
UNION PACIFIC RAILROAD 
REPORT OF PERSONAL INJURY OR OCCUPATIONAL ILLNESS 

FORM 52032 
Rev. 11/07 

(1) YOUR NAME (Arst, Middle, Last) (2) YOUR HOME ADDRESS (3) CITY (4) ST (5) ZIP CODE 

(6) YOUR OCCUPATION ON DAY OF INJURY 

c 0 (\ J..V-L +-" ( 
(10) YOUR EMPLOYEE ID NUMBER 

(7) YOUR HOME PHONE 

. (~ \""\) 55 S, ·.:. \1 .. 3 4 
(11) YOUR SUPERVISORS NAME 

(B) YOUR AGE (9) HIRE DATE 

3L:· 03t\S\ 2o\J-
(12) ASSIGNED REST DA'(S 

:';~:r~x\~.1Xi;Jji~~:!:.~:::,~:f.·.~.\~~c"i_·:f~·::~·1:;i;:~'·t:.;\,.:~.(;it~-~,?t~•~~;~~:,.::tle~r~x~~i~9~i~gl?;l2~~[!!~-~-~~~~);:;:~~{:~~:t.;,~;;~;:i;~t~3t~~~~!;~;I~~~i:~frDiii?f;1}, ;;, 
(1) DATE OF INJURY (2) TIME 0 AM (3) WHERE WERE YOU INJURED (NEAREST CITY, STATE, RR LOCATION, ETC.)? (4) TIME SHIFT OR TRIP BEGAN 

~~ \s , 2-C?'-( .s: ~s ~PM ·w ~c.,., ,J '" 02.: 3. c, •. 
(5) MILE POST: \ 'J '2., .(2rMAINfTRACK (6) WEATHER:t!J CLEAR D ·RAIN 0 CLOUDY 0 SLEET 1(7) VISIBILITY:,J2f DAYLIGHT 0 DARK 0 DAWN 

suB DIVISION: .../ 0 YARD · TEMPERATURE JuO 0 
D sNow D FOG D OTHER DARTIFICIAL LIGHTING D DUSK 

(8) WERE YOU INJURED: ~ON DUTY j2J' ON COMPANY PROPERTY 

D OFF DUTY D OFF COMPANY PROPERTY 

(9) SPECIFIC JOB OR ACTIVITY BEING PERFORMED AT TIME OF ACCIDENT/INJURY: 

- v ~~.g.e.::c.~~ -1)y._ *"''" a.f-~ ~r~~ e~t'\C.j 
. \,,~k P..f ~ i ·,cs..-i':;.f\. 

0<\ 
(2) WHAT SPECIFICALLY CAYSED THE ACCIDENT/INJURY: 

~Q....§·. k ~a "- \ "--""'....:..~_\....:.\Lw......;;..::....;..;~'-:-t....._--=-\ _oo..;_;_.$JL.._---'b~A..::;.;\..:.\"-..:.&-l-.;;.. • ...:.. ~-V..=f"..:....::.S-.:c_,~:.==---....l>\.c'-.:..:r..~t\::.:..\ '-..:.'-"..::.:...tA.__,~r"--"'-rk~r;:.!..' .::::(..:::c..:...;-\..:~~~v:..:L.=.. __ 

(3) DID EQUIPMENT OR :roOLS CAUSE.pR CONTRIBUTE TO THE CAUSE OF THE ACCIDENT/INJURY? -~ YES 0 NO IFYES. PROVtCECETAllS ONClUCtNG EOUIPMENTIO NUMBER) 

___ __::..lA....:.Y'l-'-'S::..;c.;::.::f;~~ \rQ\\'l..w,'?'='J., • \ oo_5(... ~"-~l..i;J~ , Mt..c:.-h.Jk ~r q<...a.J =" -\1-- k~i o -

d.'1 V\AM• ~ \o -rc....\(.:J ~c.+ 1.....1 o -(l(:, . ._ c.~ . , 

(4} DID WORK~NG CONDITIONS CAUSE OR C~~TRIBUTE TO THE CAUSE OF THE ACCIDENT/INJURY? -Ill. YES 0 NO 

_. _u.~s te-ft...,, w-~l(:'-VJ.:\'3 , l o .,~ bdt~s+ 
1 

cl.J.'LC-+-iy:~ .\..c-t<tv...s 
IF YES, PROVIDE COMPLETE DETAILS 

""):, 1J..-_ ~~ ........ -

(5) DID OTHER PERSONS CAUSE OR CONTRIBUTE TO THE CAUSE Oi=THE.ACCIDENT/INJURY? c!Zf YES 0 NO IF YES, PROVIDE COMPLETE DETAILS 
0 I 

__ i .~o'=~- L-Jh.b '1"'-d:,.,·":.+c-~ "' (Y\ ~ ..... -\::c:Nt<..... ><Wd\(.J...) a,~.S _, .ID~ll~S,-\- . , .,::.-..c;l c,.,h.o 

(6) NAMES, OCCU.PATIONS AND ADDRE!3SES OF ALL CREW MEMBERS AND/OR OTtiER PERSONS WHO WITNESSED OR HAVE ANY KNOWLEDGE OF ACCIDENT/INCIDENT: 

- _.A.\ \3lAn6"=1 - ,- ·£ns-t'"\s&C" 1 "LY,_s?~ \3 r-ow)") 1 \cG ) "IJY\ct.S+~ 



(1) WHAT IS YOUR ILLNESS OR CON[)ITION? 

