Newberg Safety Committee:
December 2011

; History:

* Under OSHA law the City must have an active Safety Committee to foster communication, recommend

solutions, provide education and information, inspect facilities, identify hazards, review accidents, maintain
records and see that compliance with OSHA and State laws are maintained. In 2002 the city Wellness
Committee was merged with the Safety Committee to include wellness publications, promote healthy options
and facts, provide wellness lunches, provide annual Wellness/Safety Fair, apply for and allocate funds from
grants and promote the use of healthy food choices at meetings and city functions.

Meetings:

The Committee meets on the first Wednesday of every month at PSB in the main training room off the lobby.
You are not required to take personal time to attend the meetings. In your absence please send a
representative from your department. Meetings are conducted in a casual Roberts Rules format with
minutes recorded in writing by a Secretary. Agenda's are to be posted in your department and minutes are to
be posted after approval by the committee. At this time meetings begin at 12:30 and conclude before 2pm.
For 2011-12 budget year the City Manager has approved the purchase of lunch for the committee members.

Current Positions:

~ Admin Liaison — Becky Green — 503-537-1261
' Chair — Karen Tarmichael, Operations 503-537-1252 x0257

Grants — Andy Willette, NFD - 503-537-1230
Mary Newell, PSB —503-538-1221

Pam Young, Finance — 503-554-8471

Jason Wuertz, Building - 503-537-1286

Lori Biever-Launder, Library — 503-537-7323
Nathan Anderson, PW Maint. - 503-537-1234

Committee Positions are re-assigned each January Meeting for outgoing & incoming members. Each
committee member will serve in a position while on the committee. Open in January 2012 are: Secretary —
Treasurer - Safety Fair - Member at Large — Wellness articles

Funding:

Grants:
Funds from grants are to be used for items listed on the grant applications and with the goal of benefiting the

majority of employees. Sponsorship of sports teams and clubs that are not available to all employees are not'
appropriate use of funds. Likewise the purchase of supplies that benefit only a small section of the city staff

 Is also not allowed with grant funds. Grant Funds are allocated by requesting input from all staff at the time

the grant application is submitted or by having Committee representatives gain consensus from their
departments about proposed projects.



' City Budget Funds:

The use of funds provided under the city budget is more flexible. For example the purchase of blood pressure
cuffs for Dispatch and the Library. However, all purchased equipment is to be available to all city employees

regardless of the department where it is located.

Purchases:

If you are making a purchase for the City Safety Committee you must utilize your city Purchase Card or
request the vendor invoice the city. Submit your invoice directly to the Committee Treasurer or the
Committee Chair. Purchases should be preapproved by the committee prior to purchase. Reimbursement is

not guaranteed otherwise.

Accident Reviews: _,
When an employee has an accident or injury it must be reported to the supervisor no matter how small. An
incident/exposure form is required by the employee and supervisor. This form was updated in 2011 and
distributed to all department heads. It is available on the city Intranet. IF medical attention is required the
employee will fill out an 801 form with Becky Green. Safety Commijttee receives a copy which it reviews at
the next meeting. Recommendations are made to improve safety or further fact finding is requested. The
Chair informs the department head of the recommendations or questions from the committee on a form
which specifies a date which response or remedies are due. For NFD minutes from NFD safety committee are
provided to the Chair and Becky Green each month prior to the regularly scheduled City Safety Comm.
Meetings. This internal report contains notes comments and facts about any injuries or near -miss events
that occurred at NFD the month previous.

Safety Inspections:

Each quarter, pairs of committee members visit city owned work sites and conduct safety inspections using
the form provided. As a courtesy please provide 24 hours notice to the supervisor at the location you will be
inspecting. The inspection form is signed by a supervisor at the end of the inspection — they retain a copy,
original to Becky Green and a copy to the Safety Chair. The department has 30days to respond to concerns
in writing. The Chair follows up if no response is made within 30 days.

Fire Department Inspections:
As of Oct 2010 the Fire Department conducts their safety inspections. This has been approved because OSHA

requires Fire Departments to inspect their facilities monthly. A copy of that report from NFD is provided to
the Chair and Becky Green each month. 4s a courtesy new committee members will be given a tour of both

Stations to be familiar with the property in the event of an incident review.

Requests from City Staff:

Any employee of the city may make a wellness request or express a safety concern to the Safety Committee.
They may direct the item to the Safety Committee representative for their department or directly to the
Admin Representative or Chair. Itis strongly recommended that safety concerns first be brought to the

| attention of the supervisor for that work area but there is no restriction on contacting the committee with a

request or concern. IF you as the representative have an item brought forward by a coworker, be sure to
bring that item to the attention of the committee at the next meeting or contact the Admin Liaison or Chair
immediately if the issue needs urgent address.



Safety Committee Budget outline

2012 CIS Wellness Best Practice Grant :
Application due December 2011 — Fund potential $1000-1800
Previous projects under grant included:

Chair massage $1080- 108 S10/employee

Commuter challenge organized By Jessica Nunley $100

April - Wellness & Safety fair S500
Door prizes for fair S200
Healthy cooking demo CPRD, PCC, Hospital $150
Exercise equipment for various depts. S500

Primary Committee Budget: $2065.00

April renewal each year $210.00
Monthly Wellness Council of America Magazine Subscription

Fall Wellness Lunch — Topic and catering $300.00
December Annual Committee Meeting & Luncheon $200.00
Committee Lunches $550.00
Annual Employee Frisbee Golf Door Prizes S 25.00

organized by Barton Brierley

Risk Management Grant via CIS
This grant allows reimbursement for risk reduction purchases
Preapproved in January 2010
Completed: Animal Shelter Retractable hose reel
High Visibility Safety Vests for City Hall, Library and PSB
Nolan Ergonomic Helmets for NPD
AED for City Hall
Stair Railings for Library

Pending:
Animal Shelter — Latches, anti-slip flooring — pending new bldg.



