COMMONWEALTH OF KENTUCKY
BEFORE THE PUBLIC SERVICE COMMISSION

In the Matter of:

OWEN ELECTRIC COOPERATIVE, INC.

ALLEGED VIOLATION OF COMMISSION

)
)
) CASE NO. 96-372
)
REGULATIONS 807 KAR 5:006 AND 807 KAR 5:041 )

ORDER

Owen Electric Cooperative, Inc. ("Owen Electric"), a Kentucky corporation which
engages in the distribution of electricity to the public for compensation for lights, heat,
power, and other uses, and which was formed under KRS 279.010 to 279.220, is a utility
subject to Commission jurisdiction. KRS 278.010; KRS 279.210.

KRS 278.280(2) directs the Commission to prescribe rules and regulations for the
performance of services by utilities. Pursuant to this statutory directive, the Cqmmission
promulgated 807 KAR 5:041, Section 3, which requires electric utilities to maintain their
plant and facilities in accordance with the standards of the National Electrical Safety Code
(1990 Edition) ("NESC"). The Commission has also promulgated 807 KAR 5:006, Section
24, which requires each utility to adopt and execute a safety program. Owen Electric has
executed such a safety program, and has adopted the "Safety Manual for an Electric Utility"
as produced by the American Public Power Association as its safety manual.

Commission Staff has submitted to the Commission a Utility Accident Investigation

Report dated April 26, 1996, appended hereto, which alleges:




1. On March 25, 1996, Argust Nelson Popham, a Service Technician for Owen
Electric, was injured while attempting to repair a 7,200 Volt overhead hot line jumper. Mr.
Popham was not wearing rubber gloves at the time of the accident. The injuries incurred
by Mr. Popham were burns to both hands.

2. At the time of the incident, Mr. Popham was an employee of Owen Electric
acting within the scope of his employment.

3. Mr. Popham's failure to wear his rubber gloves while working on the line
jumper represents a probable violation by Owen Electric of NESC, Section 42,
Subparagraph 420H., Tools and Protective Equipment, which requires employees to use
the personal protective equipment, the protective devices, and the special tools provided
for their work.

Furthermore, Owen Electric's Safety Manual, Section 6, paragraph 602, Flexible
Protective Equipment, states that:

a) Employees shall not touch or work on any exposed
energized lines or apparatus except when wearing protective
equipment approved for the voltage to be contacted.

b) When work is to be done on or near energized lines, all
energized and grounded conductors or guy wires within reach
of any part of the body while working shall be covered with
rubber protective equipment, except that part of the conductor
on which the employee is to work.

f) Protective equipment shall be put on before entering the
working area within which energized line or apparatus may be
reached and shall not be removed until the emp!oyee is
completely out of reach of this area.

Paragraph 604, Use and Care of Rubber Gloves, states that:

c) Rubber gloves are recommended to be worn while
working on any pole or other structure on which energized lines
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or equipment are located, on which lines and equipment that
could be energized are located, or that are located close to
energized lines or equipment where an employee could make
contact. The rubber gloves should be put on before the
employee ascends a pole or structure or raises an aerial
device off the ground or device's cradle. Furthermore,
employees should not remove the gloves until they have
descended the pole or structure or returned the aerial device
to the ground or cradle. As a minimum requirement, gloves
should be put on before the employee comes within falling or
reaching distance (in any event not less than 5 feet) of
unprotected energized circuits or apparatus or those which
may become energized, and they shall not be removed until
the employee is entirely out of falling or reaching distance of
such circuits or apparatus.

d) [R]ubber gloves shall be worn during the following
conditions:

1) Working on or within falling or reaching distance
of conductors, electrical equipment, or metal surface
(crossarms, crossarm braces, or transformer cases), which are
not effectively grounded and which may be or may become
energized.

12) Pulling in wires or handling other conducting
materials near circuits, apparatus, or equipment that is or may
become energized.

Thus, Mr. Popham's failure to wear his rubber gloves while working on the line
jumper is a violation of Owen Electric's safety manual, which in turn represents a failure in
Owen Electric's safety program.

Based on its review of the Utility Accident Investigation Report, and being otherwise
sufficiently advised, the Commission finds that prima facie evidence exists that as a result
of Mr. Popham's failure to wear his protective rubber gloves, Owen Electric is in probable

violation of 807 KAR 5:006, Section 24, and 807 KAR 5:041, Section 3.

The Commission, on its own motion, HEREBY ORDERS that;
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1. Owen Electric shall submit to the Commission, within 20 days of the date of
this Order, a written response to the allegations contained in the Utility Accident
Investigation Report and this Order.

2. Owen Electric shall appear before the Commission on October 1, 1996, at
10:00 a.m., Eastern Daylight Time, in Hearing Room 1 of the Commission's offices at 730
Schenkel Lane, Frankfort, Kentucky, for the purpose of presenting evidence concerning the
alleged violations of 807 KAR 5:006, Section 24, and 807 KAR 5:041, Section 3, and of
showing cause why it should not be subject to the penalties prescribed in KRS 278.990(1)
for its alleged failure to comply with Commission regulations.

3. The Utility Accident Investigation Report of April 26, 1996, a copy of which
is appended hereto, is hereby made a part of the record of this proceeding.

4, Any motion requesting an informal conference with Commission Staff to
consider any matter which would aid in the handling or disposition of this proceeding shall
be filed with the Commission no later than 20 days from the date of this Order.

Done at Frankfort, Kentucky, this 13th day of August, 1996.

PUBLIC SERVICE COMMISSION

Fpods f Boroalitl™

, Chairman
ATTEST: /ﬁ@/

. ice Chakfman

Executive Director Commissioner




APPENDIX A

AN APPENDIX TO AN ORDER OF THE KENTUCKY PUBLIC SERVICE
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April 26, 1996

Page 1

UTILITY ACCIDENT

INVESTIGATION REPORT

Utility:

Owen Electric Cooperative

Reported By:

Danny Stockdale - Owen Electric Cooperative

Dates & Times

Accident

Occurred: 03/25/96 - Approximately 2:45 pm
Utility

Notified: 03/25/96 - Approximately 2:45 pm
PSC Notified: | 03/25/96 - 3:03 pm

Investigated: | 03/26/96

Written

Report Revd: | 03/26/96

Location of
Accident:

1304 Stephenson Mill Road, Boone County, Walton, Kentucky

Description of

Argust Nelson Popham, a Service Technician for Owen Electric Cooperative, was
injured while attempting to repair a 7,200 Volt overhead hot line jumper. Mr.

Accident: Popham was not wearing his rubber gloves at the time of the incident.
Victims:
Name: Argust Nelson Popham Fatal: No Age: 56
Addr./Empl.: | 510 South Main Street, Owenton, KY/Owen Electric Cooperative
Injuries: Burns to both hands.
Witnesses: Name Address/Employment
None
Name Address/Employment
510 South Main Street, Owen, KY/Owen
Danny Stockdale Electric Cooperative
Sources of _
Information: 510 South Main Street, Owen, KY/Owen
Bill Smith Electnic Cooperative
John W. Land PSC Engineering Staff on site
investigation
Probable Violations: | 1990 NESC, Rule 420 H




April 26, 1996 Page 2

) Minimum
Line Clearances At

Applicable NESC Constr.
Point of Accident: Measured Allowed by Volt.

. 143 1
NESC Edition Date

Primary
Phase to . C31'- 10" 18'- 6" | 1990, Table 232-1 | 7200 V 1950
Ground

Pole
Elevation (F): Date

Approx.

Primary
Neutral to 28 . 1" 15'- 6" 1990, Table 232-1 N/A .
Ground

Elevation:

Primary
Phase to 33'- 10" 18'-6" - | 1990, Table 232-1 | 7200 V X
Ground

Elevation:

Primary
Neutral to 20 _ g 15'- 6" 1990, Table 232-1 N/A "
Ground

Elevation:

Primary
Phase to 34 Q" 18'- 6" 1990, Table 232-1 | 7200 V "
Ground

Elevation:

Primary
Neutral to 30'- 0" 15'- 6" 1990, Table 232-1 N/A .
Ground

Elevation:

1 Date of
Measurement: 03/26/96

Approximate Temp.: | 35°

Measurements Made | Danny Stockdale and Bill Smith, Owen Electric Cooperative and John W. Land,
By: PSC Engineering Staff

Investigated By: )dfﬁ\’ . Land

Signed: C%W y{ »«/

Current edition adopted by the Commission. If clearances are not in compliance with the current edition, then the edition in effect
when the facilities were last constructed or modified would apply.

