FORM 52032

UNION PACIFIC RAILROAD , e
REPORT OF PERSONAL INJURY OR OCCUPATIONAL ILLNESS

2.RULE:1:2.5:UNION PACIEIC RAILROAD: OPERATING RULES: STATES 'AII cases "Of: personal in}ury, whnle-on 'duty;or.on'company:property, must.be immediately: reporte'd fo:th

*-proper.manager.and:thg prescribed form: :complatéed while;off duly that-will -way.affect:employee pg f'dulies;mustbe reported.
roper.manager.as. soon:as,possib e‘injured €l ) i WWMiNg 16°SET II'cases: foccupahonal filiness‘must.

simmediately:reported 9/the proper: id.hi ortinjuries'and.cectipationaliiline

. meet cerlaln‘medical treatment:cril the

+follow=up visits:: Belo :

hefore;r

':-fdosaSes, Lost: hme instrusclions;-Work ;

INSTRUCTIONS: Answer aII questions in each appllcable section in your own handwriting as soon as possible after an accident/incident occurs if injured,
either on or off duty or if you are reporting a work-related illness. (If unable to complete the repori, necessary information must be
furnished by the person doing so in the employee’s behalf.)

(1) YOUR NAME (First, Middle, Las() (2) YOUR HOME ADDRESS @ CITY (@ ST | (5) ZIP CODE
Joha D Sm‘- “h \13 Ma' ~ S+ 'F.; & Wsevn ‘m o2
(6) YOUR OCCUPATION ON DAY OF INJURY (7) YOUR HOME PHONE (8) YOUR AGE |(9) HIRE DATE
C an i ot (3v) 555 - 234 32 | 035l 20y
{10) YOUR EMPLOYEE ID NUMBER (11) YOUR SUPERVISORS NAME - (12) ASSIGNED REST DAYS
D\2L3450" " Town TJones
(1) DATE OF INJURY ‘ (2) TIME O AM (3) WHEHE WERE YOU INJURED (NEAREST ClTY STATE HR LOCA'nON ETG )7 (4) TIME SHIFT OR TRIP BEGAN '
Maw (S 2018|5515 [P Waca , TX | ~ 0%
(5) MILE POST: TE JA MAINTRACK | (6) WEATHER: [ ] CLEAR []RAIN L] GLOUDY [] SLEET | (7) VISIBILITY: F[DAYLIGHTD DARK |:| DAWN
SUB DIVISION: N, OvarD - TEMPERATURE 100 ©  [Jsnow [JFoc  [JOTHER |CJARTIFICIALLIGHTING  [J DUSK
(8) WERE YOU INJURED: A oNDUTY ON COMPANY PROPERTY

[] oFF DUTY [] OFF COMPANY PROPERTY
(9) SPECIFIC JOB OR ACTIVITY BEING PERFORMED AT TIME OF ACCIDENT/INJURY:

Losgechnon, A teain afec  Umxpictnd  epucdzacw
< J

L(_Q\(&_ a?Q\\Cﬁ’\'\U‘\
SECTION I

(1) DESCRIBE FULLY HOW THE ACClDENTI(NJURY OCCURRED: ) .
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bLian  wwalltney  Ahe deeon: Dudina Ha ngpieRon T Shppd  ano
P [ L 4 Wi 13 .
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(2) WHAT SPECIFICALLY CAYSED THE ACCIDENT/INJURY:
VoA A afRoal v~ wa\\Lw-:w\ . \oose hallast . unsSeTe LA Wan | JeFecNve

bLawas o~ Acain oMMM\g beaes ned— oot~y

(3) DID EQUIPMENT OR TOOLS CAUSE.OR CONTRIBUTE TO THE CAUSE OF THE ACCIDENT/INJURY? YES D NO IFYES, PROVIDE DETAILS (INCLUDING EQUIPMENT ID NUMBER)
UY\S&&:L \r’ﬂ\m%b‘ loose b&\\a)"‘ g db%gcx\%az, Lieatad o  Aha  dewie

d\., NaA WAL \g ro\wes No+ W or ~e
(4) DID WORKING CONDITIONS CAUSE OR CﬁNTRlBUTE TO THE CAUSE OF THE ACGlDENT/lNJURY? ﬁ YES [:] NO IF YES, PROVIDE COMPLETE DETAILS
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dyvnemic  bLeralee g ast Lvorlting .
(5) DID OTHER PERSONS CAUSE OR CONTRIBUTE TO THE CAUSE OF THE ACCIDENT/INJURY? [ZIYES[INO IFYES, PROVIDE COMPLETE DETAILS

.-F.{—o(;\&. Who  yWAdiadein.  Moina  Scactc ud\wav\s_, ballagt . enat who

— Mo XN o nal g L calte s -

(6) NAMES, OCCUPATIONS AND ADDRESSES OF ALL CREW MEMBERS AND/OR OTHER PEHSONS WHO WITNESSED OR HAVE ANY KNOWLEDGE OF ACCIDENT/INCIDENT:

‘_A\ B\An&\il E-nsmax 4 DQ(MV&-W Browh L4\ nynasies




; (1) WHAT IS YOUR ILLNESS OR CONDITION?

