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The Brotherhood of Locomotive Engineers and Trainmen (“BLET”), a division of the International
Brotherhood of Teamsters (“IBT”), was assigned party status by the Board in the above-referenced
investigation. BLET respectfully submits these proposed findings, probable cause, and safety

recommendations to the Board for consideration.

Accident Synopsis

On December 13, 2022, at approximately 12:01 a.m. Central Standard Time (“CST”) !, a northbound
Norfolk Southern (“NS”’) mixed freight train (A55-A7-12) was struck by equipment protruding from
a stationary train (340-A7-12) that was on an adjacent track. The A55-A7-12 consisted of seventy
(70) railcars and was 3,742 feet in length, with a weight of 3,046 tons.

As a result of the accident, the Conductor Trainee (“CT”) that was riding within the operating cab of

the lead locomotive of the A55-A7-12 (NS 6301) was fatally injured.

Figure 1 — Post-accident photos of the NS 6301 (Photos courtesy of NTSB)

! All times throughout the report will be Central Standard Time.
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Accident Narrative

Train Information:

Train AS55-A7-12 (Striking Train):

The A55-A7-12 originated in Tuscaloosa, AL, and was operating to Birmingham, AL, with
a final destination of Tuscaloosa, AL. The train consisted of two (2) locomotives
positioned on the front of the train, with the NS 6301 as the controlling locomotive. The
train consisted of eight (8) loads and sixty-two (62) empties, for a total of 70 railcars. The

train weighed 3,046 tons and was 3,742 feet in length.

Train 340-A7-12 (Stationary Train):

The 340-A7-12 originated in Meridian, MS with a final destination of Birmingham, AL.
The train consisted of two (2) locomotives, with the KCS 4809 positioned on the front of
the train as the controlling locomotive. The NS 1231 was positioned on the rear of the train
and was being utilized as a Distributed Power Unit (“DPU”). 2 The train consisted of forty-
eight (48) loads and thirty-six (36) empties for a total of eighty-four (84) railcars. The train
weighed 7,242 tons and was 5,414 feet in length.

Method of Operation:

When the accident occurred, the trains were operating on the Alabama Great Southern (“AGS™)
Subdivision ® in Centralized Traffic Control (“CTC”) * territory. The AGS Subdivision extends from
milepost (“MP”’) AG 136.8 near Birmingham, AL, to MP AG 295.4 near Meridian, MS, in a north-
south direction and is part of the NS Alabama Division. The AGS Subdivision consists primarily
of single Main Track, with small portions of multiple Main Tracks, with multiple passing sidings.
The entire AGS Subdivision has active Positive Train Control (“PTC”) ° that assists in the

movement of train traffic.

2 The term “Distributive Power Unit” is a term referring to the physical distribution of locomotives at intermediate points throughout
the train. The distributed locomotives are remotely controlled from the controlling locomotive.

3 See Appendix A at the end of this report for relevant sections of the NS timetable.

4 “Centralized Traffic Control” is a signaling system that uses block signal systems to authorize train movements.

3 “Positive Train Control” is a system designed to prevent certain train collisions, overspeed incidents, incursions into established
work zone limits, and the movement of a train through a Main Track switch in the improper position.
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At the location of the incident (MP AG 153.6), there are two (2) main tracks with a maximum

authorized speed (“MAS”) of sixty (60) miles per hour (“MPH”).

All train movements on the AGS Subdivision are coordinated by the NS Train Dispatcher, who is

located in Atlanta, Georgia.

Norfolk Southern Railway Documents for TY & E ¢ Employees:

Below is the list of the documents governing TY & E employees provided by NS for this accident

investigation:

e NS Alabama Division Timetable No.1 — effective March 18, 2018
e NS Operating Rules — effective January 1, 2019

e NS Safety and General Conduct Rules — effective January 1, 2019
e NS -1 - effective January 1, 2019

No additional information was provided regarding the documentation and/or rules in effect at this

time of this accident.
Train Crew Information:

Between December 12, 2022, and December 13, 2022, there were two (2) separate NS train
crews that handled the suspect railcar (SSEX 100843) that had a protruding piece of angle iron
extending above and beyond the car body. Both train crews dealt directly with the SSEX 100843

prior to it being damaged.

