B NS F EMPLOYEE PERSONAL INJURY/OCCUPATIONAL ILLNESS REPORT

Each employee incurring an in|ury or occupational illiness on duty and/or on property must fill out this
section and foard entire form to their supervisor.

i B | DATE OF BIRTH T SENIORITY DATE | socw. L SECURITY NUMBER
ADDRESS OF INJURED PERSON (STREET, CITY, ZIP CODE) TELEPHONE NUMBER
LOCATION OF INJURY (CITY AND STATE) MILE POST | STATIONNO. DATE OF INJURY | TIME ] ,
' - ' D AM D Mmoo

Il Occupnﬂonbl Illnau (Rnbctlﬂva trauma, atc.)

urpll tunnel, hurlng lon,

“[WHEN FIRST TREATED?

TEMPERATURE (Deg LITY Wi DUSK WEA CLEAR RAIN SLEET
| ] W s R s RS O S Ry =
i ' : CLOUD E:] FOG Dsuow

DESCRIBE FULLY HOW INJURY OR OCCUPATIONAL ILLNESS -

FeS

DESCRIBE INJURIES OR OCCUPATIONAL ILLNESS:

Was the accident caused by the conduct D yos D no If yes, please describe:
_lot any person other than yourseit? '

Could you, by more care on your part, yes no- I yes, how? G .
O" 3 S
have prevented your lnjufy? :

NAME OF ATTENDING PHYSICIAN: ADDRESS: i

NAME OF ATTENDING FACILITY: ADDRESS: .

IF INJURY OCCURRED WHILE WORKING WITH ON TRACK EQUIPMENT, LIST INITIALS AND NUMBERS:

{

|

|

|

|

i

TYPE OF MEDICAL ATTENTION ADIIINIS‘I’ERED (PRESCRIPTION BRACE, SPLINT, ETC): . S ﬂl

DEFFECTS INVOLVED: E:]Noﬁe - [ Mactmery D STRUCTURES D Eouumsm D OTHER DEFECTS

IF ANY DEFECTS INVOLVED, IDENTIFY AND DESCRIBE:

[
'

if yos, ploase state dats, piace and part of body injured:

Have you ever sustained an injury before? D yes gno
IMPORTANT: List All Persons Who Witnessed the Injury or Can Give Any Inf
NAME - . OCCUPATION

ormation About It:.

ADDRESS (Show Street and City)

BNSF Employee Number

Signed Date

ANSWER ALL QUESTIONS FULLY (Use Reverse Side lf Necessary)
NOTE: IF EMPLOYEE IS UNABLE TO COMPLETE THIS FORM, SUPERVISOR MUST COMPLETE AND HAVE EMPLOYEE SIGN.



