOORS-oTHER __ 

TEMPERATURE: ~I PWS ~MINUS GENDER: llale L--- Female __ _ 

HEIGHT:~FT.--=-IN. WEIGHT:/ c:;}0LBS. EMPLOYEERINNUMBER_ :J./..:f:~CJ JOB* {);J,G/f{/]_ 
AESTDAYS*(SelectAIThat Apply:) MONDAY _ TUESDAY_WEDNESDAY_THURSDAY_FRIDAY_SATURDAY_SUNDAY_~_NONE_ 
ASSIGNMENT: REGULAR r---= REUEF EXTRA MONTHS IN AREA OR ON ASSIGNMENT i.Pt;s Tf/14:tJCf) t!faM{I ~~~ 
ON DUTY? YES~ NO _ _ EXPOSURE TO HAZIIAT? YES __ NO~ ON COMPANY PROPEfW(UES vNo _ · 
HOURS ON DUTY ATTIMEOFINCIOENT 31/12..r df11 tet/ RESTHOU~PRIORTO~TO~ROFDUTY 21?'11/12· 3/At/. 
AT COMPANY-5PONSORED EVENT OR IN COMPANY PROVIOEO TRANSPORTATION: YES NO V . -

'PLOYEENOTIFIEOCOIIPANY: DATE~..lX..J~ PERSON NOTIFIED: S .E • . S(Y) n-±\- cTIIIE: f? :!fl.AM_PM.J::::-

.. .JPERNsoR'S EIN: 0 0 0 0 a I if-, . NAME 6 I E . S/n;Ttf (Conr,}uter Generated by EIN} 

SCREEN 2 ·INJURY AND TREATMENT 

ACCI>ENTTYPE" Co Lf-l?lOJ,V RttiL e@;tfJ~YPART" lff:1H21 (!_ lk?:~!j /!16(/r t.f7{i 
.wRYTYPE" /3f2ut~ t (!Q N7Z6ro/l/ ACTMTY • OPeR-/ft'ld.fL . . 
OBJECTOFACTMTY* /?HL GRUt~CTR!tttv) SOURCEOFINJURY • RJ'/--tL~Q?hfuntJ'J · 
SAFETY AmRE WORN • (Select AI That Apply:) HARD HAT __ EYE ~EARING ~RESPIRATORY __ FOOT __ HAND __ OTHER_ NONE_ 

NAME BRAND OF EYE PROTECTION WORN: • __ ___JL(j_~V-"'ff'k~"'------------------------
WASANYTYPEOFEQUIPMENTrNvOLVED? t-_(Y«N) STATIONARY__ IIOV..G~ -

EQU~MENT TYPE • (Selecl One:) FRIEGHT -0ASSENGER _ MlXED_WORK _YARD/SWITCHING_ UGHT LOCO_ WN EQUIPMENT __ NONE_ 

INIT.AND NUMBER: ,A/5 1 I g 7 . SHOP OTHER------~---­
WAS EQUIPJIENT DEFECTIVE? ____L1L_ ~:or N) . . , I' YES, HOW-------------------------''--

==:.=:~~~~p~--~,{AL~~~)~ = (l~~iri::Ji;F~~ S~i · sr /U ~ 
DISABIUTY: NONE' flESTRICTED ACTIVITY LOST TIME v--= PERMANENT __ _ 

RESTRICTED ACTMTY: BEGIN DATE ___j___j __ END DATE__j___j __ DAYS __ ACT __ EST __ _ 

LO.sT~ _ B~~PAif.~~___Q_.fR ~ODA~__j___j_ D~YS _ __ ACT_· __ £St __ _ 

PERMANENT: DEATH TERMINATED TRANSFER EfFECTIVE DATE __J___j __ 

SCREEN 2A - CIRCUMSTANCE CODES (Entries Will Be Selected By Department Based Upon Content Of This Form) 