A39-A7-12 Train Crew (Initial Train):

The “initial train” that handled the damaged SSEX 100843 was the NS A39-A7-12, which
went on duty at 9:00 a.m. at McCalla Yard in Birmingham, AL on December 12, 2022. This
train crew consisted of a Locomotive Engineer, Conductor and Conductor Trainee. As part of
their duties for the shift, the train crew removed nineteen (19) total rail cars (which included
the SSEX 100843) from the U.S. Pipe & Foundry industrial track and placed them in position
on the “Hill Track” to be picked up in Bessemer Yard by an approaching train.

® Train, Yard, and Engine



Locomotive Engineer:

The Locomotive Engineer began his employment with NS in 1992 and was certified to
become a Conductor in 1996. He was subsequently promoted to the position of
Locomotive Engineer in 1998. He had no medical condition that would affect his

performance and was deemed fit for duty.
Conductor:

The Conductor began his employment with NS in 2008 and was certified to be a
Locomotive Engineer in 2016. He was demoted to Conductor in 2020 and has worked as
a Trainman since that time. He had no medical condition that would affect his performance

and was deemed fit for duty.
Conductor Trainee:

The Conductor Trainee began his employment with NS in 2022 and was certified to be a
Conductor in 2023 and was completing his training at the time of the accident. He had no

medical condition that would affect his performance and was deemed fit for duty.

340-A7-12 Train Crew (Stationary Train):

The NS 340-A7-12 was the second train crew to handle the damaged SSEX 100843. This train

crew consisted of a Locomotive Engineer, Conductor and Conductor Trainee. The train crew

went on duty at 5:45 p.m. in Meridian, MS on December 12, 2022. The train crew was

traveling northbound on Main Track No.1, and stopped to add twenty-one (21) rail cars that

were in the “Hill Track” to their train consist to take to Birmingham, AL. After adding the

twenty-one (21) railcars to their train, the 340-A7-12 remained stationary on Main Track No.

1 prior to the impacting incident.

Locomotive Engineer:

The Locomotive Engineer began his employment with NS in 2005 and was certified to

become a Locomotive Engineer in 2008 and has worked in that capacity since that time.



He utilizes corrective lenses for visual acuity, had no medical condition that would affect

his performance, and was deemed fit for duty.
Conductor:

The Conductor began his employment with NS in 2014. He utilizes corrective lenses for
visual acuity, had no medical condition that would affect his performance, and was deemed

fit for duty.
Conductor Trainee:

The Conductor Trainee began his employment with NS in 2022 and was certified to be a
Conductor in 2023 and was completing his training at the time of the accident. He had no

medical condition that would affect his performance and was deemed fit for duty.
AS55-A7-12 Train Crew (Striking Train):

Lastly, the NS A55-A7-12, reported for duty at 8:00 p.m. in Tuscaloosa, AL on December 12,
2022. The train crew was traveling northbound on Main Track No. 2 and were enroute to

Birmingham, AL at the time that the accident occurred.
Locomotive Engineer:

The Locomotive Engineer began his employment with NS in 1997. He was certified to
become a Locomotive Engineer in 2000 and has worked in that capacity since that time.
He had no medical condition that would affect his performance and was deemed fit for

duty.
Conductor:

The Conductor began his employment with NS in 2014 and was certified to be a Conductor
in 2015. He had no medical condition that would affect his performance and was deemed

fit for duty.



Conductor Trainee:

The fatally injured Conductor Trainee began his employment with NS in 2022 and was
completing his training at the time of the accident. He had no medical condition that would

affect his performance and was deemed fit for duty.
Movements of Involved Trains:

Train A39-A7-12:

The NS A39-A7-12 train crew reported for duty at 9:00 a.m. on December 12, 2022, at the NS
depot in McCalla Yard which is located in Birmingham, AL. As part of their daily duties, the train
crew is responsible for servicing multiple industrial facilities in the area surrounding Bessemer,
AL. After obtaining all the required paperwork, and departing Birmingham, AL, the A39-A7-12
arrived in Bessemer, AL at approximately 11:30 a.m. The train crew had instructions to service
the U.S. Pipe & Foundry 7 industrial facility. Once the train crew gained access by rail to the
industry, the train placed loaded railcars for delivery to the facility and gathered nineteen (19)

empty railcars from the facility to be removed.

