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Joseph J. D'Lugosz, Hydrologist INFO
Geological Investigations Branch R.F.
Waste Management Project Office
Nevada Operations Office AMA
U.S. Department of Energy AME&S '

Post Office Box 14100 AME & S
Las Vegas, NV 89109 AMO

ACCIDENT EXPERIENCE *Gs & *No TUNNELS, NEVADA TEST SITE

As you requested, we have researched the accident experience for the past ten
years for 'Go & 'N" Tunnels at the Nevada Test Site (NTS) and find no
accidents that could be considered caused by, or related to, unstable ground,
faulty or such geologically related conditions. In fact, I don't recall over
the past 20 years any incidents or accidents that could be directly attributed
to geological conditions.

To support our finding, I am attaching copies of (11) injury reports that are
connected to the above tunnels and period. These represent the most serious
(disabling) injuries. The details of a December 30, 1975, injury to a
Sylvian.B. Gilbert, Fork Lift Operator, is not available since Hr. Gilbert
terminated employment and his personnel file is inactive, It is known that
Mr. Gilbert suffered a fractured right leg, and since he was a fork lift
operator, in all probability his accident occurred at the portal where fork
trucks are utilized.

.Only one case relates to an incident that is perculiar to mining or tunneling.
It occurred on August 2, 1983, to Felix E. Romero when a slab of rock fell out
of the back (ceiling) and struck him. It must be pointed out, however, that
Hr. Roncero was in the process of rock bolting the unsupported portion of the
tunnel that had been mined the previous shift. Rock bolting is part of the
standard procedure for tunnel support and, while every effort is made to bar
down (pry loose) loosened slabs to lessen the danger, some do go undetected.
This is recognized as a hazard of the trade.

ACTI _
CC: .L2ny,)1&e -
CC:
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If I can be of further assistance, please contact me at 295-7400.

O~tI^':AL e;:DE
nI,§. ~.: r'ag :..*e11

Collin W. Dunnam, Manager
Occupational Safety & Fire

Protection Services

CWD:QWG:MT02H:pg

Enclosures
As stated



... .. E&Ards TIUW v. G. Fn as

C. W. Dunnam Hwsrz

August 8, 1983

LOST TIME INJUR~Y

s injured
Xo yvUuu ich fell out

of the back in the Sf7 drift of tUN2 in Area 12.

FIKDINGS:

1. Occupational Safety was notified on the Las Vegas pager at 1756 hours.

mas standing on a 10' step ladder when the slab fell and struck
A * he, fells his head hit the boom of the Junbo; he then landed on
his back on the botton of the Arift.

3. as with a crew rockboltinoa portion of the drift that had been
eTunsupported by the day shift. (Eight to ten feet of ground was
unsupported.)

4. The ground in the area was known to be 'slabbyr. After the drift was opened
and the ground sat unsupported, it began to pop under pressure and slabs
broke away antd fell.

S s taken on a stretcher frao the accident location to the portal,
was turned over to Medical.

CONCLUSJONS:

1. The direct cause of this injury was the fall of the slab.

2. The open drift was left too long before ground control was attempted.

RECODAiATJ OhS:

1. Hiners, shifters, tunnel walkers, and supervision should be reoriented with
CFR30 Part 5X, Section 67.3-22, miners shall examine and test the back,
face, and rib of their working places at the beginning of each shift and
frequently thereafter."

2. All open ground should be supported by rockbolts as soon as possible after
an area is exposed.



Ho. 9. Edwards THRU Xl. G. Flanges
August 6, 1983
LOST TIlE ItJUIR
Page 2

3. Safety meetings should be held frequently using this accident and proper

ground control as a subject.

Please let me know by August 22. 1M3, what action has been taken on our

recwmnedatIons.