• • • • ·• • • • • • • • • • • • • • • ·- • • • • • • • • • • • • • • • ·- • • • • • • • • FORCE ACCOUNT SECTION • • • • • • • • - - • • • • ·- • • • • • • • • • • - • • • • - • • • • -
IS 'THIS INJURY ASSOCIATED wmt FORCE ACCOUNT WORK? X ( y or~ . ··, 
(WORK PERFORMED FOR 3RD PARTIES WHERE THE COST Of ntE WORK IS REIIIBURSED) 



SCREEN 3A-SPECIAL CAPTURE CODES I COVERED DATA: 

_PRESCRIBED TlUE OFF, BUT NO DAYS WERE ACTUALLY TAKEN 

_PRESCRIBED RESTRIC110N Of ROUTINE WORK DUllES, 

BUT RESTRICTION tliD NOT OCCUR 

_PRESCRIBED OTC MEDICATION AT PRESCRIPTION STRENGTH, 

OR SINGLE EXTERNAL APPUCA TION 0~· PRESCRIPTlON IIEDtCA noN 

(TYPE A) 

(TYPER) 

(TYPEP) 

'' 

NOTE: CHECK AU THAT APPLY~ TYPE PRECEDENCE •{TYPE A < TYPER < TYPE P) 

. LONGITUDE (OPITONAL) 

DEGREES '1066 - 098) 

LATITUDE (OPITONAL) 

DEGREES ·(02~049) 

SCREEN 4-TESTING AND WITNESSES 

TYPE OF DRUG TESTS ADMINISTERED Heme_·"'· __ BLOOD URINE 

DECIUAL (000000- 999999) 

DECIIW. (OOOooo- 999999) 

BOTH 
~ 

TYPE OF ALCOHOL TESTS ADMINISTERED NONE~ BLOOD __ BREATH __ BOTH __ 

'I/ITNESSES (If Employee: ENTER ONLY NAME, ElN AND TEL,EPHOHE NUMBER) 

.tE 13. t?f . ~u~/J . EIN 0/Ce ,2G~o 

runw~ 111011 • ne~ tnev. ;)IV'I) uem • l Hlto'IO) 

ADDRESS ___________________ CITY __________ ST _____ ZIP ___ _ 

~E--~~~-:--~~·~~~Y~AYv~· ~----~ 
ADDRESS ____________________ CITY __________ ST ______ zw ___ _ 

HAllE EIN -----------,---,-TELEPHONE __ • __ ·--

AODRESS _____ ________ -:---:-------CITY ___________ ST ____ ~ZIP----

CQpies of Injury Report 'dJ be automatically sent to Safety, ca~lty Cl;liros- Norfolk and Medical Departm&nts. 
. ' ··• l , . : ' 

(ENTER MESSAGE SWITCHING ADDRESSES FOR DISTRICT CLAIM AGENT. LOCAL CLAIM AGENT, AND APPROPRIATE SUPERVISORS OR SEVEN-CHARACTER TCAM PAiNTER 10:' 

1 MSG ADDR 2 MSGADDR'---------------

3.~----~G~----------~-----
4 ____ MSGADDR ___________ _ 

5 MSGADDR ___________ _ 6 MSGADOR, ___________ _ 

SCREENS-SUMMARY ~ 9 ~· J~ 
WORKSHEETCOIIPLETEDBY ___ ~cL~c__..~· =(_~-,,.. _U ___ j/~-.. _(.._~---

~· , .. 