During interviews conducted after the accident, the Conductor of the A39-A7-12 stated that while
at the U.S. Pipe & Foundry industrial facility, he and his CT walked “side-by-side” performing
their pre-inspection (focusing on air hoses, brake rigging, wheels, handbrakes, etc.) ® on the
nineteen (19) empty railcars. They made no note of any defects or damage. To depart from this
point, the crew followed the same steps taken to enter the facility, with one exception. All cars
pulled from the industry could not be removed from the facility at once. The railcars had to be
“doubled out” ° due to available track space ahead of the lead locomotive. After completing this
“double out” movement, the train crew utilized a bypass track in order to place their lead

locomotive on the opposite end of the railcars for movement back to Bessemer, AL.

7U.S. Pipe & Foundry is a facility located in Bessemer, AL that offers a complete range of Ductile Iron Pipe, Restrained Joint Pipe,
Fabrication, Gaskets, and Fittings, along with other products for the water and wastewater industries.

8 See Appendix B at the end of this report for applicable NS rules governing required inspections when adding railcars to a train.

9 The term “doubled out” refers to when a group of railcars is to be moved by making multiple movements, effectively changing
the standing order of that block.



Figure 2 - Photo of damaged railcar SSEX 100843 as it was moved between U.S. Pipe & Foundry industry track and “Hill
Track” (Photo courtesy of NTSB)

The track from the U.S. Pipe & Foundry industrial facility enters directly into the rail yard at
Bessemer, AL at a point known as the “Hill Track”. This section of track is the standard location
at which railcars are left to be added to oncoming trains. After leaving the railcars on the “Hill
Track”, train A39-A7-12 departed the yard at Bessemer, AL to continue their daily work enroute
back to McCalla Yard in Birmingham, AL.

Train 340-A7-12:

The NS 340-A7-12 train crew reported for duty at 5:45 p.m. at the NS depot in Meridian, MS. As
part of their trip duties, the train crew is responsible for movements of mixed freight traffic
between Meridian, MS and Birmingham, AL. This includes removing and adding railcars at
customers facilities enroute. On December 12, 2022, the train crew of the 340-A7-12 received

instructions to add a total of twenty-one (21) railcars to their train in Bessemer, AL.

The 340-A7-12 arrived at Bessemer Yard at approximately 11:15 p.m. The train was operating in
a northbound direction and was traveling on Main Track No. 1. The train crew secured their train
and separated their lead locomotives from the remainder of their train and moved in a northbound
direction to gain access to the “Hill Track” to pick-up the twenty-one (21) railcars. When adding

the twenty-one (21) rail cars to their train, the train crew would be required to inspect the rail cars



prior to adding them to their train in accordance with NS Rule C-100 and the Code of Federal
Regulations (“CFR”) Title 49, Part 215, Appendix D (Pre-Departure Inspections). '

After lining these switches for their intended route, they reversed direction into Bessemer Yard
and proceeded to the “Hill Track”. This is the standard location for retrieving cars at this point,
and because of this, the train crew stated in post interviews, they were familiar with the location
and its hazards. The “Hill Track” does not provide for safe walking conditions while in the
performance of pre-inspection or brake inspection. With this in mind, the train crew moved the
twenty-one (21) rail cars back to Main Track No. 1 and added them to their existing train. This
is the normal operating procedure for trains picking up at the “Hill Track” while operating in a
northbound direction. !! This procedure is permitted under 49 CFR § 215.13, which specifically
states, “At each location where a freight car is placed in a train, the freight car shall be inspected
before the train departs. This inspection may be made before or after the car is placed in the
train.” In adherence with this regulation, and after achieving sufficient brake pipe pressure to the
rear of the train, the Conductor and CT walked the west side of the newly added railcars. As they
inspected the railcars, they walked toward the lead locomotive, inspecting for defects and braking

functionality.

While the train crew was performing the inspection of the west side of the railcars, radio
communications were broadcast warning them of the approaching train A55-A7-12, which was
operating on Main Track No. 2. Considering personal safety, the train crew could not continue
their inspections on the east side of the rail cars, because it was the same side of railcars as the
approaching train on Main Track No. 2. Therefore, the Conductor and CT took the opportunity to
board the lead locomotive and report the work that they had performed. At this point, no one on
the crew of the 340-A7-12 had observed the east side of the newly added railcars from the “Hill
Track” because of the approaching train on Main Track No. 2. Almost immediately after boarding
the lead locomotive, the passing train was issuing an “emergency’”’ radio transmission after striking
a piece of equipment protruding from the east side of SSEX 100843, which was included in the

cars retrieved from the “Hill Track”.