CVD:AJL:cak 
X

cc: H. D. Cunningham. K/S 55

?O
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R3rO- RICAL & ENGINEER1 o INCC P. 0.Sn. 14400 * Los Vegas. 11< ACCaDENT INJURY REPORI

_. UNION £FPSLIATON *. &LE Of IRtPORTF

Ltborer6-8
_wS. IOFI TELEPHOIA S. COST CENTER

543-0J14
a00 v - LPE I.0vC . SOCIAL. SECURITY a

pe vC -ie-o .0O Ts," 0aVems -V 8 I. 51
9. LOCATION IF OPFERENT FROM MAIL ADDRKSS - ESJSN WEB - _ .K

iT. oCCUPATION IS. vSIuT I4. STATE IN IS. How LONG EMPLOYED WITH l V
WHICH HIRED COMPANY IN NEVADA

IS. PLACE Of ACCIOENT SPECIFIC LOCATION ARCA T s I.CATE or 0
QLV

It tl' 12- M 0 v _6-2wt
a,. DEsCRgag ACCIDgwT: NeS 60dy eartfs) injured and She ojeni or .substa"e irniied. Descri gcals and speeifir aetros shieb resulted in 1Ie

injur or oc'uputional disease.

While tooetkin tI M fiat car to S enrgiZCW th trLi MX f r not-caumbt by the pin o- the

t2. DID INJURED REPORT ACCIDENT TO MEDICAL AT ONCE YNtES El NO 1EXPLAINI

23. DID HE REPORT ACCIDENT TO HIS SUPERVISOR M NO YES NAME DATE TIME

Cecil Ree 6.2.83 lediately
4. WERE THERE WITNESSES TO ACCIDENT C NO .EMS fGh Nesmeaj

,hmae unxv
ZS. DID ACCIDCNT OCCUR ON COMPANT TIME AND WHILE AT a2. DID J

REGULAR WORK E NO S 1. I

al. LIST NUMBER Or PERSONS INCLUDING AGES. RESIDING IN USA WHO ARE DEPI

No. or DepeOENTS _ GCE

LCCIDENT OCCUR ON EMPLOYER'S PREMISES
MO Crs

INDENT UPON TOU FOR SUPPORT

MS. I CERTIFY THE ABOVE IS A TRUE STATEMENT IN ORD R s ITS F THE NEVADA INOUS S
OCCUPATIONAL DISEASES ACTS.

SPatieua's Siata,,l Del. A
St. PLACE or FIRST TREATMENT -I. N ILOSHA RASLC

Arsm f12 medical al683 IN 0.5 OUT 0030 0 '

PLACE Or SECOND TREATMENT .ATE RLE
* .Mercur edcL 62-83 SN am.2O OUT 6-3-83

.- DO NOT FILL IX BELOW WMEN REFERRING PATIENTS TO OTHER N.T.S. MEDICAl. FACILIT)
85. DIAGNOSIS I isw Typel 84. TREATMENT

tx=a Cn - 1 r Of2ru. teAeineIn. . . - 7 90
.~M Tg __ .T.Meen

11-11 7 -I.-,

� z

P,
t

S$. X-RAY TAKEN: freS 0 NO At O

38. FROM THE INFORMATION RECEIVED ABOVE CAN you DIRECTS

TIS ACCIDENT AS JOB INCURRED . 0 NO EJ[=S

St. DID ANY PREVIOUS INJURY OR DISEASE CONTRIBUTE TO THIS

MO 0 VsE fExplaw

40. DOES THIS INJURY APPEAR TO HAVE POSSIBLE FUTURE COMPLICATIONS

O NO D YES {iEQeft VUknown

14L DEGREE OF FU|LL DUTY LIGHT DUTY MIO ID TV ;T
VISASILITY bAYS DAY! t_



U Reynolds Electrical G Engineering Co., Inc.
MEMORANDUM

To R. D. Edwards THRU V. 6. Flangas U&

frycm C. V. Dunnam

oate October 8, 1982

Subejt EYE INJURY

! in the extensometer drift, 6-Tunnel
Complex I It mIjury his right eye when he was struck by
the end 5I"T"WITD~iger. The hanger was used to hold a two-inch air hose and a
one-inch water hose to the rib of the drift.

as attempting to lower the hoses and unhooked one end of the hanger. The
oi6sfell and the hanger flipped out and the end stuck him in the eye.

FINDINGS:

1. The accident was reported to Occupational Safety.

2. w as perfonming a routine Job,.

3. was not wearing eye protection. -

4. _ was a shifter at U12-G.

5. The hanger and hoses were approximately 61 feet above the bottom of the drift.

CONCLUSIONS:

The weight of the falling hoses caused the free end of the U-shaped hanger to flip
out in one quick motion.