226A117 
Conductor 

M. M. Quinn 



---~~NORFOLK 
=::;:-- aJW&Ij · SOUTHERN FORM 22 (REV. 5/04) ITEM# (162612) 

PERSONAL INJURY REPORT 

REPORT DATE: (f2-f1-Ns).OA..k fr~-DEPARTMENT 
~:(p G) . ~kMA-)RT TIME ,__ _____ .AM) or ( DIVISION 

] No TRAIN NO. (If applicable) &aJo A-/ . Is this incident related to a Train or Crossing Accident~Yes 
TO: Su~ervisory d _r <._ ~ FROM: _Injured A M ({), Employee O /ll \~ ~ A'l 

Off1cer: v · l:::::' • J r)y,~ Employee: l_!j ' 1 1 l • ~(I'V)\.) ID No. ___ ..... __ ~_,__()_-=--....:>-· -=-\.....1 ____ _ 

t ! { ~~Q (f INCIDENT TIME: .__ __ AM) or ( ~ 
LOCATION: Select one: Line of Road ~Terminal _ ___ Shop or Office Building Off Railroad Property _ _ _ 

INCIDENT DATE: 

INCIDENT CITY: ___ C__o.;:::...:!~O"'-S.LJA-L..l..-_ _ ___ STATE: A: L MILEPOST: (If applicable) ----J7'---52'---';;....._ __ o ___ .,...--
WEATHER: Select one: Clear ~udy __ Rain __ Fog __ Sleet __ Snow_. _Does Not Apply __ (Injury Occurred Indoors) 

VISIBILITY: Select one: Dawn_ Day ~sk _Dark _Indoors-Dark _Indoors-Dim _Indoors-Normal_ Indoors-Other_ 

TEMPERATU(Q' I .;5¢eLUS) o' ( MINUS) { . 

HEIGHT: FT. _i_ IN. WEIGHT ~BS. OCCUPATION Co JV/)v <4=V(;L 
REST DAYS: Select all that apply: Monday_ Tuesday __ Wednesday_ Thursday_ Friday_ Saturday_ Sunday_ None ~ 
ASSIGNMENT: REGULAR RELIEF EXTRA~ 
ON DUTY: ~ [ ~ HOURS ON DUTY AT TIME OF INCIDENT ~t± L~ l/5 lA! ;J 
SAFETY ATTIRE WORN: Select all that apply: Head __ E 

WAS ANY TYPE OF EQUIPMENT INVOLVED? [ Yes [ ] No STATIONARY MOVING 

EQUIPMENT TYPE: Select One: Freight ~enger _Mixed _Work_ Yard Switching_ Light Locos_ MIW Equipment _None_ 

"lAL AND NUMBER: 1.131 8 uT /IJor 5u/2--f 
~NESS NAMES ~ 

Stvu ' 
ADDRESSES 

DO YOU DESIRE MEDICAL ATTENTION AT THIS TIME? [\d"Yes [ ] No 

DESCRIBE WHAT HAPPENED- (Dtv SPECI I DETAILEb ~ORMATION: ....<....::l""--'--,i:--+--:....:.....,r---'--t-+--7-r- ------,,.-

:ibution: Original to Supervisory Officer 
Photocopy to Injured 

,;2._ 

· ·o e i ·" ._/ .. 'J• e 5~-
siGNATURE OF EMPtoYEE 



::;::: .,. NORFOLK 
:--- ~ SOUTHERN FORM 11131 (Rev. 5104) Item# (162646) 

REPORT OF EMPLOYEE PERSONAL INJURY ILLNESS/INCIDI;NT 

·MENU 1S 1lflS RELATED TO A REPORT ABLE TRAIN OR CROSSING ACCIDENt? . NO__ CROSSING___ TRAIN_-"-'-_ to- Rpcng Tlnlhold) 

' .OYEEEIN 0 f t.{ l?73o RELATEDTOREPORTNO-~_ -------
-.-LOYEE NAME · /J7 • . /)1 ' . 

(FIIST) (llllOLE) 

SCREEN 1-LOCATlON AND EMPLOYEE 

INCIDENT NUMBER (Computer Genemed) 

_...,Q~u"-'(.'-"W."""·-=-N-=-- _(MirM~ Gorwatedby EINOI'Ms...., _...,.-tnt -1 
(LASl} 

INCIDENT DATI _J__j_f.X_/~/ TINE: 1:-uAU._PM ~ .· .. 