19 See Appendix C for Code of Federal Regulations (“CFR”) Title 49, Part 215, Appendix D (Pre-Departure Inspections).
11 See Appendix D for applicable parts of CFR Title 49, § 215.13 which permits these procedures.
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Figure 3 — Schematic of accident (Courtesy of BLET)

Train A55-A7-12:

On December 12, 2022, the NS A55-A7-12 train crew reported for duty at 8:00 p.m. at the NS
depot in Tuscaloosa, AL. As part of their regular trip duties, the train crew is responsible for
movement of freight traffic between Tuscaloosa, AL and Birmingham, AL. These responsibilities

include adding and removing railcars enroute, with a final destination of Tuscaloosa. AL.

Train A55-A7-12 departed Tuscaloosa, AL at approximately 10:00 p.m. and reported no abnormal
incidents on their trip prior to the accident. Upon approaching Bessemer Y ard, they were diverted
to Main Track No. 2 at the Burstall Control Point to pass train 340-A7-12. The train was traveling
at fifty-four (54) MPH and moving under a “Clear” '? signal indication as they approached the
340-A7-12, which was standing still on Main Track No.1.

12 A “Clear” signal indication authorizes the train to proceed at maximum authorized speed. See Appendix E at the end of this
report for applicable NS rules regarding signal indications.
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Figure 4 — Photo showing approximate locomotive seating positions. These seating positions would be similar to those inside the
cab of the lead locomotive, NS 6301 (Photo courtesy of Google search)

While traveling northbound, the west side of the lead locomotive operating cab was closest in
position to Main Track No. 1 and the standing train 340-A7-12. Observing the track ahead, the
AS55-A7-12 Locomotive Engineer noticed an object protruding from one of the railcars of the 340-
A7-12. The Locomotive Engineer instantly called out a verbal warning to his crew members.
Immediately after his verbal warning, impact with the obstruction occurred. At 12:01:11 a.m. a
large piece of angle iron entered the lead locomotive operating cab through the window of the front
door. This angle iron struck the CT in the upper chest, propelling him toward the rear of the cab
and into the Conductor and finally stopping after piercing the rear electrical cabinet on the

locomotive’s back wall.

The electronics damage to the lead locomotive caused a loss of power as well an emergency
application '* of the train air brakes. The Locomotive Engineer voiced an “Emergency” broadcast
over the radio and immediately began calling the Train Dispatcher for assistance. At 12:01:55
a.m. the train came to a complete stop after travelling 1,876 feet with the emergency brakes
applied. The Locomotive Engineer began relaying information to the Train Dispatcher and
requested emergency response personnel to the scene. The Locomotive Engineer requested
permission from the Train Dispatcher to reverse his train to the 32" Street public road crossing, to

allow easier access for the emergency personnel when they arrived at the scene. Train A55-A7-

13 “Emergency Brake Application” refers to the emergency application of a train’s air brakes. Emergency application of the brakes
is caused by a rapid exhaust of the train’s brake pipe air system. This action results in maximum braking effort on a train.
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12 came to a final stop at the 32" Street public road crossing at 12:07:27, after traveling
southbound for 699 feet. The Locomotive Engineer notified his immediate supervisor of what had
occurred at approximately 12:09 a.m. The Locomotive Engineer then made a second call to the
Train Dispatcher at 12:13 a.m., seeking emergency services. It was during this conversation that

first responders arrived on-site to render aid.
Locomotive Event Recorder evaluation:

As part of the investigation, the locomotive event recorder data was reviewed from the lead

locomotive of train A55-A7-12:

TIME
(A.M.) ACTIONS
12:01:05 Tractive effort abruptly stops on locomotive
12:01:06 Locomotive Engineer begins sounding horn
12:01:11 An emergency application of the train’s brakes
o occurs while train is traveling at 54 MPH.
12:01:55 Train comes to a stop
12:02:19 Locomotive Engineer places automatic brake
o handle in the emergency position
Locomotive Engineer moves automatic brake
12:03:00 . .
handle into the release position
Train begins a movement in the opposite
12:05:10 o
direction
Train stops at 32" Street public road crossing
12:07:27 .
to await emergency personnel
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Railcar Information:

The railcar that was involved in the accident (SSEX 100843) had a completed build date in
September of 1976. Originally identified as JTSX 100843, it was destined for David J. Joseph
Transportation Systems. After over three (3) decades in active rail service, this piece of equipment
was sold to Schnitzel Steel Industries and rebranded with the SSEX moniker. This railcar was
designated as a “gondola” with high sides and ends, a flat bottom, a body material of standard
steel, and an interior not lined with additional protective coating. According to the Universal
Machine Language Equipment Register (“UMLER?”), as reported via the Equipment Management

the railcar in question has a “do not load past” date of August 2, 2026.

