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Injury Forms



2260A117
Engineer
A. Smith Jr.



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

= WIS lNorrox
= SOUTHERN
PERSONAL INJURY REPORT

REPORTDATE:___ /[ / 24 / ¢ ' T@M@M DEPARTMENT
IRT TIME ( AM) or ( /?#O? PM) %MW’ DIVISION

TRAIN NO. (if applicable)gg éA‘L Is this incident related to a Train or Crossing Accident? %Yes [ 1No
TO: Superviso L,ZQ\ FROM: Injured Z ) 5 Employee _

Officer: %E 5/}”1 (4 Employee: /] - /%/77~/|D No. 0 ?@é? 3 ?
INCIDENT DATE: ! L/ } z/@@ INCIDENT TIME: ( AM) or ( /z OO PM)
LOCATION: Select one: Line of Road _£—___ Terminal : Shop or Office Building Off Railroad Property
INCIDENT CITY: C(Oo sA- STATE: 4&; MILEPOST: (If applicable) ,752« -
WEATHER: Select one: Clear_£—Cloudy Rain Fog Sleet Snow Does Not Apply (Injury Occurred Indoors)
VISIBILITY: Select one: Dawn Day Dusk Dark Indoors-Dark indoors-Dim Indoors-Normal indoors-Other.
TEMPERATURE: ( é) o PLUS) or ( MINUS)

HEIGHT: S FT. ? IN. WEIGHTZQO LBS. OCCUPATION £ E /=77

REST DAYS: Select all that apply: Monday Tuesday Wednesday Thursday Friday Saturday Sunday None | X ’

ASSIGNMENT: REGULARL_ RELIEF__ EXTRA

ON DUTY: Dd Yes [ ] No HOURS ON DUTY AT TIME OF INCIDENT a #K C/g /}L/U
SAFETY ATTIRE WORN: Select all that apply: Head _____ Eye 1K; Hearing _(X_ Respiratory Foot Hand Other None
WAS ANY TYPE OF EQUIPMENT INVOLVED? Yes [ ] No STATIONARY MOVING __ X

EQUIPMENT TYPE: Sele Freight Passenger Mixed ___ Work __ Yard Switching ____ Light Locos ___ M/W Equipment __ None ___
1AL AND NUMBER: §b96 /IJO'T/ Lemenper

WITNESS NAMES ADDRESSES
/e QU/A/Z\)
V2 /Z?MA//') RS

DO YOU DESIRE MEDICAL ATTENTION AT THIS TIME? EPQeS [ INo
DESCRIBE WHAT HAPPENED - GIVE SPECIFIC, DETAILED INFORMATION:

/»(-M Coaur 5 M ﬁr)‘_;# /2_/ oS5, 8.2 O Amne

Qﬁ@mo C&A_n,u-( o*;(:M{Z’RQC/\/LQ& @“VZ@M,W

3
Ll LA, [ L2 & Z_— /
SIGNATURE OF EMPLOYEE  / % (Ll d o u,L
ribution: Original to Supervisory Officer 4,,1,\ Q Sa.,

Photocopy to Injured

Stgeect Hon



FORM 11131 (Rev. 5/04) item # (162646)
CTRAIN_Z—_ (Over Rptng Theeshold)

=-'m NORFOLK
= ) SOUTHERN
REPORT OF EMPLOYEE PERSONAL INJURY |LLNESS_"NC|DENT
NO CROSSNG_____
, ‘bymmsagmhw-}urmm)'

MENU 1S THIS RELATED TO A REPORTAELE TRAIN OR CROSSING ACCIDENT?
OYEEEN RELATED TO REPORT NO, -
EMPLOYEE NAME i O TFELIR . pemcompans
RS uao0LE) wsy .
SCREEN 1 - LOCATION AND EMPLOYEE
WCIDENT NUMBER (Computer
weoentoate /1 /T _Cél e 4 jm w&
COMPANY * /UOKI@QK SO o) veparmuent W§W7W
omsion* __ LA A DIVSr/  aoume /4 ownetonS &, SmrrH
LOCATION * (Select One:) LINE OF ROAD_2~” TERMINAL SHOP OR OFFICE BULLDING______OFF RALLROAD PROPERTY wieposT. 2SO0, O
LNV Cotn/  com AR _sue_ AL e 35760
FOG SLEET SNOW DOES NOT APPLY (Injury Occurred Indoors)
INDOORS-DIM___INDOORS-NORMAL ___ INDOORS-OTHER ____
2L ‘5'3(70’ JOB* Q%f?//?/
NONE