Accident Investigation Report
Owen Electric Cooperative
Mr, Argust Nelson Popham




Attachments:

A. PSC Accident Report Form

B. Owen Electric Cooperative's Accident Investigation
C. Photographs

Accident Investigation Report
Owen Electric Cooperative
Mr. Argust Nelson Popham




Attachment A

PSC Accident Report Form

Accident Investigation Report
Owen Electric Cooperative
Mr. Argust Nelson Popham




P. S - c.
ACCIDENT AND TROURLE REPORT FORM

TODAY'S DATE 3 ,25’?4 | _ e 3/03 A )M,

COMPANY _ (S0 M@Wm '

PERSON REPORTING INCIDENT: NAME: Iasem W
TITLE: N

ADDRESS :5/DS. Muk S @w@n,tr\) Kd Jp3359

PHONE NO: (502) Y& -347]
X !fA x. b A a

ACCIDENT DESCRIPTION: Sy p/oviss Comtact

VICTIMS NAMES: AVE/SoN (bohan  SEX /Y| AGESL'DEATR__INJURY
SEX___ AGE___ DEATH__INJURY___

SEX___ AGE___ DEATB__ INJURY_ __
LOCATION OF ACCIDENT: \A/AIer],J{y (Boone(p,)

TIME OF OCCURRENCE: Approx ! 2/ 4S5~

v - L * ——

TROUBLE DESCRIPTION: AN/4

TIME OF OCCURRENCE: _/V/A-
TIME OF RESWMPTION OF NORMAL SERVICE: A4

NUMBER OF CUSTOMERS AFFECTED: #//
7/
 SIGNED' WM

DATE Vé‘% -7¢




Attachment B

Owen Electric Cooperative's Accident Investigation

Accident Investigation Report
Owen Electric Cooperative
Mr. Argust Nelson Popham




OweEN ELECcTRIC COOPERATIVE

1

April 4, 1996

Mr. John Land

Public Service Commission
730 Schenkel Lane
Frankfort, KY 40601

Dear Mr. Land:

Enclosed you will find our final accident investigation report for
the March 25, 1996 accident involving Mr. Nelson Popham. I have
also included a copy of the photos I took the day of the accident,
as well as, the information you requested on our last system
inspection. It appears that the line was, constructed in 1850.

We have confirmed our investigation and have discovered some
additional information which helps clarify what happened. I have
included a copy of the service order Mr. Popham was working Jjust
prior to the accident.

Mr. Popham went to 1304 Stephenson Mill Road to remove the meter
from an account that had been disconnected since August, 1994.
When attempting to disconnect the transformer, he discovered a

primary line jumper had fallen out of the hot line clamp. He
radioed the dispatcher to check if she had received any outage
calls and notified her of his plan to repair the jumper. Mr.

Popham proceeded to climb the transformer pole and disconnect the
transformer jumper. He recalls having one hand on the transformer,
the location of other hand is unknown, and seeing a flash. The
next thing he remembers is being upside down on the pole.

The day after your investigation, we retrieved the wedge clamp
which supported the service wire and found it had several marks
indicating contact with the loose Jjumper. It appears that the
flash Mr. Popham saw was the jumper arcing on the wedge clamp,
thereby energizing the service wire. Mr. Popham’s other hand was
in contact with either the service wire or some equpment attached
to the service wire, thereby causing current to flow between his
hands. The fact that the service wire was a better path to ground
than his body is the only reason his injuries were not more severe.

The proper use of the personal protective equipment provided would
have prevented the accident from happening and the fact that this
equipment was not used is a direct violation of OEC’s safety rules
as well as a violation of the NESC.

Serving Boone * Campbell = Carroll = Gallatin » Grant * Kenton » Owen » Pendleton » Scott

510 South Main Street » P,O. Box 400 » Owenton, Kentucky 40359-1261 » 502/484-3471




Mr. John Land, PSC
Page 2
April 4, 1996

committee will meet to review the accident and impose any
disciplinary action deemed necessary.

If you have need any additional information , feel free to contact

|

|

i .

I? In accordance with our union contract with the IBEW, a safety
i.

|

|

l me anytime.

|

Yours truly,
| ' OWEN ELECTRIC COOPERATIVE
%//.47 / /

Danny Stockdale
VP Construction and Maintenance

i
DS:trb

Enclosures




~ PRELIMINARY REPORT- /‘/ L
ACCIDENT INVESTIGATION FORM
Report prepared 3/26/96 . _ '
DATE .~ 3/25/96 (Date of Accident) COMPLETED BY Bill Smith
LOCATION/ADDRESS 1304 Stephenson Mill Rd., Walton, KY
Time of Accident: 2:45 PM~-(Approximate)
NAME OF INJURED Argust Nelson Popham S.S.tl
TITLE Serviceman pate of BIRTH [
MALE X FEMALE |
YEARS OF EXPERIENCE AT PRESENT JOB
DATE OF ACCIDENT 3/25/96 TIME OF ACCIDENT - 2:45 PM

NATURE OF INJURY Electrical contact burns - both hands

WAS FIRST AID GIVEN? X YES NO
WAS A DOCTOR SEEN? X "YES NO
DOCTOR'S NAME St. Luke West Hospital Emergency Room, 7380 Turfway Rd, Florence

Transferred to University of Cincinnati Hospitdl, Goodman-Ave., Cincinnati, OH
WITNESSES: (addresses & phone numbers) none

NATURE OF ACCIDENT Employee was working on pole (diagram attached)

Employee experienced electrical contact - saw a flash, does not remember how accident

occurred - Further information will be available as employee iﬂiprove's.""' “VE wj,:Ll~ inquire
as soon as emplovee is able to discuss situation.
(Upon observation by investigating staff, an energized jumper wire.was hanging down because
it had come loose from the hot line clamp.  The jumper wire was dangling near the pole where
the accident occurred. (See diagram) - This may or may not have been a factor.)

-
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- . : . . Final Report

ACCIDENT INVESTIGATION FPORM

Report prepared 3/26/96
DATE 3/25/96 (Date of Accident) COMPLETED BY Bill Smith

Time of Accident: 2:45 PMn~(Approximate)

NAME OF INJURED Argust Nelson Popham 5.S. #__-_~_‘

TITLE Serviceman . - - pate ofF BIRTH [

MALE X FEMALE ‘

YEARS OF EXPERIENCE AT PRESENT JOB 18 years

DATE OF ACCIDENT 3/25/96 - “TIME OF ACCIDERNT:2:45 PM:.

NATURE OF IRJURY Electrical contact burns - both.hands ' o . ‘_’ ‘

SEE ATTACHED LETTER OF EXPLANATION

WAS FIRST AID GIVEN? X YES - | NO

WAS A DOCTOR SEEN? - X ~-YES . NO

T X R A

DOCTOR S NAME St. Luke West Hospital Emergency Room, 7380 Turfway Rd, Florence
Transferred to University of Cincinnati Hospitdly-GoodmancAve., Cincinnati, OH
WITNESSES: (Addresses & phone numbers) none

NATURE OF ACCIDENT Employee was working on pole (diagram attached)

Employee experienced electrical contact - saw a flash, does not remember how accident

occurred - Further informatjon will be available as employee improves” We will inquire
as soon as emplovee is able to discuss situation.

(Upon observatlon by 1nvest1gat1ng staff, an energlzed jumper wire .was hanging down because

fyom_ the er wire was dangling near the ole where
the accident occurred. (See diagram) - This may or mav Dot have hafu b
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ST O S F KRS 342.990 avtherizes ;e for employer’s reiual or willful neglect to
o W, :) - . - o - . .
SREN. 9 submit this report within onc week of knowledne of injury. To comply

EMPLOYER’S FIRST REPORT OF INJURY with this regulation, each question must be answered legibly, accurately,
opartment of Labor, Workmen's Compensation Board and completely. Improperly prepared reports may be refused and re-
Frankfort, Kentucky 40601 turned. Please use typewriter, or print. If a question “does not apply”

to your case, mark DNA. See instructions on back of page.

NAME OF WORKMEN'S COMPENSATION INSURANCE COMPANY

EMPLOYER Policy Number ' DO NOT WRITE
B . INTHIS COLUMN
c NAME. et eevee iateten ieanegnssaneaebe s aa et ek bens re R Re R e nssens Srs e ssn s asn et en s ebma s _ . Fik Ne.

Ml QOGRS ...ttt easa ettt s ee st st R e et ca et e em et et aan s e anacn Phone....oooooeiieceee ]
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Nature of DUSIIESS.. .. oo v nsas e ne s nranaes . e eteee e eteeee st e eriee et ern s st
{(Manufacturing shoes. mnhxmm:dmbmuucun(lumeu.)
INJURED EMPLOYEE R . Indurtry
Name.A£G. HST .......................... MC.L.Q.QM ................... }7 .. 5 ............... S. Social Security No. —
(Middle Name) Sec. No.
. Home address..... 2.,1 .......... B £ gwl Ge R AYE.,.... wi.alY. dl/...........,....’.:..‘ iKY CTFR T RN | ‘
{City oc Town) : [T Age
cAge. 3.2 s Scx Malc )( Fomale. ... 9. Marital status: Married... XKoo SZI oo
. Occupation (job title)......... YAy R Ve E,m /&M ................................................... 11, Dcpartmcnt Sex
. Number months employed by you........4L 5. 222.0............ : - I
. No. of hours worked per day.......... X ................... ; per week... 4. No. _ Marical Status
. Wages: 8414‘.'?/ per hour; or 837'/'? ....... per day; or §....4. gbéope: week. 16, If paid on other than a time pev——
basis, such as piece work or oommission, enter actual average weekly earnings during last..........cooeeeeooweeks: $o... per week. '
If board, lodging, or other advantages were furnished in addition to wages, state estimated weekly value: $.......... .Opcr week. |7 Maaths om Job

THE ACCIDENT OR EXPOSURE TO OCCUPATIONAL DISEASE .
Place o(aoadcnt or exposure. ,}DJY\, ){C.LLY}/ ﬁes,ae;/c e.. ,500,0/3 19. Wu it on employere pcemm? cimn | Wealy w—“‘} ‘ ;