Open-topped gondolas, such as the SSEX 100843, may engage in the hauling of any number of
commodities. Though these materials may vary, the loading (and often unloading) process is

performed from above, using unprecise and often brute methods.

Figure 5 — Photos showing two different types of crane operations used to load scrap products into open-topped gondolas
(Photos courtesy of Google search)

Additionally, regardless of the material being placed within, the product must be dropped from
above, by whatever means necessary, as that is the only access point for loading into the railcar’s
interior. This action, of course, increases outward pressures upon the car body, as the materials
make an impact. In many instances, the only point of egress for what is placed within the car is
also from above. Scrap metal materials must be removed by heavy equipment, either scooping,

grabbing, or scraping the pieces from their resting positions.
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This process is in no way precise and could lead to repeated impacts on the sides and ends of the

railcar. Because of this, often the railcars are reinforced with angle iron that is welded along the

tops of the sides of the railcar’s body.

Figure 6 — Photos showing an open-topped gondola with angle iron welded along the top of the railcar’s sides for reinforcement.
(Photos courtesy of BLET)

During loading or unloading operations, this type of angle iron reinforcement can become
dislodged or damaged. Angle iron reinforcement was utilized on railcar SSEX 100843 and was

damaged while unloading scrap iron at U.S. Pipe & Foundry on December 7, 2022.

Figure 7 — Photo of damaged railcar SSEX 10843 (Photo courtesy of NTSB)
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Post Accident Actions:

After the accident, the Federal Railroad Administration (“FRA”) distributed Safety Bulletin 2022-
01 ' publicly and to all rail carriers within the U.S. The subject of Safety Bulletin 2022-01 was
“Pre-Departure Inspections — Appendix D to 49 CFR Part 215”.

Safety Bulletin 2022-01 gave a brief synopsis of the accident that occurred in Bessemer, AL on
December 13, 2022, and was intended to provide immediate awareness to the entire rail industry

that an accident had occurred and to provide key information to brief and/or train employees.
Additionally, Safety Bulletin 2022-01 contained the following language:

“Specifically, in this Safety Bulletin, FRA requests that railroads review this Safety

Bulletin with its employees to increase awareness of this hazardous condition that
led to a fatal injury. FRA also reminds train crew members that when at locations
where a person designated under §215.11 is not on duty for the purpose of
inspecting freight cars (such as in customer facilities), prior to pulling any cars
and only when it is safe to do so, to perform a proper visual inspection of freight
cars for any protruding objects that may foul an adjacent track from a railcar,
and if observing such a condition to immediately report it... ” (Emphasis theirs)

Probable Cause

The Brotherhood of Locomotive Engineers and Trainmen conclude that the probable cause of the
December 13, 2022, accident at Bessemer, AL was the compromised structural integrity of railcar
SSEX 100843. This compromised structural integrity led to a large section of angle iron protruding
from the car body and into the path of train A55-A7-12, which was passing on an adjacent track.

There were five (5) significant contributing factors to this accident:

e The damage to railcar SSEX 100843, while in the process of unloading, was not
properly reported by U.S. Pipe & Foundry industrial facility personnel to NS. The
damage occurred on December 7, 2022, at 3:40 a.m. The protruding steel was seen
and visibly noted by a contractor, performing work on behalf of U.S. Pipe &

Foundry, later that same day. After being visibly noted, the railcar was then moved

14 See Appendix F at the end of this report for FRA Safety Bulletin 2022-01.
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and stored by U.S. Pipe & Foundry personnel to a track within their facility, which
was in a highly visible location for the subsequent five (5) days, until December

12,2022.

The Conductor on train A39-A7-12 did not discover the damage to railcar SSEX
100843 during the performance of his pre-inspection or brake inspection as
required per NS Rule C-100. Despite making multiple moves with the SSEX
100843 and walking the train with the SSEX 100843 in their train consist, the

damage was not noted and/or reported.

