CITY OF EUREKA Category: PERSONNEL

POLICIES & PROCEDURES Subject: REPORTING
ACCIDENTS/PERSONAL INJURY

Date Adopted: May 1, 1972 File 3.70

Date Revised: December 1, 1979 Number

POLICY OBJECTIVE

To protect the City from unnecessary liability resulting from vehicular accidents while
employee is on duty, driving a vehicle, to protect he City from unnecessary liability for
property damage caused by a City employee, to ensure accurate and necessary reporting
of on-duty injuries and to protect City-owned equipment from unwarranted abuse while
in use.

ASSIGNED RESPONSIBILITY

All Department Heads and Supervisors.

APPLICABILITY

Applicable to all City employees and officers, Department Heads, Supervisors and City
Safety Committee Members when personnel are involved in personal injury, property
damage, vehicular accident or abuse of City equipment while on duty.

PROCEDURES

SEE ATTACHED MEMORANDUM AND EXAMPLES FOR REPORTING
INJURIES



To: ALL DEPARTMENT HEADS, SUPERVISORS, AND

ADMINISTRATIVE SUPPORT EMPLOYEES . ( (U
From: SUSAN CHRISTIE, PERSONNEL MANAGER )"
Date: JANUARY 27, 2004 | 7
Subject:  UPDATED PROCEDURES/FORMS FOR REPORTING
ACCIDENTS

Attached are updated guidelines for reporting accidents. The instructions now also include
required phone notifications, as appropriate and timely notifications are critical in a risk
management program. The sooner notifications are made, the better the outcome for all
concerned. If there is any doubt about whether something should be reported by phone at the
time it occurs, err on the side of caution and report it,

‘There are four categories in this handout:

Employee Injury

Equipment/Vehicle/Property Damage

Other Claims Of Injury/Property Damage From A Member Of The Public
Reporting “Near Misses”

WA e

Each of the four sections is color-coded, and sample completed forms are included for your
reference. Also provided are blank copies of the forms for your use. You may make copies of the -
forms (except the NCR) as needed or obtain more from the Personnel Department, '

Please make sure those employees who oversee the completion of these forms are aware of this
update, and replace past versions with the current information.

If you have any questions or clarifications about the information provided in this handout, please
contact our office at 441-4124. Thank you for your attention to this essential component of our risk
management program.




| J'BVIOUSLY THE REPORTING REQUIR MEN S FORs.EMPLOYEE INJU'RIES AND

= ._".-PZ’EXHIBIT #'E
EMPLOYEE INJURY

LLNESSES

_ CARRY.THE MOST COMPREHENSIVE REPORTING REQUIREMENTS PLEASE CAREFULLY
~ READTHE INFGRMATION IN “A” BELOW ON ALL --

iFAS A:RESULT OF A_.WORK-RELATED fNJURY AN EMPLOYEE (1) RECEIVES L
- EMERGENCY. MEDICAL AID (AMBULANCE) OR (2) IS HOSPITALIZED"- OR. DIES'-‘
THE FOLLOWING' ' TIFIC. NS _ ;

IED NESS HOURS, CONTACT CAL N JIM CASH) {?_f? =
AT 707-443-5302 (OFFICE); 707-269-8870 (PAGER),: OR 707.-443-9007;-(;-: OME)
LSO NOTIFY THE PERSONNEL DEPA

N LOYEE JE : S INJUR R ELLNESS"
WHICH REQUIRES HOSF’ETALiZATiON FOR OTHER THAN OBSERVATION FOR
ONGER THAN 24 HOURS; OR (2) SUFFERS THE LOSS OF ANY BODY: PART; OR
) SUFEERS ANY SERIOUS DEGREE OF PERMANENT DISFIGUREMENT; OR (4).
DIES, _CAL OSHA MUST BE E NOTIFIED BY PHONE OR FAX WITHIN 8 HOURS OF
WHEN THE EMPLOYER KNEW OR SHOULD HAVE KNOWN OF THE EMPLOYEE S
"CONDITION. THIS NOTIFICATION 1S TO BE MADE BY THE FIRST SUPERVISOR L
WITHIN THE CHAIN O 'COMMAND WHO. BECOMES AWARE OF THE :
MPLOYEE'S CONDITION. IF IT IS NOT: POSSIBLE FOR A SUPERVISOR TO MAKE:"

THE NOTIFICATION WITHIN 8 HO_URS THE NEXT SENIOR EMPLOY
INVOLVED EMPLOYEE IS TO MAKE THE NOTIE| ICATIO

‘CAL OSHA N . ~OR THE REDDING DISTRICT OFFICE?-
ARE 530-224-4743 (PHON E) AND 530-224-4747 (FAX), THE IN FORMATION TO BE
PROVIDED IS (1) TIME AND DATE OF ACCIDENT: (2) EMPLOYER'S NAME.