2012 Inspection Schedule

January 2011
Animal Shelter, P.W. Yard — Becky & Jason

Wastewater Treatment and Water plants — Mary & Lori
Library and Annex — Pam & Andy

City Hall, Archive Bldg, PSB — Karen & Nathan

NFD — Alex Haven

April 2011
Animal Shelter and P.W. Yard — Karen & Pam

Wastewater Treatment and Water plants — Becky & Nathan
Library and Annex — Lori & Andy

City Hall, Archive Bldg PSB— Jason & Mary

NFD — Alex Haven

July 2011
Animal Shelter and P.W. Yard —Lori & Nathan

Wastewater Treatment and Water plants — Karen & Andy
Library and Annex Bldg — Jason & Mary

City Hall, Archive Bldg, PSB — Becky & Pam

NFD — Alex Haven

October 2011

PSB, Animal Shelter and P.W. Yard — Andy & Mary
Wastewater Treatment and Water plants — Jason & Pam
Library and Annex Bldg — Karen & Becky

City Hall, PSB, Archive Annex — Nathan & Lori

NFD — Alex Haven

Remember to give the department you are inspecting 24 hours notice or more.
If you are unable to complete an inspection

If you need to make arrangements to switch with another member notify the Chair and Secretary.



City of

ewberg

Loss Prevention Program
Safety and Wellness
Management Statement

The City of Newberg holds in high regard the safety, welfare and health of our employees.
Every reasonable effort shall be made to maintain a safe working environment. No job wiltbe
considered so important and no order so urgent that we cannot take time to perform our work

safely.

We will establish and require a loss prevention program that emphasized the integration of
safety and health into each joh task so that safety and job performance become inseparable,
This will be accomplished through the cooperative efforts of all employees who will work
together to achieve the lowest possible workplace accident rates and quality of employee

health.

The Safety Manual will be used as a tool for more effective safety and claims management. A
Safety Committee has been established to coordinate the safety and wellness programs and
assist management staff in promoting safe working conditions. In addition the Committee shall
promote health and wellness in a number of programs including resources available through
benefit parthers. Safety Orientation for new and transferred employees, timely and appropriate
training, management/employee safety committee, an active self-inspection program, proper
mechanical guards and personal protective equipment will be some of the tools used to

maintain a safe work environment.

We recognize the need to provide a workplace which meets the ergonomic needs of its
employees. All work sites will be evaluated for design, layout and operation using an
ergonomic approach by ergonomic professionals. Employees identifying a job site needing
modification or evaluation should notify their Department Supervisor,

If you have questions about our safety policy, rules or programs please contact your
Department Supervisor or Safety Committee Representative. The programs will be evaluated
annually to ensure its success. The HR Administrator is a permanent member of the Safety
Wellness Committee as a representative of the Management team. Employees are
encouraged to take advantage of the wellness programs and resources as well as participate

in the Safety Committee.

By accepting mutual responsibility to operate safely, we will all contribute to the wellbeing of

onea otl:%_dsubsgquently our organization.
/
é\) I s /284

City Mana{ger Date



Safety Comr

January

January q* 1230pm - Meeting NPD Training Room
Wellness Fair -Set Date & Schedule room for Fair
Employee Newsletter wellness article

February
February 1°* 1230pm - Meeting NPD Training Room

Wellness Fair - Prepare vendor list, Mail letters, Research give aways,
Check Status of Wellness Grant

Discuss City Safety Budget — submit as needed

March )

March 7th 1230pm — Meeting NPD Training Room
Distribute Fair tasks among committee members, purchase
giveaways Renew Wellness Council Newsletters

Employee Newsletter wellness article

April
April 4" 1230pm — Meeting NPD Training Room
Wellness Fair final check list, layout, emails posters

May

May 2nd 1230pm — Meeting NPD Training Room
Fair Wrap up, expense review and thank you notes
Plan Employee Wellness Survey

Employee Newsletter wellness article

June

June 6™ 1230pm- Meeting NPD Training Room
Review Survey

Assign Safety Manual Review — chapters

‘ee Calendar

July

July 11 1230pm - Meeting NPD Training Room
Monthly Newsletter - reminder about heat sun safety
Plan Fall wellness or safety lunch

August
August 1 1230pm — Meeting NPD Training Room
Employee Disk Golf Tourney coordinated by Barton Brierley

September

September 5™ 1230pm — Meeting NPD Training Room
Fall wellness or safety Lunch

Commuter Challenge Coordinated by Jessica Nunley

October

October 3rd 1230pm — Meeting NPD Training Room

Complete Review of Safety manual

Monthly Newsletter — Fire Safety

Notify Dept Heads — new committee members need to be selected.