COMPANY • /1Mf0t.!<_ 5o U 17ft £/I) Rl< DEPARTMENT' 7JZf<lN.S/0~ O.lt,/ 

DIVISION • ',/H-!ft&nmA: FACIL.JT"r Ill/A= CHRGT9• $, ,t=' 5~ rrf-{-
LOCATlON • (Select One:) L1.f OF ROAD VlERMINAl __ SHOP OR OFACE BUILDING OFF RAII..ROAD .PBQPERTY -MILEPOST . . 

INCIDENT CITY ~/NCb A-/Y' . . COUNTY 71f!.Ytrk6fi ~~TE .!/:1- ZIP . 3.5/ b 0 

WEATHER • (Select One:) CLEAR ~UDY _ RAIN_ FOG __ SLEET __ SNOW __ DOES NOT APPLY __ ~njury Occurred Indoors) 

VtSIBILITY • (Select One:) DAWN _ DAY _ DUSK -=:··DARK_ IN00005-DARK _ INDOORS-DIM _INDOORs-NORMAL _INDOOR5-0THER __ 

TEMPERATURE: <€ I · PLUS v-uiNUS GENDER: ua1e V: Ftmlle __ _ 

~EIGHT: -b-FT.----t- IN. WEIGHT~lBS. EUPLOYEERINNUIIBER d Ll~<:l JOB• /Jd6& /7 
REST DAYS • (Select AI That Apply:) MONDAY_ TUESDAY_. _WEDNESDAY_THURSDAY _FRIDAY _SATURDAY__ _SUNDAY_ NONE ~ 

ASSIGNIIENT: REGULAR Ra iEF EXTRA ~ MONTHS IN AREA OR ON ASSIGNMENT 3 
ON D11TY? YES ~ _ _ EXPOSURE TO HAZMAT? YES __ NO t--- ON COMPANY PROP~?.YES ~-- -

HOURSONDI1TYATniiEOFINCIDENT 3 ff/L . tZmf/1/ RESTHOUR~_PRIORTOnnSTOlJROFDUTY dCft-ftt6 /b~«/1() 
AT COMPANY-sPONSORED EVENT OR II COIIPAHY PROVIDED TRAHSPORTATION: YES NO · ~-
EIIPLOYEENOTIFIEDCOIIPANY: DATE --1---J~ ·a; PERSONNOTIFJED: 5. c .,, J/hrrr+ ;. ~TIIIE.:'J:._f(o ldoi_PII~ 

PERIVSOR'S EIN: ' oo 0 00 I ':;;)._ NAME 75' f:2 • 5r:n crt+ (Computer Generated by EIN) 

SCREEN 2 - INJURY AND TREATMENT 

-ACetDENUYPE• Clt:Ykt5ro1J JA.IL AW(.!~BODYPART• R.kffr SffoUL/J4qe 
~URYTYPE• f}e_vt5e l {Je>/1/-TlJS/-<IN , . ACTMTY • t~. ', l ... · . . _·. . 

08JECTOFACTMTY• . fZ,4/L @ur/J~r{mlf# SOURCEOFINJURY • iJifi-jefRvd&Nr{L_C?Co/hp?Tn:J . 
SAFETY AmRE WORN • (Select AI That Apply:) HARD HAT __ EYE ~EARING .v-REsPIRATOAY __ FOOT ~NO __ OTHER_ NONE_ 

NAIIE BRAND OF EYE PROTECOO.N WORN: • ---~lJ~V~/:q<~==-----.----------------------
WAS ANY TYPE OF EQUIPMENT tNOLVED? ~ (Y or N) STATIONARY__ IIOVIIG ~ 
EQUIPMENT TYPE • (Select One:) FRIEGHT -~-SENGER_MIXED_WORK _YARD/SWitCHING _LIGHT LOCO_· _ MIW EQUIPMENT __ NONE_ 