Eye protection (safety glasses) would have prevented the end of the hanger from
hittin g_ eye.

RECOMiENDATIONS:

1. Supervisors should enforce Safety Code P-9 in all underground areas and
surface support areas of every tunnel complex.

2. A safety meeting should be held as soon as possible, reviewing the cause of
this injury and possible prevention through use of proper eye protection.

3. Safety meetings on Safety Code P-9 and the advantages of eye protection should
be held at frequent intervals.

Please let me know by October 25, 1982 what action has been taken regarding these
recomnendations.



t. Reynolds Electrical i- Engineering Co.,iInc.
MEMORANDUM

To H. D. EdwaIds THRU W. G. Flangas

From C. W. Dunnam C .

Date January 5, 1982

Subject LST TllE iCCIDENT

Arej

I had just finished cleaning out the a
rod. He was standing bS 9

watching the drilling operation.
over and.cane in contact with the drill rod.
ails wwas wearing began to wrap around the
it. 1WF" slack in the coveralls was taken up _
the rod.i made approximately two (2) revol

_ to Hn controls on the drill to shut it off.

a 12 at "NW Tunnel's
Lary driller helpert

had over to
dr4l"erq

I reached
At this points the cover-
1 rod, pulling him towards

began roLating with
EHFiound the rod before

At thi 2,
freed
went
had him ley

_m_ ine inspector who wasu
Tr nfin f his coveralls. W
1 got up and walked over to a core box,, here
arrived.

REXCOMMNDATIONS

1. Working around moving shafts/rods should be discussed in safety meetings.

2. T'I1llers should make each drill helper aware of hazards on operating drills.
This should be covered at. the start of each shift.

CWD:FAS; sjb

ccs H. D. Cunningham
Central Files



Reynolds .Adectrioal & Enginee:...ag Co., Inc.
MEMORANDUM

To W. G. Flangas THU H. Runnele/A 4i

Fxom C. We Dunnmam k _. m.

Date March 16, 1976

Subject DISABLING IN3UR

on
mechanic foreman in FODIDOD, sustained amputation of te itp end of his
left middle finger. i

FINDINGS

as showing i Ot of FOD/DOD) how to
operate the concrete blending machine. was standing on
the opposite side of the machine out of eir dew.
stopped the macbine anIteached Ito the ne
to see if there was any rrjrIlw heel. At ths time, .the machine
was started thus cats mt iddle finger between the
measuring wheel and the housing.

CONCLUSION

* The concrete blending machine was not tagged and locked-out in con-
formance with REECo Safety Code P-13.

Please let me know by March 30, 1976, what corrective action has been taken
to prevent recurrence of similar Incidents.

CWD:3DRE:cm



Reynolds Electrical &Eni Irineering Co.,rinc.
E4 DANDUM

To W. G. Flangas THR

From C. W. Dunnam Q l

Date February 2, 1978

Subjsect PERSONAL INJURY

On Thursday,
Ul2N tunnel, a, lir foot section of 41 c
ruptured while under pressure during a pump-dem
the hose to strike r
assigned to FODIsustained inJ
a result.

I in the by-pass drift at
rete placement hose
C ieraion, causing

oth miners
lies to oth ankles as

Industrial Safety has completed a preliminary investigation. A group con-
sisting of representatives from FOD/DOD and Industrial Safety is investigat-
ing the incident in more detail.

FINDINGS

1. A concrete pour had been made in the by-pass drift prior to the incident.
The hose ruptured after the pour had been completed and while operations
were underway to clean the remaining concrete from the pump and from
one section of hose used in the pour.do:W

40.*'I4'

2. a shifter who was working on the crew that made the
pour, sta es tt the twenty-five foot section of hose which ruptured had
not been used to make the pour.

3. The section of concrete placement hose which ruptured had been coupled
to a section of hose already attached at the pump and used on the pour.
The additional length of hose was added in order to reach the Moran car
so the remaining concrete could be pumped back into the car.