November

November 7% 1230pm — Meeting NPD Training Room
Plan December lunch location and speaker

Prepare CIS Wellness Best Practice grant submission

December
December 5% 12noon —2pm Annual Committee Luncheon
Chair to submit Annual Safety Committee report



Safety Committee Agenda

Nov 2,2011 12:30
Public Safety — Training Room

- Call to Order

Review and Approval of Minutes:

Minutes from the Safety Committee Meeting of October 12 2011

Inspections:
Third Quarter Inspection assignments July — September 2011

City Hall, Archive Bldg, PSB — Becky & Caleb

Fourth Quarter Inspections: Oct~Dec 2011
Animal Shelter and P.W, Yard — Andy & Melissa
Wastewater Treatment and Water plants — Jason & Caleb
Library and Annex Bldg — Karen & Craig
City Hall, Archive Bldg, PSB — Lori & Becky
- Fire Dept-NFD - Alex Haven

Old Business:
Emetgency Evacuation Drill City Hall; (Andy)

Follow up from NPD on Nolan Motor Helmets

Wellness Grant: Balance $900.00
Request 2 sets TRX 90 Strength training systems @$ 120 for downtown and $240 for St 21

. Request 1 weight room mat 4x6 NPD $150

New Business;
Proposed OSHA Regulation changes

Incident Reports:
PW Maint — Ongoing Ankle Strain

Reports or Items from Departments:

December Meeting / Annual Lunch: Karen @ “Recipe”
New members and old members should plan to attend.

Safoto Committoe Aopnda
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CITY OF NEWBERG P

A ﬁ |
Employee Work Related 2 @ [/@ v
INJURY / EXPOSURE REPORT

PLEASE COMPLETE ALL OF THE FOLLOWING INFORMATION AND RETURN TO NAME OF
DEPT/TITLE OF RESPONSIBLE INDIVIDUAL WITHIN 24 HOURS FROM THE TIME OF INJURY.

Employee Name; Location: City of Newberg
Job Title: Laborer I Date of Hite:
Date of Injuty/Exposure: ~ Past year __ Time of Injuty / Exposute
Date Repotted: 10-20-2011 To Whom Resported: Mike Conway
Dates of Wotk Lost: None Supetvisor: Same
Accident /Incident Location: wotk place 801 Claitm Form Filed? Y () N (X))
) Complete if medical freatment sought or time lost from work
Hours on Shift 8 Conditions at Location
Patts of Body Affected Nature of Injuty
Head/Neck Left Side Right Side () Cut () Foreign Body in Eye o Slivet
() Scalp O O Sctape () Butn
() Neck ) () Bruise g ) Blectric Shock -
() Bats ¢ 0 () Skin Rash ) Difficulty Breathing )
() Eyes (5 0 () Numbness x ) Pain in Body Patt Identified at Left
Inflammation () Dizziness
) Mouth ( 0O i
é) Teeth ( N ()]an'llr'ned Finger () Other:
() Face ( () ot 'Toe
Upper Extremities ~ LeftSide  Right Side ' Contributing Factors
oulder 0 O () Machinety Defect (Save defective patts & pieces)
) Upper Atm 0 () () Tool or Equipment Broke (Save broken parts & pieces)
() Elbow ) () Equipment Guatding
() Fotearm 8 () () Proper Tools/Equipment Not Available
Wrist Floot, Work Sutface, or Walking Sugface
() Hand (g Q Housekeeping 8
Fingers g 8 Lighting
() Fing ) () Clothing ot Jeweltry
it i ight Si Impropet Ergofiomics
Ig)jvv%l}ilg’lcrennues Felt Side = )t Side (x; Otget:PEVSIgY day duties
) Lower Leg 8 é
() Knee 0 3 Work Behavior At Time of Injury
x) Ié nk}% gx> g) lease check all items that pertain)
() Foot/ Toes ) 0 x) Lifting
. x) Carrying
Trunk Left Side Right Side g ; :
(QLowet Back 0 _g(,l')x_ :) %)(g:ﬁnhlmg
() Upper Back 0 gx Pullin s
(JChest () (xg Bendixéng ot T'wisting (circle costect itemn)
() Abdo men () O Runm'ng &
0 I(?p . (; () (%) Stepping (walking/ moving from one level to anothet)
() Groin ( 0 ) Typing / Office Related Repetitive Motion
. i ] x) Other Repetitive Motion T'asks
Names of Witnesses: (Please provide witness information () Jumping
on a sepatate sheet of paper) ) Driving (If so, what vehicle?)
X) Opetatin%Equipment
} Innocent Bystander
() Other

Distribution of Copies:
Otiginal: Risk Manager within 24 hours | 1copy to Employes | 1 copy: Supervisor/Dept. Head




Was Safety Equipment/ Petsonal Protective Equipment It Use At Time of Injury /Exposure:  Yes No

Type SE OR PPE In Use:

gl%fcrihe what habq)ﬁgs(glﬁ]ﬁgﬁé&wf&ce of events; equipment, materials, and substances being used;

environment —

'The past three months Pve been working my new job desctiption, in doing so, my ankle joint has been slowly
detetiorating. It has become vety painful on the innet side of my ankle joint.

How long have you been doing this patticular job?: I_have

een dping this job about one yea . .
ave thetd geer{ aitilar incide ts} near misses in the past? No _X YES
Describe history or similar incidents: Injured same ankle and had surgery June 2010

What do you think can be done to prevent this incident from reoccusting?