~~:AHD .NUMBER: N~ 1t37 SHOP OTHER __________ _ 

WAS EQUIPMENTDEFECTlVE? __/jf_ ~_«Nl- , IF YES, HOW ________________________ _ 

TYPE OF MEDICAL ATTENTION ' (Select One:) DE CUNEO TfiEA TMENT __ FIRST AID __ PRESCRIPTION (FAA Repoltable) __ MEDICAL TREATMENT (FRA Repol1able) t­

DESCRIBETREATIICENTRENDEREO: c-r /}LC!tA..}t )Cif.t}ys I ?h ~Y::C 
PRoVIDER , 1 n uto/ 6 rrnLsr ./!W> tc..:ET-L Gevvret< 
ADDREss . ~ o lf 570 f..Je _ jHJeNc.Je . , , crrv ·. ----rll£l ftiJ&A-
DISABILITY: NON~ RESTRICTED ACTIVITY LOST TillE ~ PERIIAHENT __ _ 

RESTRICTED AC1MTY! BEGIN DATE___]____} __ END DATI__j __ I __ DAYS __ ACT __ EST __ _ 

.Lo_sr -~ -'tGIN PATC_. _ _.j___, ___ _ ~PDA'tE __/____1_ D~YS __ ACT EST---

PERIIAHENT: DEATH TERMINATED TRANSFER EFFECTJVE DATE __j__j __ 

SCREEN 2A - CIRCUMSTANCE CODES (Entries Will Be .Selected By Department Based Upon Content Of This Form) 

IS n:~ ~~~~ ~:~~~~ :~~ :::; ~~~~~ ·;z;; 01~RqE ACCOUNT SECTION 

(WORK PERfORMED FOR 3AD PARTIES WHERE THE COST OF TlfE WORK IS REIMBURSED) 



fUKM 111;51 ·Reverse (KeV. :w4J nem I llti2ti46) 

EUPLOYEE'SDESCRI~ OFINCtDENT:~!fg.~~~~~Pl'..U~~~~~~~~~-¥-~~=+---4.-fY.~~dl2!:1.4~~t:__ 

[. 

SCREEN 3A- SPECIAL CAPTURE CODES I COVERED DATA: 

_PRESCRIBED TliiE OFF, BUT NO DAYS WERE ACTUALLY TAKEN 

_PRESCRIBED RESTRicnoN OF ROUTINE WORK DUTIES, 

BUT RESTRICTION DID NOT OCCUR 

_PRESCRIBED OTC MEDICATlON AT 'PRfSCRIPTlOM STRENGTH, 

OR SINGLE EXTERNAL APPUCA T'IOM OF. PRESCRIPTION MEDICATION 

(TYPE A) 

(TYPER) 

{TYPEP) 

NOTE: ·CHECK ALL lliAT APPL'V ..:.TYPE PRECEDEHCfa(TYPEA, < TYPER < TYPEP) 

. LONGITUDE (OPITONAL) 

LA'TITUDE (OPITONAL) 

DEGREES (02~ 049) 

SCREEN 4-TESTING AND'WITNESSES 

DECIW. (000000 -999999) 

DECIIW.(OOOOOO- H9999) 

TYPE. OF DRUG TESTS ADMINISTERED NONE·_·n, _ BLOOD __ URINE __ BOTH~ 
TYPE OF ALCOHOL TESTS ADMINISTERED NONE~Bt,OOD __ BREATH __ BOTH __ 

--"TMESSES (If Employee: ENml ONLY .NAME, E1H AND TELEPHONE NUMBER) 

. .ME A- 5 nt t rr+ !l_ ,g . .. . EIN · Q <&J 0131 
ADDRESS "f" CITY __________ ST _____ ZIP ___ _ 

~E~t~r~&1~,~~~&s~· ~- ~~· ~~~0~~~A/ __ _ 
ADORESS ____________________ CITY~~---------ST ______ ZIP ___ _ 

., 
.. , · . .. 