INCIDENT CITY
WEATHER * (Select Oe) CLEAR __ &~ CLOUDY RAN
VISIBILITY * (Select One) DAWN ___ DAY .~ DUSK _-.--DARK___ INDOORS-DARK ___
: PLUS_ & Mus GENDER: Male __L——" Female
w. weHT: (40 1Bs. EMPLOYEE RIN NUMBER __
_ TUESDAY____WEDNESDAY____THURSDAY ____ FRIDAY____ SATURDAY____SUNDAY &~
' MONTHS IN AREA OR ON ASSIGNMENT {255 ‘7E(R 2/ (() Mok Adotermen
ON COMPANY PROPERTY2.YES _“yo
REST Hounsmm'romsroun OF DUTY 2 / F j Z é% Z e

TEMPERATURE:
weaHt: S .8
REST DAYS * {Select Al That Apply’) MONDAY ____
ASSIGNMENT: REGULAR _ A~ RELIEF EXTRA
. ONDUTY? YES_L~_ NO______ EXPOSURE TO HAZMAT? YES _ No_ g~
HOURS ON DUTY AT TIME OF INCIDENT AUl D
AT COMPANY-SPONSORED EVENT OR IN COMPANY PROVIDED TRANSPORTATION: YES o v
"PLOYEE NOTIFIED CoMPANY: DATE_ [/ _/_/ _Q@ PERSONNOTIFIED; . t’- Sm TT'H - TME: 57 09 AM__
- NAME oF E ST (Computer Generated by EIN)

OQ L2
(o IS0 RAHL EQUP Mooy panes HERD, d#%f LT LLEB
sy OPeRAE 2V
SOURCE OF WJURY + AL QRZ/W ZﬂCaﬁwrzue\ '
HAND OTHER___ NONE_

~JPERIVSOR'S EIN:
SCREEN 2 - INJURY AND TREATMENT
FOOT

NONE

- ACCIDENT TYPE *
wrvrveer_BRuLse , loavesion/
/4 éf UL
EYE __+~ HEARING _£~~__ RESPIRATORY
MOVING L—
CHING ___ LIGHTLOCO ____ MW EQUIPMENT

OBJECT OF ACTIVITY *
SAFETY ATTIRE WORN * (Select A That Apply:) HARD HAT
UVEY
YARD/SWITCHING
OTHER

NAME BRAND OF EYE PROTECTION WORN: *
WAS ANY TYPE OF EQUIPMENT INVOLVED? ﬁL_ (¥ or N) srmonmv
EQUIPMENT TYPE * (Select One:) FRIEGHT __“PASSENGER __ MIXED___ WORK
wir. anoNuveer:_ A/ S )/ 27 SHOP
WAS EQUIPMENT DEFECTIVE? _AL(YorN)  IFYES, HOW
FIRSTAD____ PRESCRIPTION (FRA Reportable) MED!CAL Wﬁeponable) &
CAS TC5T5 4 D77 rches | 12&
s AL w7

TYPE OF MEDICAL ATTENTION * (Select One:) DECLINED TREATMENT ___
Yl hys
(T12005 /5%% Jedy ca<. (e rel
204 Stope Al a = o THLLADE A
DAYS ACT EST
_ ACT_ EST

DESCRIBE TREATMENT RENDERED:
PROVIDER
ADDRESS
DISABILITY: NOKE LOST TIME _L—"_ PERMANENT
RESTRICTED ACTIVITY: BEGIN DATE END DATE / J
. Beampate_/ 1/571 O(ﬂ DAYS
TRANSFER _______ EFFECTIVEDATE
SCREEN 2A - CIRCUMSTANCE CODES (Entries Will Be Selected By Department Based Upon Content Of This Form)