4. The concrete pump being used was #77531 "Pump-It" Model lOON. The
pump has less than eighty hours of use.

B. The concrete pump is set to 4. 000 p. s. i. of hydraulic pressure which
would deliver a maximum discharge pressure at the pump of 700 p. 6.ni.
The relief valve on the pump is set at 5, 000 p. s. i. of hydraulic pressure
making discharge pressure in excess of 900 p. s. i. impossible.

-6. The 4" concrete placement hose is rated by the manufacturer at 500 p. s. I.
working strength and 2, 000 p. s. 1. bursting strength.



W. G. Flangas THRU D. L. Fraser
February 2, 1978
PERSONAL INJURY..
Page 2

7. The discharge nozzle on the concrete pump has a 6-1/2" diameter.
Two metal reducing fittings were attached to the pump to obtain the
required 4" diameter coupling for the hose.

8. A Safety Engineer was at the location minutes after the incident
occurred, but was not informed that there was an injury involved.
Upon returning to the location, all involved equipment and personnel
had been moved.

9. Concrete hose is normally stored inside the tunnel away from sunlight.
The hose is several years old however visual inspection revealed no
signs of undue or excessive wear or abuse.

10. FODIDOD has written guidelines for safe concreting procedures to
be followed in making a pour and cleaning the equipment and hoses.

11. The section of hose which ruptured had not been inspected prior to
use to locate a possible blockage.

CONCLUSIONS

1. There may have been an obstruction in the hose itself which caused
excessive pressure buildup in the system.

2. Due to the fact that the ruptured section of hose had not been used for
the pour and was not slicked up, the viscosity of the concrete may have
been too great to allow the concrete to flow easily. The resulting fric-
tion inside the hose coupled with the pressure moving the concrete may
have created enough excess pressure to rupture the hose.

RECOMMENDATIONS

1. When incidents like this occur, Industrial Safety should be notified
immediately and the area should be secured so that a timely investiga-
tion can be conducted.

2. FOD/DOD guidelines for safe procedures in concrete pouring, as written
August 21, 1970, should be followed.

Please let me know by February 24, 1978 what action has been taken regarding
these recommendations.
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M. D. Edwards TM W. S. F1099a

1X( C. W. DOumQRIGINAL SIGNED BY
F. J. STEPHEHIN,. JR

March 7. 198*

LOST TDE WUR_

I une walker assigne to FOD4~
wben As s by a doraled flatcar-mountd

k tho main tdrift of Ma2p.VD. was ertously Injurd
Bom groat p=.

, _ _ _

1. The Scciat was reported to anvesleated by Occuational Safety.

2. The taIA V" traltag 1ato t tumnel.

3. The train consisted of four pltow of rollis stock Is the followigt
order (front to rAr)I car 0501015i, .tt a grout puP (74459
permuently sounteds flatcar 072701; lctiv. f721SI1 and man car
172796.

4. TheI rator was and the snupr was

*S. The frame of the p car vas S ft. wide vw 12 ft. long. The weolbase
was 60 In. lona. Tbo rar coupler. coupled with the flatcar* was at tbo
proper coupler for the hitch Cs" attachW laspeCtIoR Rport). The top
of the brokea coupler pin was found on thb left side of the drift about
S ft. from th point of Impact with ta water pipes and where Gray was
struck This coincides with the positioA of the tan pp car coupler at
the tim of impact. The ruantai plrt of the pin was found In the
coupler -and was cent In the botum section.

C. TUQ Bean pMp car etanled to ttw right. ang tt* riot front cornor
struck the 30' In. vent pipe' rding along the itat$ sid* of thp drift at
Statimi 13490. Th right front corner of the piw car caught against a
vvnt. pipu conaectio arnd jad the pipe flat against the rib. The roar
of the car swung to tAn left, bit Grey on She right log. ipied the lOg
bettwe. the comer of theo car and the chilled watmrilins, where it ca'
to a stop. T" front of tho flatcar derailed and swung to the left itth
the roar of tho pump car. Thi rear of the flatcar swung to the right and
daralod with tW front of the locouottva. The rear wheols of the
locomotive styed on the rhal1.



! ._

. p.

N. MDO TM W. Y. fFlaUa
Marc 7*. 19M
LOST ThE h1
Page 2

7 vas walkiag toward th pwal on the left side of the drift. The
t string was on Use right s16* of the driftt. lbrally. ttos

working wi4rground are orlientd toward walkiag an the ltght slde.