NAME EIN --------------,-___,.TELEPHONE 

ADORESS _________ ____,.---,--------CITY __________ ST ____ -,-,ZF ___ _ 
,. 

Copies of Injury Report .'dl.be aumatically sent 1o Safety, Casualty C~ilns - Norlolk and Medical Departments. 
. . ... ,_:~ . . _: . 

(ENTER UESSAGE SWITCHING ADDRESSES FOR DISTRICT ClAIM AGENT, LOCAL ClAIM AGENT, AND APPROPRIATE SUPERVISORS OR SEVEf:'-CHARACTER TCAM PRINTER II) 

_____ USGADOR 2 ' MSGADDR ___ ~-------

3~~~-~~---------~---­. ; _;: . 

5 ____ ~G ADOR ___________ _ 

' -
SCREEN 5- SUMMARY < . 

WORKSHEET COMPLETED BY ___ _~c.L'="'-~' _C_'"-' ___,5:::::.· _/h~. _..t_~._,.----,--
- \ 

4 ____ MSG~-------~-----
6 ~ADOR __________ __ 

' ' 

• Mterilk ~that emry CQmlpCIIIds will!~ table In computer. Six~~ must be compWed to "-"it Computer acceu -1) Thoroughbred ~Select R (10M$). type In -
ID & password; QB; NeMew Accea Scnen: Type In _.IO;password, l Group (UCRGRP); llelect 1rJ191ication IDUS. 2) type lhe wniUURY Ill ENTER NEXT TASK CODE, ee1ect 11ENU oplion.l\elp~ 
-a.ble in~ program. 

-?f /!1 /J1 Qur~.v 
··coMPLETE ALL ITEMS 



226A117 
ACT 

B. M. Mashburn 



FORM 22 (REV. 5/04) ITEM# (162612) 

PERSONAL INJURY REPORT 

REPORT DATE' ;j_Jt/O(p DEPARTMENT 

JRTTIME{ e:3o p1!7 ~) or ( ( ;30 PM) /1kbo.--ll?6L) &:~fl'l<~btt-~"'-DIVISION 
TRAIN NO. (If applicable) ciJ/o fJ ( l1. Is this incident related to a Train or Crossing Accident? [rJYes [ ) No 

TO: Su~ervisory L <L eN) -l{ FROM: Injured ~j //J NJI) Employee / 1 ·7!-lfD 
Off1cer: J, fL. . o 11 u T 1'\._ Employee: 1-J D'Yt If b<fbPW'f', ID No. _...::O::.....=.....;:;.ro..:.>_~..:.......I.!.t.= _______ _ 

I I a_, Flo 
INCIDENT DATE: _ ...... {+_._f....,8f-=6""'Cq'----- - INCIDENT TIME: '---- AM) or ( ___,7_ ,, _v_, __ PM) 

• t 
LOCATION: Select one: Line of Road Terminal ____ Shop or Office Building ____ Off Railroad Property __ _ 

INCIDENT CITY: Coo$~ STATE: flf, MILEPOST: (If applicable) ·1&6 • () 
WEATHER: Select one: Clear L'cloudy __ Rain __ Fog __ Sleet __ Snow __ Does Not Apply __ (Injury Occurred Indoors) 

VISIBILITY: Select one: Dawn_ Day L Dusk _Dark _Indoors-Dark _Indoors-Dim _lndoors-Normal_lndoors-Other_ 

TEMPERATURE: ( fa O PLUS) or ( MINUS) 

HEIGHT: 5 FT. __12_ IN. WEIGHT !$]::> LBS. OCCUPATION ,/t(_f .. 
REST DAYS: Select all that apply: Monday_ Tuesday_ Wednesday_ Thursday_ Friday_ Saturday_ Sunday fA one_ 

ASSIGNMENT: _!3£GULAR RELIEF EXTRA ~ 
ON DUTY: [/) Yes [ ~ HOURS ON DUTY AT TIME OF INCIDENT _......,.Ll_f_z.-,_-_&--:r'hr"-'5"'-----------
SAFETY ATTIRE WORN: Select all that apply: Head~ ~earing __ Respiratory __ Foot Z Hand_ Other_ None_ 