END DATE /
g /

| RESTRICTED ACTIVITY

- LOST THEE:
PERMANENT: DEATH TERMINATED
FORCE ACCOUNT SECTION

----------------------------------------------

1S THIS INJURY ASSOCIATED WITH FORCE ACCOUNT WORK? _/ L{ (York)
{WORK PERFORMED FOR 3% PARTIES WHERE THE COST OF THE WORK IS REIMBURSED)

L2




TUHM 11131 - HEVETSE (HEV. JU4) REM ¥ (102040)
SCREEN 3 INCIDENT DESCRIPTIONS

EMPLOYEE’S DESCRIPTION OF INCIDENT: \/ﬂ[ﬁ/ 2 Og@/ Af@/«aﬂ at” ﬁ/a//zg/oé =
007_ /r/M QJL e@@M‘% Yo

VISOR'S DESCRIPTION OF INGIDENT:

g&%ﬁ@?m LI mjmﬂa\ G)/ % é?élé/ff-u
topacfzol ez Gl & IReiral ISRHY (6 ¢+ Chise

(4 Mafm /ﬁ///as%’rguf A

Jd
SCREEN 3A - SPECIAL CAPTURE CODES / COVERED DATA:
PRESCRIBED TIME OFF, BUT NO DAYS WERE ACTUALLY TAKEN

(TYPE A)
_____ PRESCRIBED RESTRICTION OF ROUTINE WORK DunEs, (TYPER)
BUT RESTRICTION DID NOT OCCUR b
—PRESCRIBED OTC MEDICATION AT PRESCRIPTION STRENGTH, (TYPEP)
OR SINGLE EXTERNAL APPLICATION OF PRESCRIPTION MEDICATION
NOTE: CHECK ALL THAT APPLY - TYPE PRECEDENCE={TYPEA < TYPER < TYPEP)

"LONGITUDE (OPITONAL)

_ : DEGREES {066 - 098) DECIMAL {000000 — 999999)

LATITUDE (OPITONAL)

- DEGREES (024~ 049) DECIMAL (000000 — 999999)
SCREEN 4 - TESTING AND 'WFTN_ESSES

TYPE OF DRUG TESTS ADMINISTERED  NONE ‘BLOOD

URINE BOTH /

BREATH BOTH
WITNESSES (if Employee ENTER ONLY NAME, EIN-AND TELEPHONE NUMBER)

e Bt Hazaren — w_ 03640  mood R

TYPE OF ALCOHOL TESTS ADMINISTERED NONE /—— BLOOD

ADDRESS ey ST 7P

NAME VIR CPRJ/AW _w_ O/ %570 30 mwmoueg
ADDRESS cry _ _ st ze

NAME : EWN o _ TELEPHONE . _-
ADDRESS eIy : st z

Capies of Injury Report wil be automatically sant to Safety, Casualty Clalms ~ Norfolk and Medical Departments.

(ENTER MESSAGE SWITCHING ADDRESSES FOR DISTRICT CLAIM AGENT, LOCAL CLAIM AGENT, AND APPROPRIATE SUPERVISOHS OR SEVEN-CHARACTER TCAM PRINTER ID:
1 MSG ADDR

2 MSG ADOR
3___ WSGADDR 4 __ MSGADDR
5 uSG ADDR 6 MSG ADDR

SCREEN 5 - SUMMARY S S
WORKSHEET COMPLETED BY f M‘f

YMLE A nksree  ome s 1/?/‘£

mmmmmmmmmmmwm wmwmhwmmcm“ 1)T|\orou¢|bmd$m$dedﬁ(lbﬂ$),lypemuw
1D & password; OR; Netview Access Screen: Type in user ID, M&&wmmwmmawhwmmmYuENTERNEXTTASKCODE.MIIENUoption. screens
available in computer program.

p /4 Otk Sihe 5

COMPLETE ALL ITEMS



226A117
Conductor
M. M. Quinn



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

NORFOLK

= NS Solrican |
PERSONAL INJURY REPORT
7 RARIS fyn A Ho DEPARTMENT
DIVISION

A< tppmi
? Yes [ ] No

REPORT DATE: / //2/0(7 -

IRT TIME ( -AM) or {( h k @
TRAIN NO. (If applicable) &% A’Z Is this incident related to a Train or Crossing Accident?
I0: Supervisory§ éL FROM: Injured m Employee /