,Whltmthtemployee dm 'hen m:‘m‘d?(&-ah/‘h{;ohfvi unu&LﬂééfpfmtyMu/ﬁemmfﬂ&\m o DI B C“mb’dlniﬁ,lf
znfsufzmr? 3... U — ] ‘
c.i oo 1 ae o tell what e was dolng with them.) . ve e ) o G~ LA
Hawdsdts;a@;;umﬁ ...... _sA,ﬂ.e ....... ﬂ.s ...... ABox L. Z; 28 Ip. Tl BACK ="
- funy mu " resulted in. injuryor levhubxpmed

Andhovhhm Nwwwm«nmmammmmmmbvﬂm leefnndaansm-nhcun

Mu«muwmm U-e-:mnteutxetlotn.ddmouﬂum) N

INJURY OR OCCUPATIONAL DISEASE i
Dum‘bethemjmyadmacmdcmﬂmdmdmtcthepanofbodyaﬁccted B(JQCK' ZA.MGKI“.. %
2 e (egar ampcuﬁm

‘‘‘‘‘ !':“.--‘f» LT3N BTN L '9_:

come Lot

-econdidnt. fncxnred:ibc. hdpooonmz' damﬁtudldthand.dc—) ‘
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Date of injury oc occupational disease: //12 r/ 2.3 25. Hour of day 3 .......... s 26, Was employee paid in full foc this day? Disabflity Date "

SR X S— /-1E-73 - [-/9- 7F M temce 1fed /75 Report Dte
Was employee unable to work because of the injury or disease on any day after tbe day of mjury/(m ding Sauday or any other day | :
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) . . .
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e —— 4 7 v ,d - . - -
4. Name./ J” - W, A AR i "' . //'/}”/j’ /"; s e - . 5. Social Security ;\0_4— ——————
(First !\amc) (MAdd’L \amc) (Last Name) Soc. Sec. \g_
‘. Home address <./ ,d(’,/,///u- cAL /'} v a4 /“'/'- el !‘/‘{1 ...... S
I (No. and Street) {City or To\sn) lc) e "‘_‘.\‘;'~'
7. Age 3/ B Sex: Male XK. Female... ..... 9. Marnal status:  Married ... X SINELE e cneceeiaes
* {Check One) (Ch\xk On ' B
4, Occupation (ob title).......... Lo A& i AN .. v e 11, Department............. C kST o e fex

12, Number months employed by you................ 75 )//(.S e e« ettt s ra ettt s s b : -
Marital Staipe

13, No. of hours worked per day..... ... B i per weskl...... T ... 14. No. of days worked per wceL
15. Wages: $..7. e /. . perhour; or S perday; or$ ..o per week. 16. 1{ paid on other than a time Oenrator
) basis, such as piece work or commission, enter actual average weekly earnings durmg JEY-2 SN e e weeks: $ . .
17. U board, lodging, or other advantages were furnished in addition to wages, state estimated weekly value: $ " Months 6a Job
: THE ACCIDENT OR EXPOSURE TO OCCUPATIONAL DISEASE T
:  18. Place of accident or exposure YN 1LN. 5. /7/11.71 HAwWhy. . /\’V/ﬁ'vo”&xs: Was it on employer's premises?. Y/ €..|  Weekly Wage
(Number and Street) ity or Town) (County) _ - _ S
' 20. \Vhat was the employee doing when mjumd?( j:f/ﬂzml Nfu n(aa/nfcto,os: o§ eqmwmmtl orehaCdlmz :n(:cl;x:: umcju;i:\"j” kll Tb m
AT D T Ll BIN. é— 0L T e A LECH, . STOL. SAET. SFACK -
what be was dolng with them, ngufe of 155"“?

21. How did the accident occur?..C. uy//y I XN, A Cul. af T AEC.

Describe fully the events vl'nch resulted xn the injury or occunauoml disease. Tell What havwned h

and bow it happened. Name sny objects or substances mvolvcd "and tell how they were mvdved Give full details on all factors . R I < Accident Type -

‘which led of contributed to the accident. Use separate aheet for additional space.)
INJURY OR OCCUPATIONAL DISEASE .
22. Describe the injury or disease in dctail anc_l iqdimte the par; gf_body aﬂected_ .

(c.g amputauon of nzht u:du ﬁna.:r at:

“second joint; fracture of ribs; lead poisoning; dermatitis of ieft hand, etc) o e ‘. E_;ém o Di“@m.
23. Name the object or substance which directly injured the employec. (For examj.le, the machine or thing he struck against or whlch IR
struck him; the vapor or poison he inhaled or swallowed; the chemjical or radiation which irritated his skin; or in_ cases of strau\s, ——_"m_
hernias, etc,, the thmg he was lifting, pulling, pushing, etc. Yoo AT 17‘“ - 7:1...‘.':’./.2 ..... oA LE. /.) s py o
AZET  CrpiiN € L 111017 C o LR S 7 SLLBL o of Inury -

LE5 4 /71/’- AL )/ : /—/u'/"f'.. el AN B d,.(.'../;i )

Disubility Date

24. Date of injury or occupatxonal dxseascu é il 2 25 Hour of day..7. .
. P i L
o ewercere aaen Y\u ............................. . . . Report Date .

27. Was employee unable to work because of the injury or disease on any day after the day of injury {including Sunday or any other day - C

- . ! r . ————— e m————— e n

on which he would not usually work)?, ..'y.cfi.‘.. ............... 28. If yes. give date last worked: Dare: .. .>.0 <. ._,A,.',,'.?...

29. Has employee rcmrned .o work? ’V = 30, If ves, give date: . .. . L 31 Arwhatwage? § L0 perhaur; or S e
per day: or § 455 per week.

2i. Did emplovee die? Yes . .. No P ST ves, yive date of death.. . ...... . . and name and address of nensest relative. ~-—-—~-— f—

(“hcx k One) s

- . - - - . - - . hat . - . .
3L Name and address of physiciun 2247 503, L P AT R S A T B L

35 Y hospiralized, name and address of hosni::\l.,g/ A/ ot L L A y . . . -
o =-7-27 . . ZZV . A _,M

it of Kedbont lT‘rrmm d by}
s 1€

oS-l 1ttt b e
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ARITRAVEH sho e L3R
e e e e e e iene s . o ! 3
N Y 1 Foorgtor e >N

_—— - &Ea — e

.~1A'\L// KU F(JP\)\" :"OR St l"s B SO0 L et e

COEMPLOYER'S F EPORT e e
- VAL, -c.. S !RST R Kt
Policy Sym. & No.
.'I £ WO TV TS _“
. . ' ‘. H LA ::LCJ’\' or Town _../
B e 1 RV FAYSTIRITE N Nane of Compam . 4 ¢
tf S e et o Nasipees G wrhiche mameisctuiedy | ol!
_:__-_;-.--__—_—_——-—,'; T R, Ly =
; S.oaa feraiene o f Diant of plaee Where SCCifent DCCUTTOL e iceeerert e s nr e er e
i Depariment Lo+ covieeecereerense e 3101 1T employes
Time " thy 11 ¢ cGident o sur o ~ur" sce, unde: g.mmt‘ shafl drift or mili L ST A
~‘~‘_'d ;: s Liute o gngee s T 7 ................ 9. ’ / Ay of week L 14,94.63 ‘{(Y/ djour of day 7. o
Fiece ,: oo Date dinatlny BCRUI e e e eeinees 16 e, AL AL LGP Bl WS injured paid in @ his G8Yervreeneenn
i! S When did vour or L emal 1irst know of ‘.s.jur\‘ T
j‘ e Nawe of furenan ///5’:"/‘0/7\,. g, ’J"f el Mmrvoeereunsanns eere i e nrnere e e et enaeanne & ..............................
i 11, Name of injuied YT ........ € /Sc-r../ .............. \’c /7ﬂ//7 ..................................................................................................
t {First Name) (Middie Initial)
12, Address: No. and St c)s.\ Pada N‘] R it City or Towr.CU{QJ‘/C"-/

Check ( } Married: '-/ Single...... , Widowed ... . Widower ... , Divorced.......s Male 5700

15. Age j? ..... Did you have on file cmployr\cm’fjrtifica ¢ or permit A/‘ JUUTUIDIN. __SSSRU OO
‘.,._Ipnixrx;gg 16. (a) Occupation when injured kA C 72 E i (b) Was this his ¢r her regular occupation .. Q—,‘/ -
. . (If not state in what deparment of branch of work regularly employed) oot
17. (a) How long employed by vou.... L. 7 ... e (D) Picce or time worker .......... eereeenaneeds i (€) \kagcsdour 570/
18. (a) No. hours worked per day ....uceeeeennnn y ........ enreennnnres (b) Wages per day §,
(c) No. days worked per week ...... 7o (8) Average weekly eamings $.......... S .
(e) If board, lodging, fuel or other advantages were fumished in addition to wages, give cstimhi\'aluc’pcr day, week
or month ......... : v . ‘
19. Machine, 100} or thing causing injury e 20. Kind of power, (hand, l'oot clccmcal
steam, elc, ) ...... ; . 21. Parn of machm: on which accident occurred.. . y
22. (a) Was safety appliance or rcgulanon pr0v1dcd . . (b) was it in use at time’ .
23, \‘.‘as accident caused by injured*s failure 1o use or vbserve safcx) appliance or regulafion...
vgrause 24. Descrihe fully hpw acc:dcn}ocgmrcd and state “h:n cmployce was dojpg when injured |
Injury M“’G .............. A..' J ............ C"’"".’(AN ....................................................................
2s.
26. Nature and location of injury (describe fully exact location of amputziions or fraclures, right or left),
: fv%f ......... St 1
Nature 27. Probable length of disability ... . 2R, Has injuied reterned 10 work ... 7
of T 20, G518 2510 BOUT L iveiiieee e sereevessrestesess s ersaconnste saranasmsnressn satonssansansase Av what wage $
injury 29, At whai occupation ...
3. 1a) Name and address of physician k cevereee o B .
(DY Name ant A0JreSS OF NOSPIIRL Lo sresreeeres s rrsres e eeeaesaasersve s rrennesnes crasenessssssesanssnssrrsssraounss B
: : :ﬁ,
zi;a:s ; 3i. Has jujused died /\X’d"i ............................................................... If sa, give date of denth
“% ’77 Fir aame (4—’» (RS (_ (./ 4/[/ el 1 é LA~
Signied by )’r:/if}_" ....... .(,4,. ..: /@Z::; IR SR P TN N BT




Nav. e

ZMH,@YER‘S FIRST REPORT OF INJURY with this regulation, cach question must be answered leiibiy, arcurately,.
partment of Labor, Workmen's Compensation Board and completely. !mpréperl)' prepared reports muy be refused and re-
Frankfort, Kentucky 40601 turned. 1'lease use tyopewriter, or print. 1f 2 question “‘dnes not apphy

to your case, mark DNA, See instructions on back of pave.