I-\LJ ESS, AND TELEPHONE NUMBER (3) NAME AND JOB TETL'E_ (AND BADGE #:




. EFZAVAILABLE AT TIME OF COMPLETION OF FORMS ANY DOCTOR SOR

EMERGENCY: ROOM SLIPS OR REPORTS SHOULD. BE INCLUDED WITH--THE
: OVE FORMS :

-:"'-ALL.FORMS MUST BE SUBMITTED TO PERSONNEL WITHIN TWENTY-FOUR (24)
HOURS OF THE OCCURRENCE. LATE SUBMISSION OF THESE FORMS TO -
“REMIF COULD. RESULTIN. THE CITY BEING FINED. IF IT:IS FOUND THAT THE -

DELAY OCCURRED AT THE DEPARTMENT LEVEL:-SANY :FlNES'LEVIED’WILL BE*
ljD_EDUCTED FROM DEPARTMENT FUNDS. .

PROCEDURE FOR FILLING OUT THE-TIM:ECARD:FOR -TIME. MISSED DUE TO AN
"EMPLGYEE’S CLAIM FOR WORKERS’ COMPENSAT]ON BENEFITS :

“-_.ALWAYS MARK THE TIME MISSED "We OR WORKERS' COMPENSATION
REGARDLESS OF WHETHER PAPERWORK HAS BEEN SUBMITTED OR

HETHER THE CLAIM HAS BEEN ACCEPTED YET OR NOT. THIS ALERTS
[PAYROLL AND PERSONNEL TO THE FACT THAT A WORK—RELATED .
;QINJURYIILLNESS HAS_BEEN REPORTED (EXHIBI

PLEASE IDENTIF THE TYPE OF-:INJURY BE'ING CLAIMED BY PUTTINGA®
YPE OF INJURYT' DIRECTLY ON THE TIMECARD (EXHIBIT 10)




' R.E.M.LF. .

P.O. Box 885 aﬁ E Ba [

. Sonoma, CA 95478 - _

' -2 of California : .
‘animent of Industrial Relations

. Estado de Caiifomnia
| Departamento de Relaciones Industriales
LIVISION OF WORKERS' COMEENSATION DIVISION DE COMPENSACION AL TRABAJADOR

: \F PETICION DEL EMPLEADO PARA BENEFICIOS
EMPLOYEE'S CLAIM FOR =" DE COMPENSACION DEL TRABAJADOR
WORKERS' COMPENSATION BENEFITS S Ud s R

~ \ . 2 lesionado o se ha enfermado a causa de sy trabajo, Ud.
If you are Injured or become il bacause of your job, you may be entitled | fene derecha a recibir beneficios de compensacion al trabajador.
ta warkers' compensation benefits.

; ; \ ) Complete la ssceicn "Empleado” entregue /a forma a su empleador,
Compiete the Employee Section and give the form to your employer. Quédiese can |a copia des:gnada 'F?J;ciba Termporal del Empleadap" hasta

Keep the capy marked “Employee’s Temporary Recelpt” untll you recaive que Ud. reciba la copia fechada de su empleader. Si Ud, necesita ayuda

the dated copy from your employer. You may call the Division of Workers' para compiatar esta forma o para obtansr sus beneficios, Ud. pusde hapiar

Compensation at 1-800-736-7401 if you need help in filling out this form er in con la Division de Compensacidn al Trabajador lamando af

obtaining your benefits. An explanation of warkers' campensation benefits is

1-800-736-7401. En lg parte de atrds de esta forma se encus
Inciuded on the back of this form, P uentra una

) explicacidn de los benaficios de compensacién af trabajador.
You should also have received a pamphiet from your employer

R | € Ud. también deberia haber recibido de su empleador un folleto
describing workers’ compensation benefits and the pracedures to obtain describiendo ios beneficios de compensacidn af trabajador lesionado y los
them. , pracedimientos para obtenertos.

‘Toda aquella p

Employee: Empleado: . e
1. Name. Nombre, MJDHI\[ DDEJ Today's Date. Fecha de hoy. Cy - I - q-7
2. Home Address. Direecidn Residencial, 55b5b BOE— L‘P“\JE

3. City. Ciudad. EL] i:?\E-; Ki &, State. Estado. ["A Zip. Cddigo Postal CéE)EUl
L i . ) o P
4. Date of Injury. Fecha de la lesicn (accidente). 07 ‘ q7 . Time of Injury. Hora en que ocurmic. &% 2L a.m, p.m.

