THE KANSAS CITY SOUTHERN RAILWAY COMPANY / GATEWAY EASTERN RAILWAY ‘
68-E EMPLOYEE REPORT OF INJURY AND ILLNESS Revisad 10/2

All cases of persbnal injury, while on duly or on compeny property, must be Immediately reported o the respanding manager and the prescribed form(s) completed. All cases
of accupatlonal liiness must be Immediately reported fo the Pproper manager and tha presenibed form(s) completed, If employee Is unable to complete the report, anolher
person may transcribe exactly the employee’s wording, it must be nofed on the form that If was compleled at the employes's request, and the employes's signalure must be
[secured on form by the responding manager. Supervisor must fill out a Manager's Report of Employee Injury or lliness and fax reports to the Regulatory Reporiing Office at
818-218-0123, within 24 hours of the incident. Mall originals lo Kansas Cily Southern, Regulatory Reporling Office, P,O. Box 219335, Kanses Cily, MO €4121-8335,

1, FULL NAMEJOF INJURED EMPLOYEE: (st M, Lasly 2. DATE HIRED: 3. EMPLOYEE ID NO.t
4. ADDRESS OF INJURED EMPLOVYEF: {.qsr;eg, Clty, Stae, Zip) . i 5, HOME PHONE NO-
6, OCCUPATION: ' 7. DEPARTMENT 5, BEX; 3. DATE OF BIRTH:
: , ‘ v [
10, ADDRESS WHERE EMPLOYEE NORMALLY RERORTS FOR BUTY (Street, Cltv, State, Zip)
11, DATE OF INJURY (MMIDDIYYYYIT B ~TAz. TIME OF INJURY; 12, TIME SHIRT BEGAN:
14, SCHEDULED REST DAYS: (Mark all fhal apply) 16, FUTURE VACATION DAYS GGHEDULED PRIOR TO THIS INJURY:
s D M3 Cw [ TIF [Llsa [TInone

18. LOCATION WHERE INJURY OCCURRED; (Street, Track, Bullding, eto,)

17, NEAREST MILEPOST: (If applicable) 18, CITY: 18, COUNTY/PARIGH: 20, STATE & ZIP:
(] Main Track ‘
. [ vard
21, WEATHER GONDITIONS: : 22, VISIBILITY:
Thoear ] Raim [dstest ] other (Explain) [1oagight ] pawn [ Artificial Lighting
[lowouay [ snow [ Fog T3 Dark [ ousk )

23, WHAT JOB OR ACTIVITY WAS BEING PERFORMED AT TIME OF INJURY;

24. DESCRIBE INJURY/ILLNESS AND ALL BODY PARTS AFFECTED; -

125 HOW DID INJURY OCCUR? (Include a saquencs of events leading up 1o Injury) {Use separate shset If necessary):

2.6. LIST INITIAL AND NUMBER OF ANY CARS, rOCOMOTIVES OR EQUIPMENT INVOLVED:

127, DID YOU GOME IN DIREGT CONTAGT WITH A LEAD OR SPILL OF HAZARDOUS MATERIAL, CHEMICAL OR SURSTANGE?: Clves [}
IF YES, LIST HAZARDOUS MATERIAL, CHEMICAL OR SUBSTANCE:
- (28, WERE YOU EXAMINED BY A DOGTOR? [Jres Mo DOCTOR'S ADDRESS;
DOCTOR'S NAME: _

29, LIST GREW OR GANG MEMBERS (Uss separate shest If necessary):

30. LIST WITNESSES (Name?Address & Phone) {Use separate shest If necessary):

31, WAS 86-E HIGHWAY-RAIL GRADE CROSSING . 32. WAS A 66-E RAIL EQUIPMENT AGCIDENT
REPORT COMPLETED? ' REPORT COMPLETED?
[ ves [} o [es NS
33, NAME OF EMPLOYEE COMPLETING REPGRT!
34, DATE AND TIME THAT YOU FIRST NOTIFIED COMPANY OF THIS INGIDENT: 35. WHO DID.YOU NOTIFY OF THJS INCIDENT?:
Date: - Time: . ) . )
16, FULL NAME AMD SIGNATURE OF INJURED EMPLOYEE ! &rmd Slan to Complele Submfssion): R " |37. DATE REPORT COMPLETED:

Supervisor - Fax ta the Regulatory Reporting Office within 24 hours of incldent; 816-218-0123
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