I believe this is a direct result of my previous injury to the same ankle. At this time I do not intend to
see a doctor unless my condition worsens. Leaving my employment is not an option,

To Be Completed By Employee's Supervisor:

Why did the Injuty/Exposute happen ot the condition exist?

What should be done, to prevent this Injury/Exposute:

Employee's Signatute: A Date: 16-21- 1
Supervisot's Signatute: % 77 ( pnnir 2. Date: /0 ~24 =/
Risk Manager's Signatute: v Date:

SAFETY COMMITTEE EVALUATION OF INJURY / EXPOSURE

Committee Recommendations/Corrective Action

Cottective Action Assigned To

Date corrections shall be implemented:




Safety Committee Agenda
October 12,2011 12:30
Public Safety — Training Room

Call to Order
Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of September 2011

Inspections:
Third Quarter Inspection assignments July — September 2011

Animal Shelter and P.W. Yard —Lori & Craig (completed)
Wastewater Treatment and Water plants —Karen & Andy/Justin (completed)
Library and Annex Bldg — Jason & Melissa
City Hall, Archive Bldg, PSB — Becky & Caleb
Fire Dept-NFD Alex Haven (completed)
Basic Housekeeping and proper overflow storage continues to be an issue at several sites.

Fourth Quarter Inspections: Oct —Dec 2011
Animal Shelter and P.W. Yard — Andy & Melissa

Wastewater Treatment and Water plants — Jason & Caleb
Library and Annex Bldg — Karen & Craig

City Hall, Archive Bldg, PSB — Lori & Becky

Fire Dept-NFD - Alex Haven

Old Business:
Karen -CIS Wellness Seminar wrap up — free resources.

City Hall —
Phone Paging
Training request to Dept Heads.

Risk Mngmt Grant Projects: Status
Update Animal Shelter improvements:

Wellness Grant:
NFD requesting TRX Strength training bands

Balance of CIS Wellness Grant is @ $945.00
How do we want to use balance of Wellness Grant ? (ei Fall Wellness lunch — purchases - other?)

New Business:
Status - City Hall Emerg Evac drill
Who will Coordinate with NFD Chris Mayfield ?
Wellness Newsletter — first issue out. How often and who will produce.

Incident Reports:

NPD — Muscle Strains x2 same incident NPD — Blood Exposure
NFD — Knee Injury/Strain

PW OPS — Head Laceration

Reports or Items from Departments:

November Lunch Coordinator: Becky
December Meeting / Annual Lunch: Karen - proposing “Recipe” as location
New members and old members should plan to attend.

Safero Committee Aoendn
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CITY OF NEWBERG

Employee Work Related
INJURY / EXPOSURE REPORT

PLEASE COMPLETE ALL OF THE FOLLOWING INFORMATION AND RETURN TO NAME OF
DEPT/TITLE OF RESPONSIBLE INDIVIDUAL WITHIN 24 HOURS FROM THE TIME OF INJURY.

Employee Name:

Job Title:

Date of Injuty/Exposute:

Date Reported:

Dates of Work Lost:

Accident /Incident Location:

Hours on Shift

Location:
Date of Hire:
Time of Injuty / Exposute
To Whom Reported:
Supetrvisor:
801 Claim Form Filed? Y () N ()

Complete if medical treatment sought or time lost from work
Conditions at Location

Patts of Body Affected Nature of Injury
Head /Necls Left Side Right Side () Cut () Foreign Body in Eye or Sliver
() Scalp 0O 0 Scrape () Burn
() Neck () 0 Bruise () Electric Shock
() Eats ) Q) () Skin Rash () Difficulty Breathing
() Eyes ) () () Numbness () Pain in Body Part Identified at Left
() Mouth () () () Inflammation () Dizziness
() Teeth () 0 () Jammed Finger () Other:
() Face 0 O ot Toe
Upper Extremities Left Side Right Side Contributing Factors
() Shoulder O O () Machinery Defect (Save defective parts & pieces)
() Upper Arm 0 () (())I;ZTOOI or qupmgrlg Broke (Save broken parts & pieces)
( ) Elbow quipment Guarding
() Forearm g g g g () Propert Tools/Equipment Not Available
Weist Floor, Work Sutface, or Walking Sutface
() () 8
() Hand O O 8 Housekeepmg
() Fingers 0 0) Lighting
() Clothing or Jewelry
Lower Extremities Left Side Right Side O Im&JLopeL Ergonomics
() Thigh O O ()O
() Lower Leg O O
() Knee O O Wortk Behavior At Time of Injury
<()) féol ;13%065 g ; g g gli(;f‘ti ggeck all items that pertain)
Carryi
’I(‘ﬁrélfver Back Left Side Right Side 8 Rs;éﬁi
() Upper Back E % 8 8 g‘;ilj];]ng
(JChest () () O Bendmg ot Twisting (citcle correct item)
() Abdo men () () () Running
( Hip () () 0O Steppm (walking/ moving from one level to another)
() Groin g g 5
0 O ygmg / Office Related Repetitive Motion
her Repetitive Motion Tasks
Names of Witnesses: (Please provide witness information () Jumping
on a separate sheet of paper) () Driving (If so, what vehicle?)
8 Operating Equipment
Innocent Bystander
() Other

Distribution of Copies:

Original: Risk Manager within 24 hours | 1copy to Employee | 1 copy: Supervisor/Dept. Head
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CITY OF NEWBERG

Employee Work Related
INJURY / EXPOSURE REPORT

PLEASE COMPLETE ALL OF THE FOLLOWING INFORMATION AND RETURN TO NAME OF
DEPT/TITLE OF RESPONSIBLE INDIVIDUAL WITHIN 24 HOURS FROM THE TIME OF INJURY.