5. Address and description of where injury happened. Direccidniugar dcjg_de qccun‘d el ac.cidente.‘ !' WA‘-:—?‘ L‘ FT% M C‘%" pr :BEL

OF PROPHLETS AT CITY HALL | 531 K STREET. IN THE BASEVENT.

{6. Desr:'ﬂae injury and piart of body affected. Describs a .'esidp Z’pane daf cuerpo afactada. /'L“S i Li FTED ’T-HE B{)?Lf ]
LPECT PAIN [N THE MIDDLE OF Y LPwEe. BALIC .

7. Social Seeurty Number, Ndmero de Seguro Sociaf del_EmpIeadq.‘ Cm = C‘O = OOOO

8. Signaiure of employee. Firma def empieado. /\ﬂfln 'I\{ .:]E,J ‘ i

e

Employer - compiets this section and give the employee a copy immediately as a receipt.
Empleador - complete esta seccion y déle inmediatamente una copia al empleado como reciba,

; - — ' h N
9. Name of employer, ‘Nombre dai empleador. C'f F\i O}_ E'i" QE{CJA‘ P LR
’ t, C\ "-:' "-——!_—-_ { ‘) “3 s N N -
10, Address, Direccidn. S’Et K ‘bm ! 2 EL F\&:«A 2 Cf{’\ QL'_—}F'DOE
11, Date emplcyer first knew of injury, Fecha en que ef empleador supo por primera vez da la lesidn o accidante. 07 ““C)! - C{ {

12. Date claim form was provided 1o employee. Fecha en que se le entregd al empleado Ia pelicidn, 07 — O (- q‘ /

13. Date employer received claim form, Fecha en que el empleado devolvid Ia peticion aj empleador. O 7 -~ O i . q 7

REVIE

15, Insurance Policy Number. £/ nimero de la pdliza del Seguro, !\rﬁ/ IA\ s

: e DEST LEA
16, Signature ¢! empiayer reprasentative. Firma del represeniante del empleador. (::URE{Z—V‘ s DQ‘ DEP L g‘EﬂJ’j)

17, Title, i Titufo.

14, Name and address ggtsuranca cartier or adgfﬁn.g agency. Nembre y direccidn de ia compariia de seguros o agencia administradora de seguras.
i

C oy 6or SONCIRR T Tre " Heiasse

1B. Telephone. Teléfono.

o cmipidyer: You are required to dats this form and provide copies to your | Empieador: Se requiere que Ud. feche esta forma y que proveéa copias 2 su
insurer or ciam administrator and to the employee, dependent or]compadia de seguros, adminisirader de reclamos, © dependients/
representative who filed the ciaim within ene working dav of receipt of the | representante deo ractamos ¥ al empleado que hayan presentado esta peticidn
form from the employes. dentrg del plazo de yn dia habil desde ef memento de haber sido recibida la
forma del empieads. ’

EL FIRMAR ESTA FORMA NO SIGNIFICA ADMISION DS
RESPONSABILIDAD

SIGNING THIS FORM-IS NOT AN ADMISSION OF LIABILITY

NWE Famm 4 (Rau 1 FRD AVED'S MORVYITOBIA NS Ao tamem MW Faresa 15wy 1754,



" FORWARD TO PERSON HESF‘OP(SEEE EOE E:LING FIRST EEFPORT OF INJURY - PERSONNEL DEPAHTMéNT

epanmem . . JMMDIATE SUF’EHVIS RDHTO POYEE .
_ - RY
OPPUES

{Fleaze Complete In Detaif

Date o.f Accident 07-01-a7 HE?U;; 2 %vm/‘) Job Title \SUPPL\’ ORI Ce&
ey HURT MADNE OF LOWER, AT WHILE UIPTING BG6Y
LeET NIA Wi JPNE SWITH, TETER JOES

{ Name and address of physician Dp PH\aﬁ'iC-i A Q000 ROADS S Was injured acting in yE_S
~

 eon for this injury/iliness: EUREA, (i Gssit | regular fine of duty?

B
=t
3
@
-
<
"
ge
3

JOHMN WAS N THE CITY it BAEMENT OBIAIMING A BiX OF
PRPHLETS D BANG T THE MND FLOOZ., WHILE UFETIuG-
THE BDX . HE TELT PAIN IN THE MIDDE OF s LoweR
“BACK,

IMMEDIATE SUPERSIVOR'S EVALUATION

Analysis of Please mark the rezsons that, in your opinion, caused the accident. In most casas there will be several
| Accident reasons under both unsafe conditions and unsafe acts contributing to the accident. Fill oul in detail.