- Officer: . 1;5% , ‘Employee: N m N (\aj,/[l/)d ID No. O % ? B’O

¢
INCIDENT DATE: ( ’r[ ?/;OTG INCIDENT TIME: (_______ AM) or ( , OO 6w
LLOCATION: Select one: Line of Road 1,4 Terminal Shop or Office Building Off Railroad Property _
INCIDENT CITY: C_DO SA STATE: A[— MILEPOST: (if applicable) 7 5? O
WEATHER: Select one: Clear //Clc;dy Rain Fog Sleet Snow Does Not Apply (Injury Occurred Indoors)
VISIBILITY: Select one: Dawn Day Ask Dark Indoors-Dark Indoors-Dim Indoors-Normal Indoors-Other
TEMPERATU® (_5’_2421.%) or (_____ MINUS) (/L
HEIGHT: IN. WEIGHT A5 18s. occupation __ (') juiv ) ol
REST DAYS: Select all that apply: Monday Tuesday Wednesday Thursday Friday Saturday Sunday None //
ASSIGNMENT: REGULAR RELIEF EXTRA_Z
ON DUTY: [ 1No HOURS ON DUTY AT TIME OF INCIDENT S\H &4 (—/5%1//\)
SAFETY ATTIRE WORN: Select all that apply: Head E Hearing k Respiratory Foot ¢~ Hand Other None
"WAS ANY TYPE OF EQUIPMENT INVOLVED? [ Yes [ ] No STATIONARY MOVING /
EQUIPMENT TYPE: Select One: Freight Asenger ___Mixed __ Work ___ Yard Switching ___Light Locos __ M/W Equipment ___None ___
272 BT AT S0k
ADDRESSES

AL AND NQMéER:
ITNESS NAMES
AN PN
N Heorr
\fYes [ 1No :
gﬁORMATION /\U@ PQ Cf‘%'\ O~ Ao~
Ove, Theqp 230 Qo+ o R jJenspte
M@«txa@»é AN
© PBe el
Ko

A

DETAILE
Qﬁﬂ a/)
/

DO YOU DESIRE MEDICAL ATTENTION AT THIS TIME?
el (D>
A coRVe Qb d’
eyt o R
Hod s u’

DESCRIBE WHAT HAPPENED GIVE SPECIFKI
< e

DD llonk 6
O(J\fﬁ.&

J«o fn@wfl ( Anne QN O a

S ewind Olean ¢ LD

ev\éw/u/\ /JDQK) "7'% M

ofon. dnepw Stlock flan  of

< D,
@i s e oo d
TR J2D R
m#wwv—/i——? e a
pof: S
bg /ﬁ%

SIGNATURE OF EMPLOYEE

Original to Supervisory Officer

qibution: i
Photocopy to Injured



=='m NORFOLK '
= SOUTHERN - FORM 11131 {Rev. 5/04) Item # (162646)

REPORT OF EMPLOYEE PERSONAL INJURY ILLNESS/INCIDENT
"MENU 1S THIS RELATED TO A REPORTABLE TRAIN OR CROSSING ACCIDENT?

NO_ CROSSING TRAIN_ . (OverRotng Tiveshold
oveeen__ O (¢ %720 _reLaten 1o RepoRTNO - ' |
—.vLOYEE NAME._ /77 /N~ ﬁ(p U LA/ (tama Computar Gaarstod by EN oot Screen 1 - but anar fst narme)
s eooLE) wsn
SCREEN 1 - LOCATION AND EMPLOYEE
INCIDENT NUMBER (

Computer Generated)
meoentorte_ [ [ /& Ol TIME; jf_/_j_m ML
coupany *__ AL fotK Soutfeén’ Y744

DEPARTMENT' '