(2) WHEN DID YOU FIRST BECOME AWARE THAT THIS CONDITION MAY HAVE BEEN CAUSED BY YOUR WO~? 

(3) LIST ANY JOBCS), EXPOSURE(S), OR LOCATION(S) THAT YOU BELIEVE M~~NTRIBUTED TO YOUR SYMPTOMS (PLEASE PROVIDE DATES): 

~ 
(4) DO YOU ~AVE~ S? IF SO, PLEASE EXPLAIN: 

(1) DESCRIBE INJURY OR ILLNESS: , 

_ . ___ . ~'~~~ . ~~.f. jSc,.~\<- a~- ~-':'.~ E_a.\:'\ 
.(2) WHAT ARE YOUR SYM!>TOM.S? Q 

. . . 1 c..·, !\. ~I'- , ~'\~ k~ , b~ e sh. .. \A..\clL-<-5 
(3) WHEN. DID YOU FIRST NOTICE SYMPTOMS? (GIVE DATE) 

~ - AJ, ~ ..fl~ ~-t ~ ,\1\, )V.C'f 

(4) WHEN WERE YOU FIRST TREATED OR DIAGNOSED? 

f'v\J>.~ 
(5) PARTS OF BODY AFFECTED '-' SIDE OF BODY 0 RIGHT 0 LEFT JZl BOTH 

'(6) WERE YOU EXAMINED BY A MEDICA~ PROFESSIONAL? p YES 0 NO IF Y~S, GIVE MEDICAL ~ROFESSIONAL'S NAME AND ADDRESS: 

· . "?~\. u'N-~"'Vv\ - \3c."'\"'" 5c...-....:n ~ w~ , w r-..eo l TJ<. 

. . ~~\.-.+ l<llj t \.:,tz~ l 5\-\.,....._\d.-u_s" 

(7) TREATMENT REQUIRED: 0 NONE 0 FIRST'JI1D )ZI TREATED & RELEASED 0 X-RAYS 0 HOSPITALIZED 0 OTHER (Explain): 

IF HOSPITALIZED, NAME AND ADDRESS OF HOSPITAL 'Be:.~\. o < S c.o-T-\- ~ W '\-:~ ~-, \\ C. ~LS-i- }Ju.O..'.Ovl G....A.~ 
(8) WHAT TREATMENT WAS GIVr::N? 

Su\ f'-'\'f b<"v\~ \u'\ 0 \'\d.. . RI.v\" , ..._ ~-\'\..lc·v~- . 

(9) MEDICATION INSTRUCTIONS 

WAS A PRESCRIPTION WRITTEN? ¢YES D NO IF YES: MEDICATION 

IF NO PRESCRIPTIONS WERE WRITTEN, WERE OTHER MEDICATIONS ISSUED OR RECOMMENDED? 

0 YES 0 NO IF YES: MEDICATION 

(1 0) INDICATE YOUR CURRENT HEALTH CARE COVERAGE PLAN: 0 UPREHS)Zf UHC 0 OTHER LIST: 

DOSAGE 

DOSAGE 

:-,;;, ::_i{:~)I:ii,::};~_;;;:::::,~~~~r~~9~~~)Knt::~-~HJ~t1~-~~Gt~¥~g~x~~P:i:!~l~§fr.t~~:~~!t!~~~~~,:.t ~:f~~-~~~~~e~~·~~':fl~~;.~~ .. fli1~!~:t~;[{~~~1~-
,1) TRAIN SYMBOL 1 (2) ENGINE NUMBER I (3) CONSIST (Loads, Empties, Tons) 1(4) IDENTIFYING INITIALS & NUMBERS OF EQUIPMENT INVOLVED IN ACCIDENT/INCIDENT 

Mfk.JW'Z I 2.o\.o 24-1"3 - iol.'lg- 2-D\O . 
(5) WAS EQUIPMENT ON j2f MAINTRAC\( TIMETABLE I (6) WERE THERE ANY DEFEC~S IN THE EQUIPMENT? J2l YES 0 NO 

TI YARD DIRECTION--·1 . 

(7) IF THE A!'lSWER TO QUESTION SIS YES, STATE THE NATURE OF THE DEFECTS, IDENTIFY THE DEFECTIVE EQUIPMENT, AND COMPLETE (8) • . 

1J.0.S~f;_ wcJICWAc~j-, loo~ _b.0-i\ctS.4- ~-fu:-.1\vL 1 c c....\-\..l.-5 

(8) WERE THE DEFECTIVE CONDITIONS MA~D? I (9) DID THIS ACCIDENT/INCIDENT RESULT FROM RIDING ON, BOARDING, OR ALIGHTING FROM~~ BEING STRUCK 
. 0 YES jZl NO OR RUN OVER BY MOVING EQUIPMENT? 0 YES l?l NO 

(10) COMMENTS: 

ot.U ~~~ify ,tf:lat tl;le foregoing_ in,fo,rmation is true and cQrrect. 

. · {lt V3tw~ 
(Signature of Employee) . (Signatureot'iss) 

20 15 A\ 