AN UNSAFE CONDITION EXISTED (Check all that apply)

U Defective equipment - taols L1 Slippery or uneven walking surfaces
O Equiprment nat properly guardad O Faulty layout of facilities

- O Poor werking conditions (light, ventilation) ' Poor housekesping
O Other (specify)

| What have you done te eliminate this conditian?:

| AN UNSAFE ACT RESULTED FROM (Cres s s apply)

O Lack of training & Not using personal safety devices O Horseplay .
O Not following rules O Physical or mental handicap B Improper work method

B Haste; chancs taking O Boredom; inattention Improper body position
0 Other {specify) ' :

‘What have you done to correct this act? \JDH‘J N};wt ﬂ:ﬁ HE Wf@ H‘\X p\ HL'MUQ WD bjt E}:‘-: MD’I— L){% ﬂ{:-—i'

MUY TD UPT THS By ACODINAY S TD ESIABUSHED PRDCENVRE, HE |+A5|'

g T RO TS "BUNY AS WRRY (WL e PO Tes T =
B uyu;isgnyp\f\‘f—t_’_gm:l urs por Bey ﬂ\ﬂ’;ysr" ‘ 855

.
“Holirs per Da _ rWeek . Employes bea-‘?ﬁbﬂ -_ﬁl_-_»»--"":m'."--'-- o
 Dats injured worker given cfaim form (7 Ol -a7 Time 4l A M.

e

Supervisar's signature Dept. Head signature '

Date of repart 07__{:],_(;,}7 Dept. Safety Officer

[wo 0 el W I o B M DAL ogag CrmnAama ™A AEAYA I7nTy mag_n7aan
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e EXHIBIT#2 Sl
EQUIPMENTNEHICLEIPROPERTY DAMAGE

. ':':._PROCEDURE FOR APPROPRIATE NOTEFICATIONS

IF (1) ANACCIDENT HAS OCCURRED BETWEEN A GITY. VEHICLE AND A MEMBER OF
~ THEPUBLIC, OR (2) PROPERTY DAMAGE HAS OCCURRED TO PRIVATE PROPERTY OF
. ANYTYPE, AND THE FOLLOWING APPLIES, NOTIFICATIONS ARE = NECESSARYAS
o _'-:_:i-._-.__)_iDESCRIBED BELOW: - |

 SOMEONE IN_VOLVED IN AN ACCIDENT RECEIVES. EMERG DICAL A
- (AMBULANCE); OR (B) IS HOSPITALIZED: OR (C) DIES: o

PROPERTY DAMAGE HAS OCCURRED THAT COULD BE. CONSIDERED_JI}-.: :
‘MAJOR," AND/OR A PROPERTY OWNER IS PRESENT AND EXPRES_SING L

R DURING NORMAL BUS!NESS HOURS -"'CCN"TACT3'-J'_SFF DAVIS -3Ai‘"ijE'!\)ii

-Jf'-fF-‘NCT---b'uRINGI-?NC:RMAL BUSINESS HOURS OR IF UNABLE TO REAGH R REMIE,
 CONTACT CAL NORTH (JIM GASH) AT 707-443 5302 (OFFICEY, 707-269-8870 (PAGER)
1 OR ?07443-9007 (HOME i A

NOTE ANY CITY A EMPLOYEECANMAKETHES NOTIFICATIONS
'FOR APPROP: ATE ' Al

. WHICH ARE VITAL

f'.FORMS TO BE COMPLETED'(COPIES ATTACH
' ACC!DENT/REPORT FORM :

I_THE AFFECTED OR REPORTIN.G: EMPLOYEE COMPLETES THE ACCIDENT
. REPORT FORM (EXHIBIT: 2A) AND SECTION | OF THE___ACCIDENTIINCIDENT

S :INVESTIGATIGN REPORT FORIVI (EXHIBIT 28B).

= ':THE ACCIDENT. REPORT FORM 1S FORWARDED.TO THE
SUPERVISOR/DEPARTMENT HEAD FOR REVIEW. AND SIGNATURE. THE
COMPLETED FORM IS SENT TO THE CITY ATTORNEY'S OFFICE &

L - TIGATION REPORT FORM IS FORWARDED 0 -
THE DEPARTMENT'S DESIGNATED ACCIDENT INVESTIGATOR, BASED ON THE
- ABOVE INFORMATION (AND ANY OTHER AVAILABLE), THE ACCIDENT
~ INVESTIGATOR COMPLETES SECTION Il OF THE ACCIDENT/NCIDENT .
- INVESTIGATION REPORT FORM, AND REFERS THE FORM TO THE o
———— SUPERVISOR/DEPARTMENT HEAD FOR REVIEW AND SIGNATURES, THIS FORM N
L :__3{_{MUST BE_SENT 0 PERSONNEL WITHIN ONE WEEK OF - THE OCCURRENCE L