S. There ms a 1 in, rise i1 the track bet"e Station 12436 ad 1246.
At Statior 1,3405 thtre was a low spot to the left rail of the trark,
appxiately 4 In. below the rtiht rail. The track ye 36 in. wide from
center-to-cnter of the rails. At the point of Imact the right rail was
2r2'fro the vent tins. This placed the croer of the pwp car 10 In.
from the vout line wbe tn weels were ok the track.

. The drift as 9 ft. wide MmUsw ppnt tothe water sad air servce
pipes on the left sid.

10. At ite tI of the Investigation, t trsta d ben backed up 10 ft. to
role& uhh clear * way ftr his to be remond the tbe acdent

w upportv III the pU P W wved free1ng hisIWO. b the app.ed a tournIquet to *g nd pvc hi first
aid until a stretcher was brought In aii was transported out of the
tuamnl.

12. An Inspectioa of the ltiwt nattw, ers d ean pw* car was ordered
by Ocapatioal Sfely. Ieults of the inspection are attache.

13. Te mommr and te UnAl Ol r the injured party) indicated
that the train speed was not ex*ss1Vi A WST security inspector who
Witossed tt* accident stated that. 'The train seom to be 9oin too
fast.t' Ho -lso stated tha the Dean pimp car was wsavtng prior to the
derailment.

1. The direct Cause of the Injury was the derailed pump car ptoning Gray's
leg against the SB ins chilled water line.

2. The wt likely acctidnt icnrtio was as followas

a. TYe shrp rise IA the track and an already defective coupling caused
the pap car to start swaying.

S
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MI. . W*ard THWUV. S. Flaws
karch 7, 194
LOST TDE Do
Pag 3

b. The low spot in the track alloved first th front whee and then the
back vhwl on the left sid to dip &wn.

c. This ction ciusd the wheel on the tight front of the pmp car to
bowe light ani increase the swayig ction.

d. As th right frt Whet lifted high enough to clear the wheel
flangq, the swaying action pushed the front of tho car to V* right.

*. VtWn the frons of the car wv" Just 10 Is. to the right, the corner
caught ths connecting rings on the nnt tln, causing the car to
Owing ta the vent line.

f. Te rear of the car was forced to the loft, carrying te front of tbo
flatcar with It.

g. Vhn th front of the pWp car contacted the rlnr.t rib, It stopped
Abruptly and the r aMr contied to wing until It contacted the pipes
on the left rib.

h. The car then stopped cmletely.

1. The flatcar coupler Jammd Into the pump car couplers shertag the
top of the pin.

J. The rr of the flatcar swung to the right a the front stopped
aatiat tho puap car.

k. The rear of the fletcar derailed to the right and caused the front of
tlo locImiotive to durall to the right also.

3. Contributing factuors werv as follom

a. Track conaition - Track conditionso especially the low spot In one
track and the 16 fr.. rise In approximtely 30 ft. were mJor
contributing factors.

b. Train ampos1tton - Pushing two cars, with the heavier car leading,
Appaetly helped creato the forces which Initiated the swaying and
eventual 4eratiment.

I
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u. . Edar* Tim Y. e. f n ges
Karch. 196
LOST T E ZIM_

Pae 4

c. Doupler somitien - Th im rsized d worn coupler and pin probably
coneritrite to the weaving of the IBen pump car end created the
ft swhiCh r"lted In te dralmyat.

_ Was eat walking on the lighted sidS of the Unnel. ti Conflict
lastrctios generally provied to underground workers. As an

experlemed unterground supervisor nt rqu t fred to be on a
specific side of the drift. Mg position was certainly not a fector In
the deralment He could May been Injurod walking on either sid: of the
tracks. Vhl position was not apparently a contributain factor
In this acci reason for his choosing the 6nonre _ndeOR sid*
Is at Clear.

S. The physical eviime me tatemy faMl to establish that the peed of
Us taiests wasensuve r Yu a significant contributing factor? albeit
the cdance &O consoquoha of drailmnt obviously increase with speed.