NAME OF WORKP\«fEN'S COMPENSATION INSURANCE COMPANY s s i,

EMPLOYER R B
Name......| E .. wen......... aﬂdﬂé/ /? E - C 6 ................................................... —
) : (lec name und%\ i- con ocs buminens) .
Mail address...... 53 L0 S coLgelowa.. Lotk K
{Na_and Strect) (City or Tovm)

Nature of busmcs E/"C ..".\D'J'/ﬂl‘ﬂuﬂm .................................................. .

* (Manufacturing sboes, retalling men’'s clotbes. trucking for hire, ete.)

DO NOYT WRITE
IN THIS COLUMN

File No,

Cartier No,

INJURED EMPLOYEE

Industry

/702 ‘/57' ' /L/QLSOA/ /-D‘"JQA/?/’? S. Social Sccurity No._—-—— _—
(Middk: Name) (Last Name) - Soc. Sec. No.

Marital Status

Occupation

Months oo job

Weekly Wage

Homc address.. u?/ ?(’ OII‘/'G CRAVE oo JUDE L, I’A'/ /:?/’ rerererir s
. (No. and Street) (City or Town) State)
. Age...... 33 8. Sex: Male... ‘/ .Female............ 9. Marital status: Mamcd‘/ wee. Single...
- , “(Check One) : - (Check One
. Occupation (job title).......... A//Q/’].ﬂ A«/ rceveeetieee e irvsresesniees seeeen 110 Department.... C{»’S‘Z{’u(‘ﬂp/
. Number months e_mplcryed by you/fy/?.ﬁ' e eoeeeseseseseesesees  eeseeeseeseseseseeeses s eeans reeetreess sererenene
. No of bours worked per day..cemee 5. per week S Y. 14. No. of days worked per week..... S
. Wags 37 .. per hour; or S e perday: Or S per week. - 16. If paid on other than a time
basis, such as piece work or commission, enter actual average weekly earnings during lasto...n L weeks: Sl per week,
. I board, lodging, or other advantages were furished in addition to wages, state estimated weekly value: $......l] per week.
THE ACCIDENT OR EXPOSURE TO OCCUPATIONAL DISEASE
Piaee of wmdent or exposurc Colonddl. _Siade.. é'wsom &cﬂ’lk’?"ﬁff&‘ 19. Was it on employer’s premises?._.. . |’
« _ (Number znd Street) (City or Town) © {County) . . i
. What was. thc cmployec domg when m;ured? T § Cm/v’é LLECT K c“/or)L on. S S -
(Be zpcaﬁc. If he was using fools or equlpmcnt or handling malcnu.l. name them and

» R

County of Injury

. Lc!lvhalbewudoinx with them.)’

Nawre of lojury

(Dexﬂbciully tbe events ich resulted in t inwty or occupati dx Tel whn b

L. How did the accident mr?-}a/mw.«,. ..... wgrwﬁa M7‘ w,w o,, ......

~*

Pant of Body

;and how ll happened. Numc any oblecu ortubuznm involved snd tell how tbcy were involved.” Give full detaih on all {actora

which led of coutr(buwd to the aeddent. Use separate sheet for additioaal mcc.)

Accident Type

INJURY OR OCCUPATIONAL DISEASE

Soorce of Injury

2. Dascn’bc the mJury or ds&se in dcta‘l and mdxcatc the part of body aﬂcctcd /{M e e
(e.g amputation of right xndu: fingerat - -

. Agengy of Accident

s L e i . . ‘second Jdnt fracture of nbc lead poironing; du'mzuxk of left hand. etc) .
3 Na.me the ob)ect or substance which directly injured the emnloyee. (For example, the machioe or thmg he struck against or which

Extent of Disability

struck him; the vapor or poison he inhaled or swallowed; the chemical or radigtion which irritated his sLm or mtrams,

L,.....M TN o eveeeened

Injury Date R

hernias, ctc.. the thing he was lifting, pulling, pushmg. etc.)

- -

EESS] ‘.

Hour of Injury

. Date o( mjury or occupanonal disease: ? (‘Z ;3 25 Tour of day 2= @ 26. Was employee paid in full for this day? Disability Date
ke : o . : : .Report Date
. \\ cmpIO) ee unable to work because of thei xnjury or discase on any day after the day of injury (mcludmg Sunday or any other day
on which he would not usually worl-.)?......)f‘-,.b ............ 28. If ves, give date lust worked: Date.....?...gf‘? b, SO
9. Has empIO)ee returned to work?. Ao .. 30. If ves, givedare: .. ...
- perday; or .. per week. ) -
320 Did employee die? Yes.........No. ¥ .. 33, I ves, give date of death
S (Check ond)

34, Name and addrss of phys:c;an. M/Q/V/’ KCD .L. XJ?/9 wS.c€....

35. " hospxtahzgd ame and ‘address of hospizal...... S &
epon) ’

(/D.nt o{ (Prc[:ned by

e T 1 Dlveed i 104 1056Q 1




FORM S F 4 smivsiDJan @I
KENTUCKY DEPARTHMINT Of LABOR
WORKM(NTS COMPEWSATION BOARD

EMPLOYERS FIRST AEPFORT OF INJUAY DR ILLVISS aND

SUPPLIVINTARY AECORD UNDLAR THL

ODCOUPATIONAL SAS[TY

AND HEALTH ACT

¥ Tuts CASE WAS DSHA RECORDABLE, IWDICAT] REASOW FOR

FRANKFORT, KY, 40601

Tha 1orm totidn the srouwmements for OSHA Form 101,

RECOAD'NG AND CIVE OS~HA CASE DR FILE NuMBER

Restriction of work;

KRS JAI.000 AUTHORIZES A FINE FOR (MPLOYIRTS AEFUSAL OR WiLLFuL WNEGLECT TD SUBMIT Tais
ORIGINAL REPORT, WiTetin ONE WEEK OF KNOWLEDGE OF INAURY. TO THE WORKME NS COMPLNSATION N - 1
BOARD. YO COMPLY WiTet THIS LAW, EADH GUESTION SHALL BE ANSWERED COMPLITELY, ACCURATELY

AND LEGHMILY. WAPROPEALY PREPARED REPORTS Will BE REFUSED AND RETUD
TYPEWRITER OR FAWT IN INK, COMPLETE ALL OUESTIONS!

Rerson 100 cecomamng b0 g. Mo o CONCoraeu ).