2R

£ ¥ITH THE CITY ATTORNEY'S QOFFICE

-CITY OF EUREXA 257 )
ACCIDENT REPORT FORM "~* '

I"HIS REPORT HUST BE COMPLETED, DELIVERED, AND FILED IN TRIPLICAT
Vi' DEPARTHENT HEAD, IMMEDIATELY AFTER AN ACCIDENT.

aLL ACCIDENTS OR INCIDENTS INVOLVING INJURY TO PERSONS, (FOR INJURY TO CITY EMPLOYEES I
OF DUTY USE "EXPLOYEE'S CLAIM FOR WORKER'S COMPENSATION BENEFITS" FORM AVAILABLE FROY §
OR PERSONNEL), AND DAMAGE TO PROPERTY OCCURRING ON, OR AS A RESULT OF, THE QPERATION OF
FROPERTY OR CITY ACTIVITIES, ARE T0 BE REPORTED ON THIS FORM

N THE LINE
UPERVISOR,
CITY OWNED

IYPE OR PRINT ALL INFORMATION: (IF INADEQUATE SPACE USE REVERSE SIDE).

L. CITYEMPLOYEEMAKINGREPORT:NaME JOMHA} TE DERARTHENTOU I PUESprvrson  N/A
2. pLACE OF AccIpanT: 00 SMITH STREET pare oF accrpet. O71-01-97 t1xr oF acernent: 3100 P,
EUREY A

3. VEHICLE ACCIDENT: e N ,

i. CITY VEHICLE #, USING DEPT. D pEscrrerion  OOO , SUPPLIES, 1440 Cyevy ROMSSTER
CITY VEHICLE DAMAGED? YES ¥ NO DESCRIBE DAMAGE TO CITY VEHICLE K. FRINT FaditeE 2 SMASHER

3. OTHEZEHICLE:MAXE/HODEL 4E8 D OFEENSTEY,  YEAR Q85  LICENSEF ARLCOC
OTHER VEHICLE DAMAGED? YES_X_ NO____ DESCRIBE DAMAGE IO OTHER VEHICLE ORivenp< DO DEITED N
OPERATOR OF OTHER VEHICLE: NAME iR INNES ____ADDRESS (YY) JTHH. SRELT EURE A
TELEPHONE__ 00D — DOHOD - ' OFERATOR’S LICENSE #_( N (/008000

- INJURED: (NAME AND ADDRESS)

JIM JANES

-

AGE {p3.

AGE

* IN-VEHICULAR ACCIDENTS:

RIEFLY DESCRIBE PROPERTY DQ'LA‘GE,. 17 anv:  DUMPSTERL AT (COONER. OF SMITH AND OUES
OTPEST T S0P Sith\ AND I Y %ﬁ) 1'-‘;%}}{}; ENJ:‘V/\QIBIE}A l?{;\g% &gf\’oicr UL,

ESCRIBE INJURIES, TF ANY, AND LIST INJURED ABOVE: _IATES SVUSTARINED
LEEp CUT ABDVE BHS RIGHT ENE

- BRIEFLY DESCRIBE HOW ACCIDENT OCCURRED: JOULY WAS ATTEMPTING 10 TULI RIGHT ONTD
JINGS SIOERT AN SNITH SIRERT, M. SR TES wr TUINING _TEET 120 DRSS
10 SMITH . AID CUT THE. CDINETZ T SHAVIM, THE MEES T DNT =D i

CITY VEBTIE OO0 HiT TRE DRVERS DI OF ME. AMTES'S vELUCLE. . THE | MBATA™

OF_ THE Tw CALS PUSHED CATY \EHCLE 00O WD THE DUMPSTER . WHHCH T AID
- WITNESSES: (LIST NAME[S] AND ADDRESS[ES]) DROKE “THE TOF SHOA),

4) JUST  SIANDINGARDUND , 000 BoriNg STEET, SUREHA, 45503
Bl _EAVPENED TOSEE (T, (re0 Lo LANE ", BIIECA . Oe50

-BOLICE INVESTIGATION: YES_ ). wNo_
IGNATURE OF €ITY EMPLOYEE: ‘
Achn e, - C-Ci~47 400 P.M.
TGNATURE DATE AND TIHE
OTED BY DEPARTHENT OR DIVISION HEAD:

IENATURE DATE AND TIME

J NOT ADMIT LIABILITY. DO NOT DISCUSS THE ACCIDENT OR INCIDENT VITH ANYONE EXCEPT EDU?:
EPARTHENT QR DIVISION HEAD, AND THE CITY ATTORNEY. SUPPLY THE POLICE VITH YOUR DRIVER’S LICENSE
J., THE NAMI OF YOUR EMPLOYER, AND INFORMATION ABOUT YOUR VEHICLE.