Distribution of Copies:

Employee Name: Location:
Job Title: Date of Hire:
Date of Injuty/Exposute: Time of Injuty / Exposure
Date Reported: To Whom Reported:
Dates of Work Lost: Supetvisor:
Accident /Incident Location: 801 Claim Form Filed? Y () N ()
. Complete if medical treatment sought or time lost from work
Hours on Shift Conditions at Location
Patts of Body Affected Nature of Injury
Head/Neck Left Side Right Side () Cut () Foreign Body in Eye or Sliver
() Scalp 0 O Scrape () Burn
() Neck () () Bruise () Electric Shock
() Eats Q) 0 () Skin Rash () Difficulty Breathing
() Eyes 0 () () Numbness () Pain in Body Part Identified at Left
() Mouth 0 0 () Inflammation () Dizziness
() Teeth Q) Q) 0O ]arr'llfned Finger () Other:
() Face O O orToe
. ; . . Contributing Factors
.| Upper Extremities Left Side Right Side
| () Shoulder 0 O () Machinery Defect (Save defective parts & pieces)
() Upper Arm O ) S) Tool or Equipment Broke (Save broken parts & pieces)
() Elbow O 0 () Equipment Guarding
() Foreatm ) () () Proper Tools/Equipment Not Available
() Wrist O O () Floor, Work Sutface, or Walking Surface
() Hand O O § g EoEspkeeping
Fingers ghting
() Fing 0 0 () Clothing or Jewelry
Lower Extremities Left Side Right Side () Improper Ergonomics
() Thigh 0O 0 () Other:
() Lower Leg 0 ()
() Knee 0 0 Wortk Behavior At Time of Injury
() Ankle () () (Please check all items that pertail
pertain)
Trunk LeftSide  Right Side 8 123:;2{;?12
(Lower Back O O () Pushing
() Upper Back O 0 () Pulling
(JChest () () () Bending or Twisting (circle correct item)
() Abdo men () .
; () () Running
0 Hip () () () Stepping (walking/ moving from one level to another)
() Groin . o .
0 0 Typing / Office Related Repetitive Motion
YE, g p
Other Repetitive Motion Tasks
Names of Witnesses: (Please provide witness information () Jumping
on a separate sheet of paper) () Driving (If so, what vehicle?)
Operating Equipment
Innocent Bystander
() Other

Original: Risk Manager within 24 hours | 1copy to Employee | 1 copy: Supervisor/Dept. Head



Was Safe uipment/ Personal Protective Equipment In Use At Time of Injury /Exposure:  Yes No
Type SE OR PPE In Use:

glecfcribe what hapm gﬁlﬁ]ﬁ%‘f) ﬁ%}ﬁf&ce of events; equipment, materials, and substances being used;

environment —

How long have you been doing this particular job?:
Have there been similar incidents/near misses in the past? No YES

Describe history or similar incidents:

What do you think can be done to prevent this incident from teoccurting?

[ To Be Completed By Employee's Supervisor: l

Why did the Injury/Exposure happen ot the condition exist?

What should be done, to prevent this Injury/Exposure:

Employee's Signature: Date:
Supervisor's Signature: Date:
Risk Manager's Signature: Date:

I SAFETY COMMITTEE EVALUATION OF INJURY / EXPOSURE I

Committee Recommendations/Cotrective Action

Cortective Action Assigned To

Date corrections shall be implemented:




CIS Workers Compensation Group R@p@fﬁ: @f j@b Enjm"y

c/o City County Insurance Services

PO Box 1469 or Illness

Lake Oswego, OR 97035 : .
Phone: 1-800-922-2684 Fax: 503-763-3901 Workers’ compensation claim

Worker
Complete this form and give a copy to your employer if it is your intention to file a claim for Workers’ Compensation Benefits for this injury/disease.

s 7 -
NAME: (Last, first, me PITLE: //,/3,074 SMechoni .
1. Date of injury orillness: | 2. Date you left work: 3. Shift on ¢ (from) & am. [] pm. /559 4. Regularly scheduled days off:
7 - ‘2 !7'~ // .»‘ib"f‘\q’ day of injury: (to) Jam. [} pom. JE) O 0O 0O O )
5. Time of inJ,'ury or illness: 6. Time you left work: 7. Check here if you are employed by more M T W T F § 8
f1:30 am. (pm. | /{550 /E?a.m. O p.m. than one employer: [}

8. What is your illness or injury? What part of the body? Whichside? [JLeft [JRight 9, Workers’ language preference other than English:
[ Spanish [] Other (please specify):

(Example: sprained right foot) A bpagren

10. What caused it? What were you doing? Include vehicle, machinery, or tool used. (Example: fell ten feet when climbing an extension ladder carry a 40 1b. box of
roofing materials)
Bert oVer o hLpmpcd b
! e < Hynapc Yy hes

11. Name of Witnesses: - 12. Have you previously injured or sought treatment for this body part? ,
g P P

No [ Yes :
13. Your lega 14, - = Al ME
16. Mailing ¢ oy Ov  T/ooy
18.85N: <« s 20. Work Phone:

22. If medical treatment was given away from the worksite, print name

21, Name of physician or health-care professional: ) °
and address of facility: jo ol Providonda. ~

23. Were you hospitalized overnight as an inpatient? FNo []Yes

24. Were you treated in the emergency room? [ONo _dives BR P\"‘a")“—(’&m L /u e Lx/!\u'a)

“authorize health care providers, insurers, self-insured employers and claims administrators to release relevant medical records and claim records to the workers’
S compensation insurer, self-insured employer, claim adiministrator, and the Oregon Department of Consumer and Business Services. Notice: Relevant medical records

25. By my signature, ] am giving notice of a claim for workers’ comnpensation benefits. The above information is true to the best of my knowledge and belief. I

and claim records include records of prior treatment and claims for related conditions or of injuries to the same area of the body. A HIPAA authorization is not required
(45 CFR 164.512(1)). Release of HIV/AIDS records, certain diug and alcohol treatment records, and other records protected by state and federal law require separate
authorization. I certify, as attested by my signature and under penalty of law that all information I have given is true and contains no false statements and/or

misrepresentations.

26. Worker e ) o
Signature: / i : ’ ' 28, Date.C}‘/» 7~ 7
Employer

Complete the rest of this form and give a copy of the form to the worker and maintain a copy for your records. Notify CIS within five days of knowledge of the claim.

oy

29, ﬁi?::)s]:;ii:l %//UMM///)W @%’ 30: Phone: @5-‘53 7/ /0?59/ 31. FEIN: 93-6002221

32. If worker leasing comfigny, 33, Client FEIN:

List client business nafne:

34. Address of principal place £ \,7’% % (5/ /4) é‘g " C 35. Insurance
of business (not P.0. box): 'él/ % g[ é(} . (ZdD % ’2 policy no.:

37, Nature of business in which worker

36. Street address from which ig 3 0 / MW [)M/L}// /gﬁﬂ L'é / WZZD@//&[/ 7IP: Q 7/ ﬂ} is/was supervised:

Worker is/was supervised: 15‘
38. Sireet address, city, and p éﬁ ; 7 ° )é) &/ /ﬂ w <, . 4 4 VLI ; C—(/(& DYLY N et

State where event occurred: 02 50 / /é‘/j@ ﬂ 2’4/3[ 0 [2 /JZ&?/? Zj 7 / 32/ /MZM ¢ /P 3
39. Was injury caused by failure of a machine ofprefluct, or by a person other than the injured worker? [] Yes Yt 40, NCCI code: X 3X O
41, Were other workers injured? 42, Did injury occur during course and scope of job? - .

0] ves Eﬁ O] Unkoaen 2 1o 43. OSHA 300 log case #:
44. Date ginployer; knew of claim: 45. Worker’s weekl§ wage: 46. Date yorker hjred: .~ | 47. If fatal, date of death:

- " " Va BES
5/57120)] s o) 747, Jyme J0)27 /30
! 49, If returned to modified work, is it at regular hours

7
48.)Retu1-n-to/-\mrk%tatus: 1 ygt\ret?rnefi/\gﬁar Date: 94?.7//):] IYIOdlﬂed Date: and wages? [1¥es [1No

50. Employer 7 51. Name, title and ;{{gbgdct’(, g ereen _ .
7 igne ;%/Zf/’/% (%éﬂ/!u phone (printy: A€ jlpnager D93031- 1961 52.Date: 9/ 7011
— / V4

s
80 1 OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA within eight hours. Report any 8 0 'E
accident that results in overnight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends.

%801 1/05
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CIS Workers Compensation Group R@E@@K@f @ﬁf g@b EKH@ Mﬁ"y

¢clo Gity County Insurance Services

PO Box 1469

Lake Oswego, OR 97035 , or gﬂmgsg
Phone: 1-800-922-2684 Fax: 503-763-3901 Workers’ compensation claim

Worker

Complete this form and give a copy to your employer if it is your intention to file a claim for Workers® Compensation Benefits for this injury/disease.

NAME: (Last, first, middle) B J’ JOB TITLE: 9 H?/'(L;’-;z /ﬂ— el

1. Date of injury orillness: | 2. Date you left work: 3. shiff %Y 0730 (fom) Jam. [0 pm. 4. Regularly scheduled days off:

@/}" / [ l s day of iR 730(t)) am Opm. il O O o

5. Time of injury or illness: 6. Time you left work: 7. Check here if you are employed by more Mo T Wq ToF : 5 8

0900 Blam Opm N7 am [ pam. than one employer: (] a4 an Y4 o F}K

8, What is your illness or injury? What part of the body? Which side? {K[cht [CIRight 9. Workers® language preference other than English:

(Example: sprained right foot) tneo . [ Spanish [ Other (pleass specity):

10. What caused it? What were you doing? Include vehicle, machinery, or tool used. (Example: fell ten feet when climbing an e:,(_{ension ladder carry a 40 Ib. box of

| ol a5 faeeling down TO loosenn hose, ond 4ol @ sharp )ﬁ‘w'/f
in oy fkave . T Mo/ ABvZ N bu\.r./‘,fV\/C,?/’I'T‘G/*.,’m‘%-'ge@/;m/@ inyww FNEcC -