DIVISION * 7/4‘%-/‘]—6/‘%1/4’ FACLITY' __A 42 /A CHRGTO" S E 5/14 rref

LOCATION * (Select One:) LINE OF ROAD &~ TERMINAL SHOP OR OFFICE BUILDING OFF RAILROAD PRQPERTY MLEPOST,

INCIDENT CITY (W oAV COUNTY M&smm Al BS/b0
WEATHER * (Select One:) CLEAR &—TTOUDY ___ RAIN FOG SLEET SNOW DOES NOT APPLY (injury Occurred Indoors)
VISIBILITY * (Select Ore:) DAWN __ DAY ___ DUSK _---DARK___ INDOORS-DARK ___ INDOORS-DIM___ INDOORS-NORMAL ___INDOORS-OTHER ___

TEMPERATURE: e [ pws &= umus

GENDER: Male

Fr.__( W, WEIGHT,Z2S 1es. EMPLOYEE RIN NUMBER A [ .5 D Q JOB* Mﬁ?’/ /7

REST DAYS * (Select All That Apply) MONDAY ____ TUESDAY._.  WEDNESDAY __

THURSDAY FRIDAY SATURDAY SUNDAY NONE £—

ASSIGNMENT: REGULAR RELIEF EXTRA__ &~ MONTHS N AREA OR ON ASSIGNMENT =
ONDUTY? YES ﬂ ______ EXPOSURE YO HAZMAT? YES N LA ON COMPANY PROPERTY?.YES L Ho___
HOURS ON DUTY AT TIME OF NCIDENT __ DM A mi sp/ REST HOURS PRIOR TO THIS TOUR OF DUTY Y (45 /O m/.u
© AT COMPANY-SPONSORED EVENT OR IN COMPANY PROVIDED TRANSPORTATION: YES NO_ b
EMPLOYEE NOTIFIED COMPANY: DATE J I_Z/ 42 PERSON NOTIFIED: S. & .S /77’+ TIME: Z& AM
peRvsoRsEN: (DD OO [ D e O, & Sm LT (Computer Generated by EIN)

SCREEN 2 - INJURY AND TREATMENT

" ACCIDENT TYPE * (%LL(SFOH 2_41!— &LMM BODY PART * lg/é [ 5/2(0040:97
wvrwes LNSE , (optUSror/ _ sommi P LOVMIC

OBJECT OF ACTIVITY * __ /7 i wurﬂ/fw’/ Z7IH4V  SOURCE OF INJURY * M:‘eﬁbﬂﬁw Locomneges

SAFETY ATTIRE WORN * (Seled Al That Apply:) HARD HAT EYE_ &~ HEARING RESPIRATORY FOOT —FAND ____ OTHER TONE
NAME BRAND OF EYE PROTECTION WORN: * LveEX

WAS ANY TYPE OF EQUIPMENT INVOLVED? (YorN)  STATIONARY MOVING_£—

EQUIPMENT TYPE * (Select One:) FRIEGHT _&—PASSENGER MIXED __ WORK _ YVARDISWITCHING __ LIGHTLOCO _ MWEQUIPMENT ___ NONE
wm.ANDNuMBeR: A S 7 14 3 7 SHOP OTHER

WAS EQUIPMENT DEFECTIVE? __/ v [Y or N) tF YES, HOW

TYPE OF MEDICAL ATTENTION * (Solect One) DECLINED TREATMENT ____ FIRSTAID____ PRESCRIPTION (FRA Reportable) MEDICAL TREATMENT (FRA Reporiable) £—
DESCRIBE TREATMENT RENDERED: X1~ 5 C/m) A r‘l«o;g CHs TS5

provoer__ )17 2 %WS?’ M(ML Cearel

~ aooress.__ L O v %NE AU?/U(JF . om M&Eﬂ’ st AL 263 5744
 DISABILITY: NOKE RESTRCTEDACTVITY  LOSTTME L~ PERMANENT _
RESTRICTED ACTIVITY: BEGIN DATE / J ENDDATE____/___/____DAYS ACT EST
LOSTTME:  BEGINDATE. ./ . ENDDATE_ /| DAYS ACT ST
PERMANENT: DEATH TERMINATED TRANSFER EFFECTIVE DATE 4
SCHEEN 2A - CIRCUMSTANCE CODES (Entries Will Be Selected By Department Based Upon Content Of This Form)
--------------------------------------------- FORCE ACCOUNT SECTION