ANED, PLEASE wSE

OSMA Com or Faiy Mymomt (trom youn OSMHA Feren 10O

2. STREEY O@ ROAD

LOCATION AT wrICH EMPLOYEE WORKED

1. EMPLOYERTS WAKE EMPLOYER WUMBER DO WOT WRITE W
o . THES COLUMN
Owen_ Count 61-0299613 7353 Walton Nicholson Rd e
3. 1F INDIVIDUAL O umu:ns-«.- wAME OF BUSIWESS & cny counTY STATE 2
Indenendence, Ky 41051 Eroier o,
< § MAILING ADDAESS & AREA CODE. TELEPNONE 3. UWEMPLOYMENT INSURANCE
& ‘510 Georgetown Road 503-484-3471 1 0. numsER T
3 1. oy COURTY STATE 0 §  WATURE OF BUSINESS (rg. vwee Wommong, boot mig.)
Owenton, Kentucky 40359 electric distribution —
W, WORKMENTS co«rﬁm'nouﬁuluua CARRIER POLICY NUMSER 13, SPECH (L PRODUCT OR SERVICE COMPRISING MaOCRITY OF SALES
"HEmE™ I strRti¥es Co. WC 9658958 oo ipeew Soc. Sec. e
: electricity sales
12. EMPLDYEES NAME FIRST MIDDLE LAST 13. AREA CODE - TELEPHONE 4, SOCWAL SECURITY NUMBER o
(HOME)
Argust Nelson Popham ]
1S, EMPLOYEETS HOME ADDRESS 6. SWNGLE D MALE D 12. DATE OF BIATK San
Bedinger Avenue waaseo (] rewas(] | [N . -
asl Suta
8. oITy COUNTY STATE 21 18, DEPARTMENT IN WHICH REGULARLY EMPLOYED
¥Walton, Boone, Kentucky 410384 Maintenance —
w 30 REGULAR OCCUPATION UOE TITLEI 21. DEPARTMENT WHERE WORKING WHEN INJURY OR ILLNESS
> -
S Lineman OCCURRED Maintenance Beparimat
H _ 2. HOW LONG EMPLOYED BY YOU? 23, HOW LONG IN PRESENT JOB7 . MUMBER UF MOURS WORKED |25, NUMBER OF DAYS WORKED
15 years 8 yrs. rER DAY: 8 rem weEk: ren week: O
2. EMPLOYEES WAGE RATE S 7 83 MR or 7. COMMISSION OR PECE WORK EARNINGS 28, WEEKLY DOLLAR VALUE OF PAY IN KIND Sin
s /DAY o § MK, s N, KRS, IN PAST 12 MO, ILODGING, FOOD. ETCY 3 Wiy Woge
20 NUWBER OF DEPENDENTS 0. PLACE O ACCIDENT OR EXPOSURE 1LOCATION, INCLUDING COUNTY) 31, DATE EMPLOYER NOTIFIED
Pase compiere tack of form! . - -
Union-Hathaway Road, Boone County 10-16-78 Coumey of bnery
X2. ON EMPLOYERS PREMISES? 3. DATE OF OCCURMENCE 3 TusE OF DAY 35 TIUE WORKDAY BEGAN AND WOULD MORMALLY Watre of oy
wd w@ 10-16-78 2:00 PM | ew raou o o "“"
: ) 4 20 e
° 3%, HOW DID THE ACCIDENT DR EXPOSURE OCCUR? (Bepen by wiliong what 1he smpiover mat GO At Driore Dwe acOSent Ot eaposure. Be sorcitc. 1 emoioyer svet oy Pary
a WG DOOK O FOUIDMENL, O RINGRAG MILITASl, MBMe Them S0C tell what EOIOVET mei 00 weth them.]
§ Employee was using 2 chain saw to trim a tree which fell on top of o T
£ | another tree causing second tree to split out and fall on victim's head—— o
; X, thowm Oncrite tully the tvema) which sewited W npury a Birrss. Teohl wtut Nporned and how 5t NapOTRed. Sucdvho—oonc-uum-u--«nm Gove Lol aevaits of ot
g 0103 wheh bed O d 10 The - o
g | The tree hit the victim on the forehead
<
E 38 WHAT THING DIRECTLY PRAODUCED THIS INUURY OA ILLNESS? (Nome SbeCl sHulh 8QImS o Rrch by w00, POROR Chemcsl o t30@ion; d S o
hernm, the Theng beng bied, ouiled. DvEhed, 2300 of mpury TE3uMed 20iety 11Om BOGHY MOLION, e RIZICHAG, temfleng, €1C. svnch seshte in npry }
_Tree Date Retrned
9. DESCRISE THE INJURY OR ILLKESS IR DETAIL AND INDICATE TRE PART DFf BDOY AFFECTED. Wi  o™OuRstetn ©f 1M wmors LAger 51 secone omt, Sracume
o 2 1en. sl pononeyg, Somaine of it g, e1c) FATALY
Blow to forehead w[j( Tome Present Job
ves[ ]
40, NAME AND ADORESS OF TREATING PHYSITIAN 4%, NaME AND ADDRESS OF wOSFITAL N PATIENT _D Exwt ol Desbitay
g W.E. Reutman, M.D. a
2 L Florence Medical Arts_Center Florence JKy. OUT raviEnT Ton Warvorm
< 42, MEDICAL TREATMENT GIVEN (DESCRIBED, R ¥ RESTRICTIONS OF DUTY 08 PERMANENT TRANSEER TO ANOTKER JOB, CMEGB
o . - - -
z Examination § prescription restricted to light duty until 10/23 oy Do
i €3, DATE STOPPLD WORK BECAUSE OF 44 DATE RETURNED IO WORK {48 NUMBER OFf SCHEDULED wWOARK 46 WAS EMmPLOYEE PAIND €08 FULL DAY ~
E To1tag pavs 1051 70 o onoutcor munn vs@uedl
LI L
= 10-16-78 : 10-19-78 4 _
41 IF DEATH, GIVE NAME AND ADDRESS OF NEXT OF wiw <6. DATL OF DEATH Dets of Diabitny
49. REPORY PREPARED BY /‘/L'X—"‘v vl Iu/-/ﬁ &2 MINLE 1 DATL OF TwiS KREFORY Iy
Donna McDonald Insurance Admr. 10/19/78 -

EVERY QUESTION MUST BE ANSWE RED AND FOaW SIGNED




FORM S F. V (REVISED JULY, 1880} EMPLOYER'S FIRST REPORT OF INJURY OR ILLNESS AND
KENTUCKY DEPARTMENT OF LABOR SUPPLEMENTARY RECORD UNDER THE OCCUPATIONAL SAFETY
WORKERS' COMPINSATION BOARD AND MEALTH ACT

FRANKFORT, KENTUCKY 40601

IF THIS CASE WAS OSHA RECORDABLE, INDICATE RE ASON
FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBER.

This form fullills the requirements for OSHA Form 101

Reason for recording (c.p. “'Ioss of consciousncss™)

KRS 342.990 AUTHORIZES A FINE FOREMPLOYER'S REFUSAL OR WILLFUL NEGLECT '
TO SUBMIT THIS ORIGINAL REPORT WITHIN ONE WEEK OF KNOWLEDGE OF INJURY
TO THE WORKERS' COMPENSATION BOARD. TO COMPLY WITH THIS LAW, EACH
QUESTION SHALL BE ANSWERED COMPLETELY, ACCURATELY AND LEGIBLY. IM- -
PROPERLY PREFARED REPORTS Will BE REFUSED AND RETURNED PLEASE USE OSHA Case or File Number (Irom your OSHA Form 100}
TYPEWRITER OR PRINT IN INK, COMPLETE ALL QUESTIONS!
1. EMPLOYER'S NAME EMPLOYER NUMBER 2. STREET OR ROADL \‘I_VOO%‘:(TE'S‘V AT WHICH EMPLOYEE DO NOT WRITE IN
. THIS COLUMN
Owen County R.E.C.C. ] 7353 Walton-Nicholson Road ——
e .
3. IF INDIVIDUAL OR PARTNERSHIP, NAME OF BUSINESS <. Ty COuUNTY STATE zwP
c Independence, Kenton, KY 41051 Emolover N,
> 5. MAILING ADDRESS 6. AREA CODE TELEPHONE | 7. UNEMPLOYMENT
S INSURANCE Ot Mo
£ |.- 510 Georgetown Road 502-484-3471 LD. No. -
w 8. CITY COUNTY STATE ZiP 9. NATURE OF BUSINESS {e.0., cree trimming boot mig.} industry
Owenton, Owen, KY 40359 Electric Distribution
10. WORKERS' COMPENSATION INSURANCE CARRIER  POLICY NUMBER 11. SPECIFIC PRODUGCT OR SERVICE COMPRISING MAJOR- Sec. Sec. No.
(IF SELF-INSURED, CHECK HERE 1TY ﬁiSALES le.p., 3ki boots)
ectricity oo
12. EMPLOYEE'S NAME FIRST MIDDLE LASY 13. AREA CODE TELEPHONE 14, SOCIAL SECURITY NO.J
ARGUST NELSON POPHAM Se
1S. EMPLOYEE'S HOME ADDRESS 16, SINGLE [3 MALE [ 17. DATE OF BIRTH
MARRIED ) FEMALELT Marital Status
1. errv 21 Bendipger Avenpse 2 19. DEPARTMENT IN WHICH REGULARLY EMPLOYED P
w - Walton, Boone, Kentucky 41094 Maintenance
b3
> | 20. REGULAR OCCUPATION (JOB TITLE) 21. DEPARTMENT WHERE WORKING WHEN INJURY OR Deveriment
] . OCCURRED ~
e Journevyman Lineman Maintenance Months on Job
Wl 22. HOW LONG EMPLOYED 8Y YOU? | 23. HOW LONG IN PRESENT JO87? 24, NUMBER OF HOURS WORK~| 25. NUMBER OF DAYS
N 20 1 ED . WORKED .
. years 3% years PERDAY R PERWK. 4 () | PER WK, T Shin
6. EMPLOYEE'S WAGE RATE sl 0.8 OHH. 27. COMMISSION OR PIECE WORK EARNINGS |28. WEEKLY DOLLAR VALUE OF PAY IN
. KIND Weekiy Wage
o s /oAy, 08 k. |s w0/ Brs i past 12 vo. (LODGING, FOOD, ETC.) § n/a
29. NO. OF DEPENDENTS 30. PLACE OF ACCIDENT OR EXPOSURE (LOCATION, INCLUDING COUNTY]  {31. DATE EMPLOYER NOTI- County of injury
{Plasss complete back of é«m . FIED
So. Woods, Richardson Rd. Kenton ICo. 1/6/82
32. ON EMPLOYER'S PREMISES? [33. DATE OF OCCURRENCE | 34. TIME OF DAY 35. TWME WORKDAY (35‘3:-)" AND WOULD "0"'\::’-.';") Neture of Injury
w 5 7 . FROM . o T e
2] veso  w# [4/82 5;00pm_[=ereow 8:000) o 4:30m) |———
y Pal
8 36. HOW DID THE ACCIDENT OR EXPOSURE DCCUR? (Begin by 1elling what the empiovees was doing just betore the sccident :)r axposure. Be apeci.
a fic. If amployes wes using 100k Or eguipment, or handiing materisl, name them and tel! what employee was doing with them.)
l,u( Accldent Type
3 Employee was working on underground service outage
; 37. {Now describe fully The svents which resulted in injury or iliness. Tell what happened and how it happened. Soecily how abjects OF BUDFIANCEE ware Source of tnjury
w invotved. Give full dewmits of ail tactors which ied or contributed o The sccicent or axposure.}
g Another serviceman ‘was removing primary elbow from cabimnet
g part og %Ee Bgr on Eggginal broke fell into ground cansi ng an
w | 38 WHA?@ @E oI L U & Trid B v TIKESEY NArBe object struck against of SIruck by, vepor, polson, chaemical, or radintion.
E i strain of harnia, the Thing being lifted, pulied, Pushed, #1c. 1 injury resuited solely trom bodily motion, the stretching, twisting, ¢1c. which resuited in
. injury. ') . . . P’y
“véxplosion and flash of fire, causing blurred vision on Nelsoh P.
9. DESCRIBE THE INJURY OR ILLNESS IN DETAIL AND INDICATE THE PART OF BODY AFFECTED. {e.g.. amputation of ripht index finger a1 Date AReturned
second joint, frecture of 2 til.n. h.:d ooitoning_, oermatitis of lett ha .h e d ey e l as h es FATAL?
Blurred visien for 24 hrs. of both eyes ves D noBD Time Prasent Job
& 40. NAME AND ADDRESS OF TREATING PHYSICIAN 41, NAME AND ADDRESS OF HOSPITAL
w INPATIENT O Extent of Disabitity
z.l.. ...n/a (unless further problem n/a OUT PATIENTE)
- Qccures
e | 2. MEDICAL TREATMENT GIVEN (DESCRIBE) IF RESTRICTIONS OF DUTY OR PEAMANENT TRANSFER TO ANOTHER JOB, CHECK [ Lost Workasys
©
< First aid-kit eye ointment applied hy employee tnjury Date
Z | 43. DATE STOPPED WORK BE- 44. DATE RETURNED TO WORK {45, NUMBER OF SCHEDULED 46. WAS EMPLOYEE PAID FOR
- CAUSE OF THIS INJURY OR WORK DAYS LOST TO DATE FULL DAY ON DATE OF tnjury Hour
ILLNESS” INJURY? .
x n/a n/a n/a vesf® wno D
47. IF DEATH, GIVE NAME AND ADDRESS OF NEXYT OF KIN . 48. DATE OF DEATH Date of Ditavbility
n/a n/a
49, REPORT PREPARED BY . }150. TITLE 51. DATE OF THIS
/J REPORT Date of Report
et -ﬁk DLald ﬂ{w Kpﬁ(‘ - : Z /4-%@3—
= o