ACCIDENT/INCIDENT INVESTIGATION REPGR{

WBIT 28)

" SECTION I (TI0 BE COMPLETED BY AFFECTED EMPLOYEE)

© TR NAME: JOW NE perr: JPPLIES

w-fE OF ACCIDENT/INCIDENT: __ (7 -ON-407] TIHE: 2. 00 AM/PH '
_ N _ — N7 JéIRCLE ONE) é{“”

LOCATION OF accIpent/Incpent: (0 SMITH STREET) BURELA ((DIINER. ofF tai T L

, . —DLES
HOW DID THE ACCIDENT/INCIDENT OCCUR? WHAT INJURY(IES) RESULTED? (WHAT TASK WAS BEING,PERFS&HED;>

WVHAT TOOLS AND/OR EQUIPMENT WERE BEING USED, WHAT EVENT OR SEQUENCE QF EVENTS CAUSED THE
ACCIDENT/INCIDENT TO HAPPEN?) :

JOHN WAS ATTEINPTING-TO TURN RIGHT WHER) AN ONCOMING OAg

TURNED NTD 1S CITY VEHICE, CASING IT TO T A hMESTER WHOH-
INCCRED ™ OVER. A S0P S, '
WAS MEDICAL CARE SOUGHT AS A RESULT OF THIS ACCIDENT/INCIDENT? YES® )éﬁ NO

HAS AN ENPLOYEE CLAIM FOR WORKERS’ COMPENSATION BENEFITS BEEN FILED AS A RESULT OF THIS

ACCIDENT/INCIDENT? YES ¥, NO

Adhn Dot _7-1-97
LJ: EHPLOYEE SIGNATURE DATE SIGNED
*. * * * * * * * * * * * * * *

SECTION IX (TD BE'CDHPLETED BY DESIGNATED ACCIDENT INVESTIGATOR)

RASED ON YQUR INVESTIGATION OF THE ABOVE ACCIDENT/INCIDENT, DID AN UNSAFE WORKING CONDITION OR
UNSAFE ACT CAUSE OR CONTRIBUTE TO THE ACCIDENT/INCIDENT AS DESCRIBED ABOVE? YES K, NO.
LF YES, WHAT WAS THE CONDITION AND/QR UNSAFE ACT?

T APPENLS THAT THE ACCIDERJT WAS CRUSTD BY THE Gitizen) invoweh AND
\WLL NOT DAVE BEEN PREEKTED BY R, 0 FOOCE [P0 1S FOTHGOIAN

WAS THERE PRIOR KNOWLEDGE THAT THIS CONDITION EXISTED? YES )X NO. EXPLAIN: .
HAD THE EMPLOYEE BEEN PROPERLY TRAINED TO PERFORM THIS DUTY? K. YES NO. IF NO, WHY
NOT?

WHAT STEPS HAVE BEEN TAKEN TO INSURE THAT AN ACCIDENT/INCIDENT OF THIS TYPE DOES NOT RECUR, AND/OR
HOV HAS THE UNSAFE VORKING CONDITION BEEN CORRECTED?

N THES CASE, THE Shie REMEDY APEEALS 7O BE 70 MOIVTTALE. TIRAININ é—
N TEFENSIVE DRIVIKG: MR. BUE TID NOT (OAUSE NO COTIBUTE

0 THs  AGCIDENT, .
* & ok * % * * * * * * * * * *
INVESTIGATOR’S SICNATURE : TITLE
w7 DATE INVESTIGATED DATE CORRECTED (IF APPLICABLE)

SUPERVISOR’S. SIGNATURE DEPARTHENT HEAD’S SIGNATURE



| EXHIBIT #3 |
OTHER CLAIMS OF INJURY/PROPERTY DAMAGE FROM A MEMBER OF THE PUBLIC

PROCEDURE FOR APPROPRIATE NOTIFICATIONS:

IF AMEMBER OF THE PUBLIC MAKES A CLAIM, EITHER VERBALLY OR IN WRITING,
THAT THEY HAVE SUSTAINED EITHER (1) A PHYSICAL INJURY ON CITY PROPERTY, AT
A CITY EVENT, OR WHILE IN THE CITY'S CUSTODY: OR (2) DAMAGE TO THEIR
PROPERTY, AND THE FOLLOWING APPLIES, NOTIFICATIONS ARE NECESSARY AS
DESCRIBED BELOW: :

1. THE PERSON (OR SOMEONE ASSQCIATED WITH THE PERSON) STATES THEY
HAVE SOUGHT OR WILL SEEK MEDICAL CARE AS A RESULT OF THEIR CLAIMED
INJURY, AND/OR ASKS HOW TO FILE A CLAIM AGAINST THE CITY FOR THE INJURY;

OR '

2. THE PERSON (OR SOMEONE ASSOCIATED WITH THE PERSON) DISCUSSES
POTENTIAL CITY RESPONSIBILITY FOR THE PROPERTY DAMAGE, AND/OR ASKS
HOW TO FILE A CLAIM AGAINST THE CITY FOR THE DAMAGE.