IS THIS INJURY ASSOCIATED WITH FORCE ACCOUNT WORK? _, (York

{WORK PERFORMED FOR 3% PARTIES WHERE THE COST OF THE WORK IS REIMBURSED)

v




FUHM 11131 - Reverse {Hev. 5/04) iiem # (162646)
SCREEN 3 - INCIDENT DESCRIPTIONS

‘ - - o) )
EMPLOYEE'S DESCRIPTION OF WNCIDENT: L 2 At A40 v A arek Socpio U /#A‘L_ JR Atz 2L, o

'y

4A ’.lt Z ’ at %’5‘ N/, ’ ! 2o of . T Congosird "‘,_ P
F e ede v ol d Ferald ek o 0 stre d dait of 7w 2L,
RVISOR'S DESCRIPTION OF INCIDENT: C N Nperpgp (PDRL ) prpinber o -’ Y o oA
Fa stV A Aozl o LA A RA [ . N Be AR
/s 7 er/ / |

SCREEN 3A ~ SPECIAL CAPTURE CODES / COVERED DATA:
____ PRESCRIBED TIME OFF, BUT NO DAYS WERE ACTUALLY TAKEN

(TYPE A)
____PRESCRIBED RESTRICTION OF ROUTINE WORK DUTIES, (TYPER)
BUT RESTRICTION DID NOT OCCUR ‘
___ PRESCRIBED OTC MEDICATION AT PRESCRIPTION STRENGTH, (TYPE P)
OR SINGLE EXTERNAL APPLICATION OF PRESCRIPTION MEDICATION
NOTE: ‘CHECK ALL THAT APPLY ~TYPE PRECEDENCE = (TYREA < TYPER < TYPEP)

LONGITUDE (OPITONAL)

- DEGREES {066 -098) DECMAL (000000 — 999999}
LATITUDE (OPITONAL)

e DEGREES- (024~ 049) DECIMAL (000000 — 999999)

SCREEN 4 - TESTING AND WITNESSES
TYPE OF DRUG TESTS ADMINISTERED ~ 'NONE ~___‘BLOOD URINE BOTH_ L—
TYPE OF ALCOHOL TESTS ADMINISTERED NONE/_—BLOOD ____ BREATH BOTH
“"TNESSES (if Employee: ENTER ONLY NAME, EXN AND TELEPHONE NUMBER)

we___ A S T mw__Q¥O0 (@437
ey

ADDRESS

we_ A, . aswbien e olleBe40  maod R
sooress | | = - '

‘ ST P
NAME | | N | _ TELEPHONE - -
ADDRESS ey ST g

Copies of Injury Report will be automatically sent to Safety Casuaky Clalms Norfolk and Medical Depanments

(ENTER MESSAGE SWITCHING ADDRESSES FOR DISTRICT CLAIM AGENT, LOCAL CLAIM AGENT, AND APPROPRIATE SUPERVISORS OR SEVEN-CHARACTER TCAM PRlNTER 0
1 WMSG ADDR

2 ' MSGADDR
3 WMSGADDR 4____ MSGADDR
5 MSG ADDR

6_____  MSGADDR

s

_ SCREEN 5 - SUMMARY s )
'WORKSHEET COMPLETED BY S - 5/1’\(

4

.- s

mmﬂ//ﬁ/—%@ pate_/ 1(7/0t

*

mmmmmmmmhm& screens must be completed to transmit. Computer access - 1)1hotwg\bmd5am5eledﬂ(loll$).typehmer
ID&MQEMMAMWTWE\WID passwd,&Grom(UCRGRP)-uhdmﬁmmlbﬂS.Z)mhMNURYuB‘TERNEXTTASKOODE,MHENUW g§croens
available in computer program.