WAS ANY TYPE OF EQUIPMENT INVOLVED? [/)Yes [ ] No STATIONARY MOVING ~ 
EQUIPMENT TYPE: Select One: Freight ~senger _Mixed_ Work_ Yard Switching_ Light Locos_ MIW Equipment _None 

1AL AND NUMBER: ~{$L:...{tl::.:.:.ifl-=-----------'-----
WITNESS NAMES ADDRESSES 

DO YOU DESI~E MEDICAL ATTENTION AT THIS TIME? [ ' Yes ] No . J 
DESC~IBE WHAT, HAPPENED- GIVE SPECIFIC, DETAILED INFORMATION: -lq,U-""""""'-!....:C-'<-----lo::'-f--:::...t.....:.__-"~__;C/e~·~U1l--=-L--

11Cf'o' ~ r-tf. eurv. 

Aribution: Original to Supervisory Officer 
Photocopy to Injured 



- 3t1S NORFOLK 
~-- SOUTHERN . FORM 11131 (Rev. 5/04) Item# (162646) 

~EPORT OF EMPLOYEE PE,RSONAL INJURY ILLNESSflNCIDENT 

MENU IS THIS RElATED TOt REPORTABLE TRAIN OR CROSSING ACCIDENT? NO__ CROSSING___ TRNN . t«'<o-Rptng n.n.IIOidl 

.oYEE EIN .. OL ~ 3 b fi?!rulED TO REPORT ~o .. _______ _ 

tMPL.OYEENAME /6., . · .1'11• At~uRA..!<M-~Genriec!byEIIoNA)s..-1-W_tm_l 
~ ('IDOlf) . . (lASl) 

SCREEN 1-LOCA110N AND EMPLOYEE 

1NCWENT NUMBER Computer Generated) 

fiCIDENTDATE~iX._;1.2fz-J TIME:~:/.1_AU_PM v-- .· .. . 
couPANY • ;/Joi2FOt-lf$o..; l!f!?.J RAI~PARTMENr 77?-f&.:;fol?d177(7/J · .· · 
DIVISION • ~,4 FAturr /1!(4 .CHRGT9• §,f:E' ~(77/ 
LOCATION • (Select One:) LINE OF ROAD ~RMINAL __ SHOP OR OFFICE BUILDING_()Ff RAILROAD PB.QPE~ MILEPOST 252?. 0 

JNCIOENT CITY L;;VCOI-/f/ eootm~<!f:!i/1- ~~TE 4L ZIP B..r-/6 0 

WEATHER•(SeJectOne:) CLEAR ~OUDY_ RAIN_ FOG __ SLEET SNOW __ DOE$.:NQTAPPLY __ Onjury0ccunedlndoors) 

VlSIBIUTY*(SeledOne:) DAWN _ DAY ~SK.....:;.;::<OARK~ INOOORS.OARK_INDOOR5-DIM_INOOORs-NORMAL._. INOOOR5-0THER __ 

TEMPERATURE: G;z l PLUS~ MINUS GENDER: Male ~ Female __ _ 

HEIGHT:~ FT. g_IN. , WEIGHT:L22 lBS. EMPLOYEE R1N NUIIBER _ ~3._Q . JOB • /):;26 fH f 7 
REST DAYS' (Select AI That Apply:) MoNDAY_ TUESDAY ~WEDNESDAY _THURSDAY _fRIDAY _·_SATURDAY~ SUNDAY ~ _ 

ASSIGNMENT: REGULAR ~IEF EXTRA MONTHS IN AREA OR ON ASSIGNMENT i.e S5 T/&tzV {() 11!Pt-JT'ff 

ONOUTY? YES~-- EXPOSURETOHAZIIAT? YES __ NO~ ONCOIIPANYPRQI)~2YES ~-- .. 