IF DURING NORMAL BUSINESS HOURS, CONTACT JEFF DAVIS AT REMIF AT 707-938-
2388, EXT. 11.

IF NOT DURING NORMAL BUSINESS HOURS OR [F UNABLE TO REACH REMIF,
CONTACT CAL NORTH (JIM CASH) AT 707-443-5302 (OFFICE); 707-269-8870 (PAGER);
OR 707-443-9007 (HOME).

NOTE: ANY CITY EMPLOYEE CAN MAKE THESE NOTIFICATIONS, WHICH ARE VITAL
FOR APPROPRIATE CITY RISK MANAGEMENT.

FORMS TO BE COMPLETED (COPY ATTACHED):
1: ACCIDENT REPORT FORM
PROCEDURE FOR COMPLETING APPROPRIATE FORMS:

1. THE REPORTING EMPLOYEE COMPLETES THE ACCIDENT REPORT FORM
(EXHIBIT 3A)

2. THE ACCIDENT REPORT FORM IS FORWARDED TO THE
SUPERVISOR/DEPARTMENT HEAD FOR REVIEW AND SIGNATURE. THE
COMPLETED FORM IS SENT TO THE CITY ATTORNEY'S OFFICE.




CITY OF EUREKA

ACCIDENT

THIS REPORT MUST BE COHPLETED
V' "DEPARTHENT HEAD, INMEDIA

ALL ACCIDENTS OR INCIDENTS INVOLVING INJURY TO PERSONS, (FOR INJURY TO CITY
S COHPENSATION BENEFITS"®

OF DUTY USE "EMPLOYEE'S CLAIM FOR UORKER’
OR PERSONNEL), AND DAMAGE TO PROPERTY 0CC
PROFERTY OR CITY ACTIVITIES, ARE TO BE

URRING

TYPE OR PRINT ALL INTORMATION: (IF INADEQUATE

» DELIVERED, AND FILED IN TRIPLICAT
TELY AFTER AN ACCIDENT.

REFORTED ON THIS FORH.

REPORT FORH

EXHIBT 25

ITH THE CITY ATTORNEY

ON, OR AS A RESULT

SPACE USE REVERSE SIDE).

'S OFFICE

EMPLOYEES IN THE LINE
FORM AVAILABLE FROM SUPERY
OF, THE OPERATION OF CITY

ISOR,
OUNED

1. CITY EMPLOYEEMAKING REPORT:NavE JOHA] DDE DEPARTHENTOUPTLLES prvison N/A
CATY WALL — —
2. PLACE OF ACCIDENT: 531 K STREET  DATE 0F ACCIDENT: 07-01-G 7 1z OF ACCIDENT: 'R0 PM |

. VEHICLE ACCIDENT:

A. CITY VEHICLE #, USING DEPT. AND DESCRIPTION
CITY VEHICLE DAMAGED? YES NO DESCRIBE DAMAGE TO CITY VEHICLE

B. OTHEEEHICLE: HAKE/MODEL ' YEAR LICENSE#
OTHER VEHICLE DAKAGED? YES NO DESCRIBE DAMAGE TO OTHER VEHICLE

OPERATOR QF OTHER VEHICLE: NANE

ADDRESS

TELEPHONE

OPERATOR’S LICENSE #

. INJURED: (NAME AND ADDRESS)

TRIPPED VAN FE(L, 0D HURT LANE | BURECA , A5ED3 ace 43
: AGE

A
B.

5 .ON-VEHICULAR ACCIDENTS:

N/A

DESCRIBE INJURIES, IF ANY, AND LIST INJURED ABOVE: M.
N THE. CARFET IN THE QITY HALL LDBBY,

6. BRIEFLY DESCRIBE HOW ACCIDENT OCCURRED:
WATER. BUL. AS SHE WALIKED (NTD
ENTRANCE. , SHE TRIRFED M A [I0E
PAIEES . GHE (DMPLANED OF DA

7. WITNESSES: (LIST NAME[S] AND ADDRESS[ES])

(&) _JOHN DB . CUPPUES TEPARTIMENST
(B)

8.POLICE INVESTIGATION: YES

BRIEFLY DESCRIBE PROPERTY DAMAGE, IF ANY:

TELL TRAPTED O A LINSE TRIIEAD
AND TELL ONTT HE. RNEES . RURAN—
, THEM Boid,
MS . FELL WAS (N &y HALL T PAY HERZ
CITY HALL HIDWM TH= b SwEeT
THPEAD by THE CARPET. A el oD Hil..
O I BRI Py,

No ¥

SIGNATURE OF CITY EMPLOYEE:

Ao Doe 07-01-07 1145 P
SIGNATURE

DATE AND TIHE

HDTED BY DEPARTMENT OR DIVISION HEAD:

SIGNATURE DATE AND TIME

DO NOT ADMIT LIABILITY. DO NOT DISCUSS THE ACCIDENT OR INCIDENT VITH ANYONE EXCEPT YDUE
DEPARTHMENT QR DIVISION HEAD, AND THE CITY ATTORNEY. SUPPLY THE POLICE WITH YOUR DRIVER’S LICENSE
NO., THE NAKE OF YOUR EMPLOYER, AND INFORMATION ABOUT YOUR VEHICLE.
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s s s (EXIBIT 4R)

" SECTION I (TO BE COMPLETED BY AFFECTED EHPLOYEE)

YR NAME: JOHS Doe. perT: __ SOPPULES -
. .IE OF ACCIDENT/INCIDENT: O7-0l—4 7 TIHE: 1031 ( ANAPH
: (CIRCLE ONE

LOCATION OF ACCIDENT/INCIDENT: (ITY HALL RASHNEANT 521 ¢ SRR

HOW DID TEE ACCIDENT/INCIDENT OCCUR? VWHAT INJURY(IES) RESULTED? (WHAT TASX WAS BEING PERFORMED,
WVEAT TOOLS AND/OR EQUIPHENT WERE BEING USED, WHAT EVENT OR SEQUENCE oOF EVENTS CAUSED THE
ACCIDENT/INCIDENT TO HAPPEN?) .

DN WAS LLOUNG TER. A FUE (N A SIAGK OF FUES ON TCPSE A
FILING CREINET WHEN THE euTife SIAMC FEWL OFF THE CARINGT

VAS MEDICAL CARE SOUGHT AS A RESULT OF THIS ACCIDENT/INCIDENT? YEs X NO

HAS AN 'EMPLOYEE CLAIM FOR WORKERS’ COMPENSATION BENEFITS BEEN FILED AS A RESULT OF THIS
ACCIDENT/INCIDENT? YES ¥ NO

Aohn Dot - 01-01-97
( ) EHPLOYEE SIGNATURE DATE SIGNED
& & = * * X * * * E3 w * * *® *

SECTION II (T0 BE COMPLETED BY DESIGNATED ACCIDENT INVESTIGATOR)

BASED ON YQUR INVESTIGATION OF THE ABOVE ACCIDENT/INCIDENT, DID AN UNSAFE WORKING CONDITION OR
© UNSAFE ACT CAUSE OR CONTRIBUTE TO THE ACCIDENT/INCIDENT AS DESCRIBED ABOVE? X YES NO.
+f YES, VHAT VAS THE CONDITION AND/OR UNSAFE ACT?

FUES GHOULD KOT  HAVE BEEN, STACKED o 0P o0F THE RALMNE—
CROINET AN JOEN EHOED NOT BAVE ST0s UNDeZ. TSI 70 REEVE TRE .

WAS THERE PRIOR KNOWLEDGE THAT THIS CONDITION EXISTED? Y. YES NO. EXPLAIN:
T HAD BEEN NOED N A PREVICUS FALLLTY  SPEcrio)
HAD THE EMPLOYEE BEEN PROPERLY TRAINED TQ PERFORHM-  THIS DUTY? )C YES NO. 1IF NOQ, WHY

vorr T HAS BEEN DISLUSSED () TN DEPART MENT SAFERy  MNMEZITAGS .

VHAT STEPS HAVE BEEN TAKEN TO INSURE THAT AN ACCIDENT/INCIDENT OF THIS TYPE DOES NOT RECUR, AND/OR
HOV HAS THE UNSAFE WORKING CONDITION BEEN CORRECTED? ‘

THE FES HAVE Been REMOLED PROM THE TOP OF THE FULING CARNET

AND SIRET HAS BEEN P~ NSTIVCTED 1N PROVER. MetpC oF FuE
- SIORAGE AD JFEmEVAL-. .

® *® ' * * * * * *
INVESTIGATOR’S SIGNATURE - T TITLE
DATE INVESTIGATED DATE CORRECTED (IF APPLICABLE)

SUPERVISOR’S SIGNATURE ' DEPARTHENT HEAD’S SIGNATURE
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