AN QUi SppE 3
| 'COMPLETE ALL ITEMS



226A117
ACT
B. M. Mashburn



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

— w NORFOLK
= SOUTHERN
PERSONAL INJURY REPORT
REPORT DATE: {,//é/% DEPARTMENT
= e, ¢ =
JRT TIME ( ‘B’ZD g &%) or ( (»56 PM) /%Aaf/)?ﬂ\,l, ﬁﬁmr{)ﬁgﬂWDIVISION
TRAIN NO. (If applicable) f&gk ﬁ “7 Is this incident related to a Train or Crossing Accident? [,/]/Yes [ 1No
TO: Supervisory {k FROM: Injured % / ﬁl/ Employee .
Officer: 5 ¥ . 5”2' Employee: Z”/ ¢ Shpa'~ 1D No. Olég@Lf(D
INCIDENT DATE: ‘/1'8/9@ INCIDENT TIME: ( AM) or ( 4/ ﬁO PM)
LOCATION: Select one: Line of Road / Terminal Shop or Office Building Off Railroad Property
INCIDENT CITY: COOSen_ STATE: ﬁ‘L MILEPOST: (If applicable) ‘7§8~ d
WEATHER: Select one: Clear _/~_ Cloudy Rain Fog Sleet Snow Does Not Apply (Injury Occurred Indoors)
VISIBILITY: Select one: Dawn Day ¢~ Dusk Dark Indoors-Dark Indoors-Dim Indoors-Normal Indoors-Other
TEMPERATURE: (_[oO PLUS) or ( __MINUS) —
HEIGHT: { FT. @ IN. WEIGHT lé O _LBs. OCCUPATION A{[ -
REST DAYS: Select all that apply: Monday Tuesday Wednesday Thursday Friday Saturday Sunday {Aone
ASSIGNMENT: GULAR RELIEF EXTRA
1272 -2
ONDUTY: [] Yes [ ] No HOURS ON DUTY AT TIME OF INCIDENT / Z hfﬁ
SAFETY ATTIRE WORN: Select all that apply: Head Eye Hearing Respiratory Foot D/Hand Other None
WAS ANY TYPE OF EQUIPMENT INVOLVED? [/Yes [ ] No STATIONARY MOVING _ /£~
EQUIPMENT TYPE: Select One: Freight Asenger_ Mixed ____Work ___ Yard Switching ____ Light Locos M/W Equipment None ____
JAL AND NUMBER: _f5MM |
WITNESS NAMES ADDRESSES
A. 5. +h
MM. Quian
DO YOU DESIRE MEDICAL ATTENTION AT THIS TIME? [;/i Yes ] No
DESCRIBE WHAT HAPPENED - GIVE SPECIFIC, DETAILED INFORMATION: b\/{’ Come u,P oN 1.8 'VMK
502 ; peo orpond. e Carve  Jhere  we pptice d -
4 . 1 -
G wWeet '\‘Aﬂz@' Wl oft «(-oﬂ ot _another Arain 4a the swcx):/ls/
N
; 1]/
YEE

SIGNATURE OF EMP

Original to Supervisory Officer

.tribution: igi
Photocopy to Injured



=-m NORFOLK
I—g ) SOUTHERN FORM 11131 (Rev. 5/04) ltem # (162646)

REPORT OF EMPLOYEE PERSONAL INJURY ILLNESS/INCIDENT
MENU IS THISRELATEDTO A REPORT ABLE TRAIN OR CROSSING ACCIDENT?

NO CROSSING TRAIN_.L—""_ (Over Rptng Threehoid)
OYEE EIN.. "CAELATED YO REPORTNO.__- :
ewPLOYEENAME__ /D.. Ry 7P _ LA 0 £A o comptn samrstat i E s s - i ot et v
‘ SCREEN 1 - LOCATION AND EMPLOYEE
INCIDENT NUMBER (Computer Generated)

weoentoate_( /Y 106 e (T e
courany* JOREELY Sov r7#e 1) Pirtdotbeparmient T RApUS ez Ay 0r/
ovsion*_ AL AdbmA FACILITY" Jl/m CHRGTO" 5 & &4/77/

LOCATION * (Select One) LINE OF ROAD_£~"__TERMINAL______ SHOP OR OFFICE BUILDING OFF RAILRQAD PROPERTY MlLEPOSTZS?
WCIDENT CITY Ly cotrs - conIRLAIE A sue AL e BS/bo
WEATHER * (Select One)) CLEAR A—TLOUDY ___ RAIN__ FOG____ SLEET SNOW DOESNOT APPLY