11. Name o{' Witnesses: lz.ﬁave you previously injured or gought treatment for this body part? [
5/\9\?’!6“.05/\ IENIE \ No JA] Yes ‘
13. Your le, 1 i [JF
o . L s . o -
16. Mailing lege ST Wewder 3, RA @733 1
18, 8SN: 4 19. Dept.: Fl( ;e - 2 PRI et
21.Name o, | _, cavswas \ s asaw-care professional: T¥ OWCMOLC(&O& K'MCQ 22. If medical treatment was given away from the worksite,\%n};zame
d addr facility: 5 Al oD T8
23. Were you hospitalized overnight as an inpatient? K] No [JYes and address of facility R/m/ /\[&7, e %PI
24, Were you treated in the emergency room? EZ(NO [ Yes /U déD é)//I/Z/: (Q/é' &/7 / 52/’/

25. By my signature, [ am giving notice of a claim for workers’ compensation benefits, The above information is true to the best of my knowledge and belief. |
authorize health care providers, insurers, self-insured employers and olaims administrators to release relevant medical records and claiim records to the workers’
compensation insurer, self-insured employer, claim administrator, and the Oregon Department of Consumer and Business Services, Notice: Relevant medical records
and claim records include records of prior treatment and claims for related conditions or of injuries to the same area of the bady. A HIPAA authorization is not required
(45 CFR 164.512(])). Release of HIV/AIDS records, certain drug and alcohol treatment records, and other records protected by state and federal law require separate

authorization. I certify, as attested by my signature and under penalty of law that all information 1 have given is true and contains no false statements and/or
misrepresentations, PR

26. Worker ' o ;Il
Signature: g , 28. Date: I’/ / / }

ARV
T

Employer

Complets the rest ﬁ)f this form and give a copy of the form to the worker and maintain a copy for your records. Notify CIS within five days of knowledge of the claim.
A y

29. Employer legzy\l'/
Business names: &

~ v/

%L)@W ;LL%// 2& //);Z 30: Phone: 50 3-557-1320 31. FEIN: 93-6002221
32, If worker leasing co@p/agy, ( / ; I 43, Clcat FEIN:
List client business name: . :

o v ot e 1 €. S0cond S, Nudpesg OF

36. Street address fr hich  / = ) g ; 37. Nature of busi in whicl ker
W:i(eiis/:/s:s sslirvziszd: [z// (7” 7 yﬁﬂﬂd/ 48?‘ /Z') &DW 0 /g 'ZIP:¢,7/ 3;”’ isfwarsesflperus;?:f e R

State where event occurred:

reet address, city, an 312 ; ; ) ) L d New / g C/ﬁ:‘
St sy o7 ) S pidlebreok. £ Nerdlperg DEgyrs2| MUnic'pe [ governit

39. Was injury caused by failure of a machine or product, or by a person other than the injured worker? [] Yes SERI 40.NCClcode: "7 7 /0

41, Were other workers injured? 42. Did injury occur during course and scope of job? .

0 Yes‘/“_:o) (] Unknown JBT¥s [1No 43, OSHA BQO log case#:
44. Date'd ployer new of claim: 45. Wo&ej"s ;ﬁ!ﬁ«;kfy‘ wage: nenti fj 46. Date warke hired: 47, If fatal, date of death:

) ] 7] ' 5950, 40 )08
' ' — 49. 1f returned to modified work, is it at regular hours
48.}Returrw‘9d&)status: ] Not returg; | Reghilar Date: [—_:‘l Modified Date: anfiew:;s? 0519{;51 E]Wgok’ s reé a }ou
T N L =73 - Pty é:) A

50. Em%/éj Iy /// ) . 51. Narme, tltl'e and 6€ﬁb L’C/A'r\/: é@déf{}/ ] 52. Date: /éw/c/gﬂ//

signafure; A/ A ) phone (print):  AHE /Md&ul) Goy =531 6/

/ /s
8 0 1 OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA. within eight hours. Report ang' g {E 1
accident that results in overnight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends.

%801 1/05




CiS Workers Compensation Group R@p@?ﬁ @ﬁ" j@h Eﬂj HEy

c/o City County Insurance Services

PO Box 1469

Lake Oswego, OR 97035 ; or _EEHHQ$S

Phone: 1-800-922-2684 Fax: 503-763-3901 Workers’ compensation claim
Worker

Complete this form and give a copy to your employer if it is your intention to file a claim for Workers® Compensation Benefits for this injury/disease.

JOBTITLE:  Oplipe Oﬁé’l’uv

1. Date of injury or illness: 2. Date you left work: 3. Shift on ".;, (from) [ am. [] p.m. 4. Regularly scheduled days off:
O l()L{ i I N day ofinjury: &' (to) [ am. [Ep.m. o oonooon-
5. Time of injury or illness: 6. Time you left work: 7. Check here if you are employed by more M- T W T F § S
& Jo Bam Opm. MNé-Oam Opm, than one employer: [[] 5 Yorre. s
8. What is your illness or injury? What part of the body? Which side?  [ILeft [HRight 9. Workers” language preference other than English:
(Example: sprained right foot) '%\Q-C-A QKIQGS'WVL @_\. Tovearn [ Spanish [] Other (please specify):

10. What caused it? What were you doing? Include vehicle, machinery, or toq! used. (Example: fell ten feet xyhcn climbing an extension ladder carry a 40 Ib. box of
roofing materials) | ¢y A\ N tuned Vet rain Nij oo e o /5w crdad Pa,"ﬁ'uur whe was covered in e own blood.