1. DOevelop and iIplunt a written. augitable program for track inspction
and mainne.

2. Demelop and onform written prooetres for train operations to Include.
6vt sot k lotited tot

a. Train comos1tion - To cover limitations on sumber and type of cams.
NW lacet of cars in the train rlative to each other ant the
locomtlIve i... apporate restrictlonts on pushing carg, placWmt
of havy ears, etc.

b. Train Inspoction and maintenanco - with ephasis on running ger and
couplers.

3. Verify that the lighted aide of the drift Is tho rncan d side for
walking In and &ut of NW Tuane1. .If the 11ghtd side Is M the desired
side, orientations to underground workers should ba changed. If the
lighted site Is the desir*4 side, all personnel, including REECo tunnal
supervision, shoulf walk on the lighted side.
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I

H. S. Efaorm TMIf
UArCh 79 19S4
LOST ThE noIRPaps I~ t

0. Flaps

-4. Cc* ct a sfety mattrian
orounl Involved.

prOer klup and operation of trains for all

PIlsy let m knw by karch 21., 19gU what ataon has bm tikeR regarding sar
Mcomotonm.

W:ASLic-ak

Enclosur
A& stated

=s H. O. CM hus. ufwcl.. Ws S1
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*. 0. DE.and TIRI V. . Unau
Originml Signed f e _
C. W. 0DMnaM

srCa 23m. 19U

LOST TIME VKtRY

In A 12 1 If
lost-ma Trom a flatcar resulte la a oft tfi Injr

Waar astsied to FODA=. . ,m a, m s re
transportintwo 40 ft. sect1illtT 1nto the tv net. i m of the
fells wiQ to the right and contctod the right rib. Th. othe r the
call lodgd Itself between the frmw ead body of'tke muck crt was
riding to mg upende It. In the courso haPWIOP,, the tof
tUs ick car oped and closad. catching 1eft foot and fracturfng two

1. AccAdent was rported to and ivetigated by Ocupational Safety.

2. Te two flatcars were conncted with a drawbar. so that the cars would
be separatedenooh to support the rails..

in w±ing as-the sapr rmWing In a wnc ca r at tbe front
of tbe tzao* whih is the Proper position for this Jot

4. TM two rails being transported vera smt sured to the flatcar by any

F. Excessive sPeed does not "W to he a Contributing factor.

6. Niso demage awas tecurred to the lft-vont Ilia and to the r1ght sida of
the trocd.

It bas ben concludW tat had the rails bee swered on the flatcar by a
btider, chain, or any othor acceptable ise. this accint could av boon
prvnedi.
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No P. IE~rd TMA
Nardh 23. 194
tor TrE Dow I
Page 2

v. 0 nes

WMWMA~nM

1. Tte tunnel muperintenadft should instruct
for loading. ecuring, eand iasp.cting all
treai.

his personnel on th procedures
loads going Into the tunnel by

2* The tUnel sperintendent should ciso review with his persowl the
proceures for&

a. TomweI Trat Intspctfor an Operation

b. Tunnel Pedestrian Traffic

c. Tunnel Track Inspection

3. A disciplinary ction polfcy sbold be formulated to ensure that the
motormn and wasper casVy with Safety ode T-1, paragraphI 15. similar
to the responsibility placed an truck drivrs and crane oprators.

Pl"sae lt - knm by April 6. 19 the action taken
reCc ndations.

In regard to the above

CO&FAS ak

Office. WS 555
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H. D. Eduards T1J V. G Flanras

L.W. V""I° J

Vay 17, 1983

L

LOST VORK DAY CASE

O _ _ _ _ _ _S^E~ ; !ana ? .. i ~ . p.I U Iw m.~ ' w ' p1 n m n OV *h ai M lD
extra heavy duty driver

bones when the handle ofsaaawsmi b.nr stru c hw i. %

a ch.lza binder struckc him3. 0. NW%,,.9% %P w .b.. W B

_h had rade a delivery to the
process of releasin7 the chail bi

in opening the binder. fall
"J. The handle portion struck I

laceration. 1k was.ted1ately 1
Sunrise Hospital. Subsequent exa:

CONCLUSIW:N

it is obvious failed t1
Apparently. ho pewfomed the task
ell aware of.