(Injury Occurred indoors)
VISIBILITY * (Select One:) DAWN ____ DAY I/UUSK -DARK __ ——INDOORS-NORMAL ____ INDOORS-OTHER
TEMPERATURE: (g l PLUS

MNUS___ GENDER: Male_Z— Femae
HEGHT:_ S FT. o IN. WEIGHT Zé EMPLOYEE RINNUMBER _ 5’\.{2 S32€@ .
REST DAYS * (Select A That Apply) MONDAY ____ TUESDAY.____WEDNESDAY

ASSIGNMENT: REGULAR &~ RELIEF EXTRA MONTHS IN AREA OR ON ASSIGNMENT £2.35 7 ¢/l (1) nioe1#
ONDUTY? YES __L—"NO EXPOSURE TO HAZMAT? YES NO_4—"" ~ ONCOMPANYPROPERTY2YES & ~—Ho______

HOURS ON DUTY AT TIME OF INCIDENT __—3 AZR, 20 MgV REST HOURS PRIOR TO THIS TOUR OF DUTY ﬁjﬁ@_ﬂ@ V%
AT COMPANY-SPONSORED EVENT OR IN COIIPANY PROVIDED TRANSPORTATION: YES NO &—

~\PLOYEE NO‘I']FIEDCOMPANY oae_{ 1/¥ _Qﬁ PERSON NOTIFIED: S = 5/)11774 57 39 AM__PM
_PERIVSOR'S EIN: COLCoO |2 NAME =¥ E Srh zj#
SCREEN 2 - INJURY AND TREATMENT

© ACCIDENT TYPE * dﬂwyoﬁ)ﬂ@l—jd/MODwm' Bipeer /41/&//_1‘:’ /AACK
wurvtees_ AAUSe , CorTlsron’ ACTVITY * rlg (D186

onsct oF acviry * & HAL. (S0 fmper 171’47”) SOURCE OF IURY * AL ‘g@)ipﬂla«/’f‘/ AOCOW%j

INDQORS-DARK ____ INDOORS-DIM

B _ A6/ [T

THURSDAY ___ FRIDAY _. _ SATURDAY ____ SUNDAY //ﬂe

_ (Computer Generated by EIN)

SAFETY ATTIRE WORN * (Select Al That Apply:) HARD HAT _____EYE _ /—HEARING {—RESPIRATORY FOOT___HAND __ OTHER__ NONE___
NAME BRAND OF EYE PROTECTION WORM: * Juvex

WAS ANY TYPE OF EQUIPMENT INVOLVED? (YorN)  STATIONARY MOVING £———

EQUIPMENT TYPE * (Seect One:) FRIEGHT /=" FASSENGER __MIXED __WORK___ YARDISWITCHING ___LIGHTLOCO___ MWEQUIPMENT ___NONE___
mer. ano womser: ) 5 7 vd 37 ~ sHop OTHER

WAS EQUIPMENT DEFECTIVE? (,Ylor N IFYESHOW

TYPE OF MEDICAL ATTENTION * (Select One’) DECLINED TREATMENT ____ FIRST AID

PRESCRIPTION (FRA Reportable) ____ MEDICAL TREATMENT (FRA Reporiable) 4—
DESCRIBETREATMENTRENDERED: /LA XT 246 6 T [7e [Feo %50
PROVIDER f//jZ72ﬂﬂJ AP ST Nedicrtt Cen 72l

ADDRESS___ ho%‘ TTONET Mok e _THLLADCGA st ﬂé FTE.

DISABILITY: NOKE RESTRICTED ACTIVITY LOST TIME _JA’ERIMNENT_
RESTRICTEDACTIVITY:BEGINDATE /| ENDDATE ____/_ | DAYS ACT EST
CLOSTTME: . BEGNDATE. [/ | ENDDATE__ / /' DAYS ACT EST
PERMANENT: DEATH TERMINATED TRANSFER EFFECTIVE DATE 4
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