e ee e e e . N BOARD
PPLIMEXTARY RECORD UNDER ‘ﬁin??xgaiiﬁiﬁg'uxo1
E OCCUPYATIONAL SAFETY '

DY A
ZALTE ACT 1F THIS CASE WAS OSHA RECORDABLE, INDICATE REASON

FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBER,

Mt {oem Fullils the requirements for OSNA Form 101 . days off; prescri ption drugs

Resson (o1 recording (e.p. “lous of conscrousness =}

K A3 D42 990 AUTHORIZES A FINE FOR [MPLOYER'S REFUSAL OR WILLFUL NECLECT
TO SUBMIT TotS ORICINAL REPORT WITHIN ONE WEEK OF KNOWLEDGE OF INJURY

TO TuE WORKERS COMPENSATION BOARD. TO COMPLY WITH THIS LAW, £ACKH 2/91
QUESTION SHALL BE ANSWERED COMPLETELY, ACCURATELY AND LEGCIBLY. M.

PROFEALY PREPARED REPORTS WILL BE REFUSED AND RETURNED FLEASE USE : t OSMA Case or Fue Number liiom your DSHA Form 200; .
TYPEWRITER OR PRINT (N INK COMPLETE ALL QUESTIONSI
1 EMPLOYER'S NAME EMPLOYER NUMBER 2. STREET OR RO AD &%CA?EISN AT WHICK EMPLOYEE DO NOT WRITE 1N
Owen County R.E.C.C. ] 510 Georgetown Koad THIE COLUMN
File No.
3. 1F INDIVIDUAL OR PARTNERSHIP NAME OF BUSINESS 4 CITY COUNTY STATE Zir
« Owenton, Owen, Kentucky 40359 Emplover No.
“
s S. MAILING ADDRESS 6. ANEA CODE TELEFHONE 2. uwsuan.ovuem
INSU
. 510 Georgetown Roa U.1. Ne.
g g d 502-484-3471 I
w s. CiTy COUNTY STATE Zir $. NATURE OF BUSINESS (e, tres trimming boot mig.} Induwtry
Owenton, Owen, Kentucky 40359 Distribution-of electricity
10. WORKERS COMPENSATION INSURANCE CARRIER  POLICY NUMBER 11, SPECIFIC PRODUCT OR SERVICE COMPRISING MAJOA. Soc. Sec. Na.
{IF SELF.INSURED, CHECK wERE O 1ITY QF SALES Je.g.. Jki boots)
16-WC-005 electricyty
Age
12. EMPLOVYEE'S NAME FERSTYT MIDODLE LAST 13. AREA CODE TELEPHONE 14. SOCIAL SECURITY NOJ
Argust Nelson Popham o | I T
15. EMPLOYEE'S HOME ADDRESS 16, SINGLE [J marte 17. DATE OF BIRTH -
MARRIED §J FEMALED - . Maritat Stetus
9540 Lower River Road
18. CITY COUNTY STATE . P41 9. DEPARTMEN"!%IN .WN{:CN REGULARLY EMPLOYED Occupation
. aintenanc
v Burlington, Boone, Kentucky 41005 €
-
> 1 20, REGULAR OCCUPATION (JOB TITLE) 21. DEPARTMENT WHERE WORKING WHEN INJURY OR Devarsraent
3 OCCURAED Maint
i Serviceman aintenance PrRerop——.
Y | 22. wOW LONG EMPLOYED BY YOU? | 21, «OW LONG IN PRESENT JOB? 24. NUMBER OF HOURS WORK-| 25. NUMBER OF DAYS
£0 WORKED
21 vrs, 10 months | 12 years renoar 8 renwe. 40 |renwe. e
26. EMPLOYEE'S WAGE RATE S 16 334&. 27. COMMISSION OR PIECE WORK EARNINGS |28, WEEKLY ODOLLAR VALUE OF PAY IN
=1 . n/a . KIND Weekly Wage
- or 8 DAY, or g mx. is w HRS. IN PAST 12 #O. | (LODGING, FOOD, eTc) s N/ @ .
29. NO. OF DEPENDENTS 1 0. PLACE OF ACCIDENT OR EXPOSURE {LOCATION, INCLUDING COUNTY]  131. DATE EMPLOYER NOT County of tnjury
{Piesse complate back of torm} . FIED 2.. 1_91 . .
Mt. Zion Rd, Boone County, KY ==
32. ON EMPLOYER'S PREMISES? |33 DATE OF OCCURRENCE | 34. TIME OF Day | 35 TME WORKDAY ff‘:‘;“ AND WOULD "°“”““-( "’ Neture of tnjury -
. FROM e T0 . - ) ]
ves O wo D 1-31-91 2 PM ENO FROM 8 AMue.ses 4:30 &4 P
6. HOW DID THE ACCIDENT OR EXPOSURE OCCURY (Beagin By talling what the smpioyes was 50ing jUSt DI The 3CC0ent 0F arpowae. Be soeci- {
1ic. 1f emoloyes was using 100H Of equiDment, Of handling material, neme them and teil what empioves wat doing with them.)

Accicem Type

Stooped over to connect an underground service

37. (Now Osscribe fully the events which resulted in injury or Hiness. Tell what Reppensd and how it happened. SOECiTy how ODECTS OF SUDTIANCET were Soures of Injury
nwotved. Give tull aetails of all 1acton which led of Contributed 10 the eccident of exposwre.} . .