) WHEN DID YOU FIRST BEGOME AWARE THAT THIS CONDITION MAY HAVE BEEN GAUSED BY YOUR WORK? _HOW DID YOU LEA 7

() LIST ANY JOB(S), EXPOSURE(S), OR LOCATION(S) THAT YOU BELIEVE MAY HAVE CAU NTRIBUTED TO YOUR SYMPTOMS (PLEASE PROVIDE DATES):

(4) DO YOU HAVE ANY CURRENT S? IF SO, PLEASE EXPLAIN:

"(1) DESCRIBE INJURY OR ILLNESS:

3.(,5’.‘}2«(}-\'-".5.[- Bao and. Shoudes  Pain

{2) WHAT ARE YOUR SYMPTOMS?

. Pc.\ G AWy h,_f) ¢ ba:(,\&— € S Wo w\dacS
@) WHEN DID YOU FIRST NOTICE SYMPTOMS? (GIVE DATE) .

S b s Ay the e £ Al \r\)u(\( - Man \S (20Y5
(@) WHEN WERE YOU FIRST TREATED OR DIAGNOSED? Ed

e sm o /V\b\‘/\ iS . 2o \S g 4
(5) PARTS OF BODY AFFECTED  _ < SIDEOFBODY L]RIGHT [JLEFT |2 BOTH
Kﬂu legy . \,qcxp SWow\desS

(6) WERE YOU EXAMINED BY A MEDICAL PROFESSIONAL? )Z YES [INO IF YES, GIVE MEDICAL PROFESSIONAL'S NAME AND ADDRESS:

: Pl Onirann - Bewloc SCo) § WWe | (geco (TX
(7) TREATMENT REQUIRED: CINONE [JFIRSTAID [7] TREATED & RELEASED L] X-RAYS L] HOSPITALIZED L] OTHER (Explain);

IF HOSPITALIZED, NAME AND ADDRESS OF HOSPITAL 8’*‘0\ sc Scow € LWkde B\ case Merieal Cendec
(8) WHAT TREATMENT WAS GIVEN?

SeA  my heden \zay 60d Quar . SO, X- anS “aven
A ) £ { e

aed @Al gt perfuemud s Rascobid Madicaken .
(9) MEDICATION INSTRUCTIONS '

WAS A PRESCRIPTION WRITTEN? QfYES [JNO IFYES: MEDICATION Hﬂ‘*\ (o codone DOSAGE 1D 4y
IF NO PRESCRIPTIONS WERE WRITTEN, WERE OTHER MEDICATIONS ISSUED OR RECOMMENDED?
[OJyes [JNO IFYES: MEDICATION . - — DOSAGE

(10) INDICATE YOUR CURRENT HEALTH CARE COVERAGE PLAN: ] UPREHS I‘Z UHC [JOTHER LIST:

SAEC.TION;V TEQ.UI.PM.E_NTIINVOLVED N"ACCIDENTIINJURY‘(IF APPLIGABLE)

(1) TRAIN SYMBOL | (2) ENGINE NUMBER | (3) CONSIST (Loads, Empties, Tons) | (4) IDENTIFYING INlTlALS & NUMBERS OF EQUIPMENT INVOLVED lN ACCIDENT/INCIDENT

MFW W E 2o\o 24-"173 - ;298 20\0 )
(5) WAS EQUIPMENT ON MAINTRACK TIMETABLE (6) WERE THERE ANY DEFECTS INTHE EQUIPMENT? E YES []NO
YARD DIRECTION

(7) IF THE ANSWER TO QUESTION 6 IS YES, STATE THE NATURE OF THE DEFECTS, IDENTIFY THE DEFECTIVE EQUIPMENT, AND COMPLETE (8).
Insafe  wallwan , loose balast , defechve bLeanes
—

(8) WERE THE DEFECTIVE CONDITIONS MARKED? | (9) DID THIS ACCIDENT/INCIDENT RESULT FROM RIDING ON, BOARDING, OR ALIGHTING FROM, OR BEING STRUCK
. OJ ves OR RUN OVER BY MOVING EQUIPMENT? O] ves ngo

(10) COMMENTS:

L = L. —ce o ga= = = 4 Cesee oo

gwu@n‘nj/ that the foregomg information is true and correct
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(Signature of Employee) - (Signature of Wahess)
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(Date Completed) (Printed Namé of Wilness)