HOURS ON DUTY AT TliiE OF INCIDENT 3 /f/( . 2 . fh R'!l REST HOU~~ _PRIOR TO nuST04R OF DUTY ci<Jt{l? C}<J ~ 
AT COMPANY-sPONSORED EVEHT OR IN COMPANY PROVIDED TRANSPORTATION: YES NO ~ ·· 

-~OY£E NOTnD CO_MPANY: DATE ~/ZJ-% PERSON NonFIED: ._5, ~ • · .. 5/x rJ?d· . , 11IIE: ;g' ,;?b AM_ PM .1---

,PERIYSOR'S fiN: . 0 D GoO { t. .. NAME 6' E . 5'112 lit+ . . . (~uter Generated by EIN) 

SCREEN 2 • tNJURY AND TREATMENT 

A~~TYPE• {!;)Li-fS(oiJ (LtfjL £eJi~ODYPART• /({f;(fe .fb.;(LE' l f3fKJ< . 
~URYTYPE• ~, CcJ;Utv~/0,-J ACTMTY • {1/(/)!~ . . · . 
~BJECTOFArnrov~lf&t;k&Jc;~ (p lfr~ SOURCE OF INJURY • !?!ttL -l?U;U(f/ILeeJr{L1Jcofllo?tvfz.) 
SAFETY ATTIRE WORN • (Select All That Apply:) HARD HAT __ EYE --J..=:'HEARING ~ESPIRATORY __ FOOT __ HAND __ OTHER_ NONE_ 

NAME BRAND OF EYE PROTECTION WORN:. L) u l$"t . . 
WASANYTYPEOFEQUIPIIENT~OLVED? __y_(YorN) STAT10NARY__ MOVING ~ 
EQUIPIIENT TYPE • (Select One:) FRIEGHT ~SENGER _MIXED_WORK _ YARDJSWii'CHING _UGHT LOCO_· _WN EQUIPMENT __ NONE_ 
INrT .. ANDNUMBER: /1 j .2___,_1 ( 3 7 SHOP OTHER ___ _______ _ 

WASEQUIPIIENTDEFE~;x~_or,~ .···· IF YES, HOW ________________________ _ 

TYPE OF MEDICAL AmNTlON • (Seiect One;) DECLINED TREATMENT __ FIRST AID _ _ PRESCRIPTION (FRA Reporlable) __ MEDICAL TREATMENT (FAA Reportable) "-" 

DESCRIBETREATUENTRENDERED: ?"~(' /2£6 1-f't piit:J r' . 
PRoVIDER ~rtr-z-.aPt.J !/th1sr /tleiJc~ Ce~ . 
ADDRESS . . '00 If ;:5yt?AJ~ dt/<t;nJc/(' CITY 7PtiJAlJc6A- ST ffL, JC5/b• 
DISABIUTY:.NoHE' RESTRICTED ACTIVITY lOST TIME z.ERIIANENT __ _ 

RESTRICTED ACTMTY: BEGIN DATE ____J__J. __ END DATE__j___j __ DAYS __ ACT EST __ _ 

LQST~ _ ; .8~GINQ~lf.::___.J........_,J ___ _ ~ODA~__j___j_. D~YS __ ACT __ EST __ _ 

PERMANENT: DEATH TERMINATED TRANSFER EFFECTIVE DATE__}__} __ 

SCREEN 2A- CIRCUMSTANCE CODES (Entries Will Be Selected By Department Based Upon Content Of This Form} 

-· ··· · · · · · · · · · · ·· ·· ·· .. · •· · · · · · · · · · ·· -~07.· · ~ORt;.E ACCOUNT SECTION 
IS 11115 INJURY ASSOCIATED W1T11 FORCE ACCOUNT WORK? . .. ( Y or N) 

(WORK PERFORIIED FOR 3110 PARTIES WHERE THE COST OF THE WORK IS REIMBURSED) 