Per Subpart A of 49 CFR § 215.13, train 340-A7-12 was permitted to add rail cars
to their train consist without first inspecting them for defects. Contributing to this
was the known undesirable walking conditions in the location of the “Hill Track”

area, therefore, deterring an inspection of the east side of their pick-up.

Railcar SSEX 100843 had two (2) of the specific defects cited within the Code of
Federal Regulations that someone performing an inspection must be wary of is an
“object extending from (the) side” and “any other apparent safety hazard likely to

cause an accident or casualty before the train arrives at its destination”.

The approved lifespan of railcar SSEX 100843 was approaching its end, after over
forty-six (46) years of service. The hauling of excessively heavy lading, loading,
and unloading via brute-force methods throughout its history, led to car body
damage and structural defects requiring repair and reinforcement. However,
reported mechanical inspections in the prior eight (8) years were solely related to

brake components. None pertained to the integrity of the car body itself.

Regardless of whether adjacent railroad tracks lie within a yard terminal, customer facility, or on

Main Track, a finite amount of space exists between them. Every bulge on a rail car, every piece

of protruding commodity or equipment, and every extruding portion of steel reduces that space

and increases the potential for impact. It is the responsibility of all parties (railroad, customer,

employee, government agency) to take every possible precaution to maintain that separation and

avoid the potential for danger.
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Proposed Recommendations

To U.S. Pipe & Foundry:

1. Develop and implement a program (using the circumstances of this accident) to further
educate employees and contractors in the following areas: rail safety; potential hazards

specific to the industry; and proper reporting of concerns.

2. Identify and implement changes to improve lighting conditions in all areas where regular

switching operations occur.

3. Ensure all rail cars are fully inspected and deemed to be safe to move before releasing them

to rail carriers.

To Norfolk Southern Railway:

1. Develop and implement a program (using the circumstances of this accident) to further
educate train crew employees of their obligations when performing railcar inspections

under Appendix D of 49 CFR § 215.

2. Develop and implement a program to ensure rail customers understand rail safety; potential

hazards specific to the industry; and how to address concerns.

3. Provide a safe ample walking and working area when crews are to add railcars to their train

in the “Hill Track” location so both sides may be inspected without the possibility of injury.
4. Identify and implement changes to improve lighting conditions in all areas where regular
switching operations occur.
To FRA:
1. Revise Subpart A of 49 CFR § 215.13 to mandate that railcar inspection be performed
before a car is placed within a train.

2. Revise 49 CFR §215.121 to include the deformation of a railcar body, beyond specified

limits, as basis for removal from continued service.
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. Revise 49 CFR § 215.203 to reduce the approved lifespan of railcars subject to loading and
unloading via brute-force methods, to account for the additional stressful forces these

specific railcars must endure.

. Mandate changes to enhance lighting conditions in all areas where regular switching

operations occur through all times of day.
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CERTIFICATE OF SERVICE

I certify that on July 14, 2023, I have electronically served upon Mr.
(southwj@ntsb.gov), Investigator in Charge, National Transportation Safety Board, a complete
and accurate copy of these proposed findings regarding the December 13, 2022, employee
Jatality that occurred on the NS as a result of train A55-A7-12 striking protruding equipment
while passing a standing train near Bessemer, Alabama (NTSB Docket No. RRD23LR003). An
electronic copy of same was also forwarded to the individuals listed below in this certificate of

service, as required by 49 CFR § 845.27 (Proposed Findings)

Mr. James Southworth
Investigator-in-Charge, RRD23LR003
National Transportation Safety Board
490 L’Enfant Plaza, SW

Washington, DC 20594
Email:_southwj@ntsb.gov

Michael Chambliss, FRA
Operating Practices, Inspector
Email: michael.chambliss@dot.gov

Brian Stanley, NS
Operations
Email: brian.stanley@nscorp.com

Matt Campbell, SMART-TD
Investigator —- SMART-TD National Safety Team
Email: smarttransportationga@gmail.com
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Sincerely yours,

L. Randy Fannon

BLET National Vice President

Safety Task Force National Chairmen
Brotherhood of Locomotive Engineers &
Trainmen

7061 East Pleasant Valley Road
Independence, OH 44131

James Southworth
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