When he straightened up, back pain occurred -

B R I T L IRV IV ITTY

3 38. WKAT THING DIRECTLY PRODUCED THIS INJURY OR I1LLNESS? (Name object struck sgeinst or struck by, vapor, polson, chemical, of rediation.
gi Stram or hecnia, the Thing being lifted, pulied, pushed. o, " -‘ﬂ'ury resuiied sotely from bodily moton, the siretching, W:\g. *1C. which resuited n
=»v3 Working in a stooped position far an extended length of time
9. DESCRIBE THE INJURY OR ILLNESS IN DETAI. AND INDICATE THE PART OF B8ODY AFFECTED. {e.8.. smputation of right index finger at Date Returned
second joint, fracture of 2 ribs, teed ponofuhg, cermatitis of left hand, o<} . FATAL? -
Lower back strain - pain - : YESO NO [ Time Fresent 400
40. NAME AND ADDRESS OF TREATING PHYSICIAN 41. NAME AND LDDRESS OF HOSPITAL
Richard Hoblitzell, Orthopaedic Care of Greater Cincinnati T e Eavent of Dinanitity
7570 U.S. Highway 42, Flaorence, KY 40142 Phone 606~371-4442 ‘
42, MEDICAL TREATMENT GIVEN (DESCRIBE) 1€ RESTRICTIONS OF DUTY OR PERMANENT TRANSFER TO ANOTHER JO8, CHECK O Lowt Workdsys
Prescribed pain medication, muscle relaxers, and physical therapy tnjry Dote
4). DATE STOPPED WORK B8E. 44, DATE RETURNED TO WORK |45 NUMBER OF SCHEDULED 46, WAS EMPLOYEE PAID FOR
chALt:‘sEEsgc 704‘:5 néJ-uia:é)i 2-5 . and then Off woRZ DAYS LOST TO DATE :’:LJ.“%:Y c;:;ure OF N Injury Hour
dagain 2-6; back 2- ve no O
47. 1F DEATH, GIVE NAME AND ADDRESS OF NEXT OF KIN 48. DATE OF DEATH _ Dete ot Disabllity
n/a : » n/a
Fal
45. MEFORT PREPARED evé(j,f M,’ Y. 80. TITLE st 22:§&F TS Date of Report
Donna McDonald Exec. Sec/Claims 2-7-91

EVERY QUESTION MUST BE ANSWERED AND FORM SIGNED

*Popham was scheduled™
to work Saturday, Feb.  2nd hut iwaccusakd b




FORM S.F. 1 (REVISED JULY. 18801
RENTUCKY DEPARTMENT OF LABOR
WORKERS" COMPENSATION BOARD

EMPLOYER'S FIAST REPORT OF INJURY OR ILLNESS AND
SUPPLEMENTARY RECORD UNDER THE OCCUPATIONAL SAFETY
AND HEALTH ACT

FRANKFORT, KENTUCKY 4060}

IF THIS CASE WAS OSHA RECORDABLE, INDICATE REASON
FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBER,

This toren (ullitls the requirements for OSHA Form 104

KRS 342.990 AUTHORIZES A FINE FOR EMPLOYER'S REFUSAL ORWILLFUL NEGLECT
TO SUBMIT THIS ORIGINAL REPORT WITHIN ONE WEEK OF KNOWLEDGE OF INJURY
TO THE WORKERS' COMPENSATION BOARD., TO COMPLY WITH THIS LAW, €ACH
QUESTION SHALL BE ANSWERED COMPLETELY, ACCURATELY AND LEGIBLY. IM-
PROPERLY PREPARED REPORTS WILL BE REFUSED AND RETURNED PLEASE USE
TYPEWRITER OR PRINT (N INK. COMPLETE ALL QUESTIONSI

) Reason for recording le.g. “loss of corsciousncss™

OSHA Case or Ric Number (lrom your OSHA Form 200/

1. EMPLOYER'S NAME EMPLOYER NUMBER 2. STREET OR ROAD \';,%%‘:{2'8“ AT WHICH EMPLOYEE DO NOT WRITE 1N
. THIS COLUMN
OWEN ELECTRIC COOPERATIVE _ 510 South Main Street e
J. (F INDIVIDUAL OR PARTNERASHIP, NAME OF BUSINESS 4, Ty COUNTY STATE 21
= Owenton Owen KY 40359 Emopioyer No,
At ”
z S. MAILING ADDRESS ) 6. AREA COOE TELEPHONE 7. UNEMPLOYMENT
1
- . U.L. No.
3 510 South Main Street 502-484-3471 L.
w
8. CITY COUNTY STATE 2P 9. NATURE OF BUSINESS {e.g.. tree trimming, boot mfg.) industry
Owenton Owen XY 40359 Electric Distribution
10, WORKERS' COMPENSATION INSURANCE CARRIER  POLICY NUMBER 11, SPECIFIC PRODUCT OR SERVICE COMPRISING MAJOR. Soc. Sec. No.
(tF SELFINSURED, CHECK HERE [ ITY OF SALES (e.g.. ski boors) ..
] ' Electricity =
12, EMPLOYEE'S NAME FIRST MIDDLE LAST 13. AREA CODE TELEPHONE 14, SOCIAL SECURITY NOJ
Nelson Pophanm Sex
15, EMPLOYEE"S HOME ADORESS 16. SINGLE {0 MALE 17. DATE OF BIRTH
MARRIED xXT FEMALE Marital Status
9540 Lower River R4
18. €I1TY COUNTY STATE p4id 19, DEPARTMENT IN WHICH REGULARLY EMPLOYED Oecupation
Burlington Boone, KY 41005 . .
w g ! Maintenance
> | 20. REGULAR OCCUPATION {JOB TITLE) ‘21. DEPARTMENT WHERE WORKING WHEN INJURY OR Department
< OCCURRED
—d
g Serviceman Same Months on Job
“ 122, HOW LONG EMPLOYED BY YOU? | 23. HOW LONG IN PRESENT JOB? 24. NUMBER OF HOURS WORK- 25. NUMBER OF DAYS
: €0 WORKED .
. 25 yrs. 15 years reroay 8 eerwx. 40 | perwx. Shift
26. EMPLOYEE'S WAGE RATES ] 8B, 2BR. | 27. COMMISSION OR PIECE WORK EARNINGS | 28. WEEKLY DOLLAR VALUE OF PAY (N . i
. .  KwNO Weekily Wage
or § IDAY. o $ mx. ts n/a n HAS. IN PAST 12 MO. | (LODGING, FOOD, ETC) § n/a
23. NO, OF DEPENDENTS 1 30. PLACE OF ACOIDENT OR EXPOSURE (LOCATION. INCLUDING COUNTY) 31. DATE EMPLOYER NOTI- Cou 3
{Please compiete back of form) FIED Y of tnjury
Daniels Lane, Beech Grove R&, Boone Co 8/5/94
32. ON EMPLOYER'S PREMISES? | 33. DATE OF OCCURRENCE | 34. TIME OF DAY 35. TE W“‘“"m AND WOULD WN?&L", Nature of Injury
w M) AM, .
END FROM YO
« ves O no Ty 8/5/94 5:00 AM 8AM (e 4:30 P¥wma ——
y Pa
8 36. rgow DID THE ACCIDENT OR EXPOSURE OCCUR? {Begin by telling what the employee was ooing just before the accident or exposure. Be speci-
?(- tic. 1{ employee was uting 10ols or equipment, or handling Mmaterial, aame them and tetl what employee was doing with them.)
w . » . . Accident Type
- Climbing Pole - Kicked out - slid and fell down pole
o
’2' 37. (Now descrite fully the events which resutted la injury or itiness. Tel! what happened and how it h d. Specify how obj or usd ware Sourca of Injury
pen) invotved. Give fult detaits of all factors which ted or contributed 10 the accigent or exposure.) ’
Q
Q Climbing Hooks caught in ground wire on pole
<
w 38. WHAT THING DIRECTLY PRODUCED THIS INJURY OR ILLNESS? (Neme object sTruck against Or struck by, vapor, polson, chemical, of radistl
.l_: ::‘mﬂ;\ or hernia, the thing being lifted, pulied, pushed, etc. If Injury resutted solely from bodily motion, the stretching, twisting, etc. which resulted in
Y. 3 v .
Hooks catching in ground wire _ o
39. DESCRIBE THE INJURY OR ILLNESS IN DETAIL AND INDICATE THE PART OF BODY AFFECTED. (e.g., smoutation of right indax finger at Oute Returned
second jolint, fracture of 2 rits, lead polsoning, dermatitis of left hans, etc.} FATAL? -
. m N
Arms skinned, knee, ankle and back sore YEsD) wo Time Present Joo
o 40. NAME AND ADDRESS OF TREATING PHYSICIAN 41. NAME AND ADDRESS OF HOSPITAL
‘3 Already ‘had appt. scheduled for something else-will get checked oua¥renr O Extent of Disabllity
3 3 OUT PATIENT
< { Burlington Med. Ctr, Burlington KY Y 1ENTO
& | 42. MEDICAL TREATMENT GIVEN (DESCRIBE} {F RESTRICTIONS OF DUTY QR PEAMANENT TRANSFER TO ANOTHER J0B, CHECK O Lost Workcavs
o
>
g injury Date
= | 43. DATE STOPPED WORK BE- 44. DATE RETURNED TO WORK | 45. NUMBER OF SCHEDULED 46, WAS EMPLOYEE PAID FOR
= CAUSE OF THIS INJURY OR WORK DAYS LOST TO DATE FULL DAY ON DATE OF tnjury Hour
w ILLNESS n/a : n/a n/a INSURY? '
S ves) wo D
47. IF DEATH, GIVE NAME AND ADDRESS OF NEXT OF KiIN 48. DATE OF DEATH Oste of Disadbllity
n/a P n/a
49. REPORT PREPARED BY 'i// @7&/ 50, TITLE 51. DATE OF THIS
P V) ST AARE REPORT Oate of Report
Donna McDonald Exec. Secretary B8/5/94

EVERY QUESTION MUST BE ANSWERED AND FORM SIGNED




. 1 (REV. MAY, 1994}
iPLOYER'S FIRST REPORT
" INJURY OR ILLNESS AND

PPLEMENTARY RECORD UNDER

E OCCUPATIONAL SAFETY
‘D HEALUTH ACT

égcf#/\/ﬁ-q? 220

DEPARTMENT OF WORKERS® CLAIMS

1270 Louisville Road
Perimeter Park West, Buiiding C
Frankfort, Kentucky 40601

IF THIS CASE WAS OSHA RECORDABLE, INDICATE REASON
FOR RECORDING AND GIVE OSHA CASE OR FILE NUMBER.