RECOMENDATION:

This case should be a subject of A
use load binders, cheater bars, at

krea 12 R-Tumnel portal area and was in the
iders that secured the load to the truck.
led to stand clear as the binder lever sprung
Aim In the face, caesing the fracture and

Iven medical attention but was referred to
sinations detemined that surgery was Indicated.

stand in the clear when he opened the binder.
without considering the dangers that he was

safety meeting of those
id caw-alongs.

who have occasion to

cc\ H. D. Cunninghaw, HIS 555



REYNOLDS ILECTRICAL IL ENGINEERING Co.,. CS. P.O. BoaL 14400 Los Vegas. NV 69114.
I

ACCIDENT INJURY REP
-

.0
I. PATIENTS NAME I. DATE of REPORT

10-13-75
a. ATSICT1 HOME ADDRESSa *. COST CENT~IF

543-J10 sm Mc
5.PATIESITS ACORESS AT TAE or INJURY S. SOCIAL SECURITY NiO.

same as above
7. FULL NAmE L ODRESS Or EMPLOYER

Leyndidds elec.t Eng. Co.Inc P.pBox 144o0 La. Vegase Nevada &M4
to. OCCUPATION *l$IPtI. STATE IN IwHICHI IS. HOW LONG"r EMPLOYED WITH NW* Is. AG

muck machine operator t I Rev COMPANY IN NEVADA
'II.DT 5o ACCID

I,. PLACE OF ACCIDENT 14.cific Le.Ion Aose) or ISneet. City b St) .n. O AC

NI tunel, Area 12.. Nevada Test Site _ 101 T5 .o82c.
1,. DESCRIBE ACCIDEuNT: ~ ~p~a uwgm * aeta usac ~oht etl*e~8w pe~reIeamIc em~dI

in~ ot, oeceaaitiotgi seesq.

"Y1vi~causaht betveen the mucking machine and a rib of the tnnnel -

20. O05 INJURED REPORT ACCIDENT AT ONCE E) YES M NO IExDItsJ

21. oDO WE REPORT ACCIDENT TO HIS SUPERVISOR ONO I(YES (Gitv Nam. veto. rTorI
_. Hassey

S3. WERE THERE WITNESSES TO ACCIDCNT 3NQo E YCS (Gim Names

SS. DID ACCIDENT OCCUR ON COMPANY TIME AND WHILE AT Z4. OID ACCIDENT OCCUR ON EMPLOTER'S PREMISES

REGULAR wORK Owo Mres I ONo s ES

is. LIST PIERSONs RESIDING IN U.S.A. WHO ARE DEPENDENT UPON YOU FOR SUPPORT

NAME RELATiONSHIP AGE AME RELATIONSHP At

It. S CERTIFY THE ABOVE IS A, YrRU STATEMENT IN OR Vtin~aA A INDUSTRIAL INSURAN"Ce a
OCCUPATIONAL DISEASES ACTS.

fpuease Sgiratwa var, 10-.3-72
7. PLACE OF FIRST TREATMENT l E $5. "OUR o*. OSHA REPORTA

1-1 Ufa== -dfo 3-7-045 D a ONO
DO NOT FILL IN BELOW WHEN REFERRING PATIENTS TO OTHER N.T.S. XEDICAL FACILITY

is. DIAcNOSiS lGive Tyj 2. TREATMENT

_ C Mpt Mner leg, lac. b (L p ea , emerol 50 mg. @ A 12. Norylkine sulfate 15
COntusion ES (R) Me1ral area t rf of aEiteri r tacengtons cleansed and dressed.

Aor len side o fea LVs. -
3.ax ]ContusionR. kidney_

SS. X-RAY FINDING$ rEmus
fracture of anterior of left side of pelSy

34. FROM THE INFORUATION RECEIVED ^AOVE CAN VOU DIRtCTLY CONNECT a tEo OFFSITE TO:

THIS ACCIDENT "JOe INCURRED ONo. E;VF

St. W "Y JLW IOUS INJURY OR DISESE CONTRIBUTE TO THIS INJURY

3S. ES THIS INJURY APPEAR TO HAVE POSSIULC FUTURE COMPLICATIONS S. HOSPITAL f(H.. 6AUbeas

NO DYE tIcs tEpIu . . S MM

40. DEGREE OF IFULL DUTY. LIGHS DUTY O DUTY FATAL

I DISABILITY I VtAAI r DAYS

40. DATE LAST WORKED

In.1%-7|;
14. DATE RETURNED To

.__ w _ . . _ 7
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REYN4OLDS ELECTRICAL & ENGINEERING , INC. 0 P. 0. tax 14400 0 Los Vagos, NV ii ACCIDENT INJURY REPO
It. UNION AFFILIA7ION A. DAtE Or REPORT