« Days off-

RS 342.990 AUTHORIZES A FINE FOR EMPLOYER'S FAILURE TO SUBMIT THIS ORIGINAL REPORT
ATHIN ONE WEEK OF KNOWLEDGE OF ({NJURY TO THE DEPARTMENT OF WORKERS' CLAIMS WITH
COPY TO YOUR INSURANCE CARRIER OR OTHER BENEFIT PAYOR. TO COMPLY WITH THIS LAW, EACH
UESTION SHALL BE ANSWERED COMPLETELY, ACCURATELY AND LEGIBLY. IMPROPERLY PREPARED
EPORTS WILL BE REFUSED AND RETURNED, PLEASE USE TYPEWRITER OR PRINT IN INK. COMPLETE
LL QUESTIONS!

02/95

Reason for recording (eg. “loss of consciousness™)

JSHA Cese or File Number (from your OSHA fForm 200}

1. EMPLOYER'S NAME EMPLOYER NUMBER | 2. STREET OR ROAD LOCKTION AT WHICH EMPLOYEE | 10 NOT WRITE IN
. - . THIS COLUMN
Owen Electric Cooperative _ 510 South Main Street s
3. IF INDIVIDUAL OR PARTNERSHIP, NAME OF BUSINESS 4.CTY COUNTY STATE zP
Owenton Owen Ky 40359 Employer No.
& | S MAILNG ADDRESS 6. AREA CODE TELEPHONE 7. UNEMPLOYMENT
S iNSURAN UL N
. . NO.
H 510 South Main Street S02-484~3471 1D, Na.
4 8. CITY COUNTY STATE it g 9. NATURE OF BUSINESS (eg., tree trimming, boot mig.) Tedust
ustry
Owenton Owen Ky 40359 Electric Distribution
10. WORKERS'S COMPENSATION INSURLNCE CARRIER POLICY NUMBER | 11 SPECIFY PRODUCT OR SERVICE COMPRISING . MAJORITY Soc. Sec. No.
OF SELFANSURED, CHECK HERE OF SALES {eg.. ski boots) . .
Electricity .
Age
12. EMPLOYEE'S NAME FIRST MIDDLE LAST 13. AREA CODE TELEPHONE 14. SOCIAL SECURITY NO. g
Argust Nelson Popham . Sex
15. EMPLOYEE'S HOME ADDRESS 6. SINGLE ) MALE XIJ | 17. DATE OF BIRTH
MARRIED v FEMALE D -
. Marital Status
9540 Lower River Road
1€. CITY STATE 2P 18. DEPARTMENT IN WHICH REGULARLY EMPLOYED - -
% . ) Occupation
s Burlington KY 41005 Maint/ Service
2 [ 20 REGULAR OCCUPATION (JOB TITLE 21. DEPARTMENT WHERE WORKING WHEN INJURY Department
3 OCCURRED .
F Serviceman Same oo I
¥t [ T2 HOW LONG EMPLOYED BY YOUT 23. HOW LONG iN PRESENT JOB? 24 TIMBER GF HOURS 25. NUMBER OF DAYS onths on
.. WORKED WORKED
26 years 15 years PER DAY reawr. 40 e wx. Shift
26. EMPLOYEES WAGERATES 19 g9 B COMMISSION OR PIECE WORK EARNINGS | 28. WEEKLY DOLLAR VALUE OF PAY IN KIND
ot MAY, or ¢ K. P/ 4 w HRS. IN PAST 12 MQ. | LODGING, FOOD, ETC.Y n/a Weekly Wage
28, NO. OF DEPENDENTS 1 | 30- PLACE OF ACCIDENT OR EXPOSURE ALOCATION. INCLUDING COUNTY) 31 DATE EMPLOYER NOTIFIED | —— rrw——
« Presse compiete back of form! East Bend Road, Burlington, Boome Co, kY 4-8-95 ounty of fnjucy
32 ON EMPLOYER'S PREMISES? 33, DATE OF OCCURENCE 34. TIME OF DAY 35. TIME WORKDAY BEGAN AND WOULD NORMALLY | Nature of (njury
- M) M)
g YES D NO X 4-8-95 2:30 PM - | enorrom 8AM el 4330 P
3 | 36. HOW DID THE ACCIDENT OR EXPOSURE OCCUR? (Begin by telling what the employes was doing just before the accident of exposuns? Be specific.  empioros Body Pant
be wasuan!ookorwmt.mhmd(mgmtenaLmﬁmnaoduﬂwbalempksveewasdmwmaumi
4 . - -
s Repairing service Accident Type
2 . . .
: .37. (Now describe fuliy the events which resutted in injury or diness. Tell what happened and how it happened. Specify how objects or substances were invotved. S £ tes
3 Give full detsils of sll factors which led or contributed 1o the accident or exposure} . ource of injury
b - 3 3 ) -
3 Climbed into bed of truck for material, stepped down off tailgate
g onto right foot
z 38. WHAT THING DIRECTLY PRODUCED THIS INJURY OR ILLNESS? (Name objects struck against oc stuck by, vapor, poson, chemical, or radiation. If strain or
hermia, the thing being Kiited, pulled. pushed, eic {f injury resulted solely from bodily the g. Twisting, €1C. which resutted in injucy.)
Weight on rlgﬁ“ foot
39. DESCRIBE THE INJURY OR ILLNESS IN DETAIL AND INDICATE THE PART OF BODY AFFECTED. {eg. amputation of right index finger at second joint, {racture Date Retumed
of 2 titrs, tead poisoning. decrastitis of tett hand, etc)
- . FATAL?
injured tendon - right foot Yes O NG Time Present Job
40. NAME mi:)o ADDRESS OF TREATING PHYSICIAN 41 NAME AND ADDRESS OF HOSPTAL
3 r. Elizabeth Woolford weanent o | Extentof Disability
: 1983 Florence Pk, Burlington KY 4100p OUT PATIENT D)
z 42. MEDICAL TREATMENT GIVEN (DESCRIBE) IF RESTRICTIONS OF DUTY OR PERMANENT TRANSFER TO ANOTHER JOB, CHECK O Lost Workdays
2
- ex-ray; wrapped foot; medication for pain
§ injury Date
2 | 43. DATE STOPPED WORK BECAUSE 4<. DATE RETURNED TO WORK| 45, NUMBER OF SCHEDULED 46. WAS EMPLOYEE PAID FOR
z OF THIS INJURY OR WORK DAYS LOST YO DATE FULL DAY ON DATE OF
: LINESS  4-]1]~95 INJURY? ) injury Hour
has not oz YESP NOD
47.tF DEATH, GIVE NAME AND ADDRESS OF NEXT OF KIN <8. DATE OF DEATH Date of Disability
n/a n/a
7 A
<9, REPOAT PREPARED BY //, e //,i L SC. TITLE 51. DATE OF THIS REPORT
. (RN A E N 4-12-95 Daie of Repont
Donna McDonald Executive Secretary/personnel

——————




SO NO 1314

. ~ . 115 DIST 11
&  OweN ELECTRIC COOPERATIVE |
e | _ neo oY FODNEY \
- 610 South Mam Mreet @ Owentoen, Kentucky, $0384 ¢ SO2MHA-447 ) TAKEN BY MARY ELLEN 03/13/96 |

APL. NO 08:24 |
5C MISCELLANEQUS MRINT. WORK ON 03/13/3% JWEN PRINTED #« 01 xx TIMES

. 'EPHENSON RICKEY L MBRSEP 34943-01 cYc 93 RATE 1 TAX CD N

:LLY BELINDA J . $8 NO ™C 61 CLASS 30 ASST N

: 04 STEPHENSON MILL RD $-8$S NO DST OWEN PRI BUD

.LTON KY TEL [ el 6 NEWwS Y AMT
B PHONE CcTY PEN N DTE
£1094-9575 DRV LIC BCD 4 CUT N svC
'NPUBLISHED PHONE S BUS NO NEB MAIL Y MIN
FEES — DEPOSITS / CHARGES
HiLt  ARBLY ro o351 co CHanGE
£ MISC
p OTH
H
LOCATION DATA
aC 61362073233 CYyc 398 SuUB & UG STEFPHENSON RICKEY L -
Q 308000027500 CIR & HC CDTE 12/13/91
c 1304 STEPHENSON MILL RD BKR AC D-DTE (8/25/%4
£ PHA 1 MH 1 SO REF
] R LANE WHITE TRAILER MP =P sSw
A 61362074263 LS 6018 TEN
CONSUMER SECURITY LIGHT DATA I
RATE 1y NO wwr arsDuUNY RaetE Ty NO AWH AMOUNRT
1 1 Y 1 1
2)
3)
. 4)
ATIO: 01 TY: MS METER DATA 02675
DATE CO0P HO [{v IS Wb vaig L avi ol uw [ READ DEMAND
D107/ ZxJ SU. U B 1 B 1
IT “~ .
MFG: 5 PH: 1 02475
RY ELLEN WED., MAR 13. 1%S¢. 9:23 AM .
‘TER D/C &/94. PLEASE REMOVE METER. INSTALL COVER. D/C AT TRANSF.
- POSSIBLE.
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| NED-SERVICEMAN /1///é / DATE woRKED __ 2 2 PROCESSED BY

vV SERVICE ROUTING Construction Engineering Dratting Loc. File
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Attachment C

Photographs

Accident Investigation Report
Owen Electric Cooperative
Mr. Argust Nelson Popham
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