_ _ _ _ _ _ _ _ _ _ 2 - 6 4 1
S. NOblE TELEPHONE 0. COST CENTER

543-014
L j a = r _OCI CURITY NO.

fEcynolds Elec& PipE Co Inc P.O.Bw-- 1:;400 Lat Venic., 2xy F,,l4
0. LOCATION .F DIFFERENT _R MAIL ADORESS * F.NP9X II. sex

It. OCCUPAtION II. SHIrt 14 STATE tN I. NOW LONG EMPLOYTED WITH 1S. PATlI SIR? * 4
iner |day IN cm RES IC COMPAVW 1E0n1fA

IS. PLACE Or ACCIDENT SPECIFIC LOCATION AS 1 In DAT;SrrS AF oIT S Or AC
tf " *tIinel I_ _ __ D__ _ _ _ _ __ i .o

21. DES RI E A CI ENT linwo y or st upatioxal d hseuae.

Leedoaff a ladder to avoid icincr hit~ b'v a niece of' falin xtee Kn RAgbg nn A Vm414o

tyl th vlvht �Aftf - tloll A"qft"^-pq#-m 9�msl-r C-,: Aimmuo. - " .

_ _ _ _

---- ---- ---- - -�- -K.,

-vS e V-T.

2t. D10 INJURED REPOR ACCIDENT ¶0 MEDICAL AT ONCE YTES D NO VEXPLAINI

ts. OtO ac R*ORT ACCICEN? TO Ill SUPERVISOR [ NO O YES NAME VA T|E

an 71last wae udwi-wr
*. WERE tHERE WITNESSES TO ACCIDENT a) NO Q YES Ill. NuMeel

3S. DID ACCIDENT OCCUR ON COMPANY TIME ANO WIHILE AT *S. OID ACCIDENT OCCUR ON EMPLOYERS PREMISES
REGULAR WONI 0 NO C YES | NO M YEt

*t. LIST NUMbER OF PERSONS. INCLUDING Ares. RESIDING IN U W ARE DEPENDENT UPON VOU FOR SUPPORT

No. OFr DEPENDENTS 015 bwOusEs 0IRST NAME

80.4 CERTIP? THE ABOVE IS A T UR STATEMEN OUSTRIALI U CE
OCCUPATIONAL DISEASES & CS,.

t5.9 LACE OF FIRST TREAIMENY 30. a 1T SR. OSHA RECORDAS

Z;ercury .- edical Aacility ..T- . IN 1553 OJT 3.02 3 0 No Mo a
PLACE 6c SECOND TREATMENT DATE RECORDAI

IN OUT 261

00 NOT FILL IN 6BjO' WHEN iEFERRING PATIENTS TO OTHER N.T.S. MEDICAL FACILITY
Ub. OkAUNOSISI 9C p4eI #4. TXeATMENT

wow ~~ CAL C-L .--.C1 !mv

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _. C

JJ. XRAT TAKEN. TIES 0 NO
FINDINGS: -T . *.. -, .- *t, Fir

s. rFRoM THE INFORMATION RECEIVED -Aroi CANl X DIRECTLY COgNNECT 37. REFERREC OFFSIT TO FIRS"ichm's Name 5 AdwsaJ

tH1S ACCIDENT AS JOB INCURRED 0 NO I YES

58. DID ANY PREVIOUS INJURY OR DISEASE CONTIBUTE TO THIS INJURY '

ND C3 YES (Exa*Iie

40. DOES THIS INJURY APPEAR TO HAVE POSSIBLE FUTURE COMPLICATIONS St. HOSPITAL fNme &AFdesu

xwd-o 0 yes (Eatoai .
-~ YSV s.U.E. 180 V. CdruI=TOJ BLVD. L.V.
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