l ﬁ,\ﬂ' some of e blowd on vhy |fqtb‘{' ’g‘\‘-f’a drm s | et non \‘m{‘m’f 2kin Aue {D SU/NHKLS rn Hhie ar ]
' Y 12. Have you previously injured or sought treatment for this body part? []

11. Name of Witnesses:
N ~ D PO | - \ y N
| bl Yes 2 presions eKgoStire incident-¢
13 -~ |15 Genderr @M [OF
_lé /G T T
18 | 20. Work Phone: 05 o0 L
21. Name ot physician or health-care professional: 22. Tf medical treatment was g’iven ;way from the worksite, print r}am(f /) I{"
d add f facility: Af2 (0¥ ie ety a4 NP i
23. Were you hospitalized overnight as an inpatient? §£] No []Yes and address 0 _am}]ty % w ‘)C, g Q(’,df’f Hawal Koot
FO0L Nroptelainte e .
24. Were you treated in the emergency room? ‘M No [JYes Kodoses, OF- G713 2

25. By my signature, [ am giving notice of a claim for workers’ compensation benefits. The above information is true to the best of my knowledge and belief. T

* authorize health care providers, insurers, self-insured employers and claims administrators to release relevant medical records and claim records to the workers’

'~ compensation insurer, self-insured employer, claim administrator, and the Oregon Department of Consumer and Business Services. Notice: Relevant medical records
and claim records include records of prior treatment and claims for related conditions or of injuries to the same area of the body. A HIPAA authorization is not required
(45 CFR 164.512(D)). Release of HIV/AIDS records, certain drug and alcohol freatment records, and other records protected by state and federal law require separate
authorization. I cértify, as attested by my signature and under penalty of law that all information I have given is true and contains no false statements and/or

misrepresentations,

26. Worker 28. Date: /(y‘f}// ',7

Signature: =

Employer

Complete the rest of this form and give a copy of the form to the worker and maintain a copy for your records. Notify CIS within five days of knowledge of the claim.

Vs ~ e LN
29. Employer legay;/ /‘(/L(/ Zé )) /(/é)é( :/f,} ﬂ / ,éﬁ%%/ﬁf’{_ 30: Phonf"jj):?,fi) ﬁ gw g 5 /} / 31. FEIN: 93-6002221

Business namg:

. 20
32. If worker leasing confdny/ / U 33, Client FEIN:
List client business name:

34, Address of principal place (7/01/ 6;* {}(/Zéél{ 5{!) /[/é}éaég//z/ﬁ@li {7)7/8{% rearanee

of business (not P.O. box): “t_/; 4
36. Street address from which - P \ ; -~ 7 37. Nature of business in which worker
N ) 7 L g NS
Worker is/was supervised: z,‘/d) / (é_’/', “\\,9/[,% 5{, 57[/( ,)Zé,g) gb(:///’ f’],()nf}; ZIP.J/L’)/ j,}a is/was supf?rvise/d‘: B
38. Street address, city, and A T e . ST I s P VPR "l }/
5?62 ) et /LO/ YV ()¢ "4{///;)] /\J;é&g;jj/ogw O y// g5 Vhehic (,yQi 4 C,L .

State where event occurred: =

35. Insurance

39. Was injury caused by failure of a machine or product, or by a person other than the injured worker?’ [ Yes/k.E]‘éﬁo 40. NCCI code: 7/ 7 f")‘,/ }
41. Were other workers injured? 42. Did injury occur during course and scope of job? )
[ Yes g [ Unknown /es [ No 43. OSHA 300 log case #:
44, Date em /loygr knew of claim: 45. Worker"s:;}veekly/\vage: 46. 12__ate orker hi:gif 47. If fatal, date of death:
(0/4/ 71 S 9. mo 5/5705
f 49. If returned to modified work, is it at regular hours

48. Return-to-worle-status: [ ] Not returned (E]R/e/gJuhr Date: '/0{,//' [] Modified Date:
. i X ) e o Date: " 7 /) ) and wages? [ ]Yes []No

50. Empl e AL X é/l 51.Name, title and g0 COpt T CIRECH _ ' /
[ signany L,;"(f{!(?// ’/ %f 7 ;\{7,/ e phone (print):  A42, Agnetge . BS07-937- [/ 52. Date: /2/% /1y
= v 77 5

8 G 1 OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA within eight hours. Report any 8 0 1
accident that results in overnight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends.

x801 1/05




HH

CITY OF NEWBERG

Employee Work Related
INJURY / EXPOSURE REPORT

=\

PLEASE COMPLETE ALL OF THE FOLLOWING INFORMATION AND RETURN TO NAME OF
DEPT/TITLE OF RESPONSIBLE INDIVIDUAL WITHIN 24 HOURS FROM THE TIME OF INJURY.

Employee Name: Location:  #/3y /A& . Ws9 &7
Job Title: F)C,& . Date of Hite: 12.[12]a2

Date of Injury/Exposute: q[28]11 Time of Injury / Exposure 0300

Date Reported: _. 9 /’22 [ih wWa phdne To Whotm Reported: Cept Bolele
Dates of Work Lost: NA Supervisor: C ok " Bule

Accident /Incident Location: {2 £ ¥~ S}

801 Claim Form Filed? Y () N ()

Complete if medical treatment sought or time lost fron work

S/

/Lu:’/?aﬁ(//'cfai.,(y /-q/"f"\n‘l. (')l{"/"'t 2 "(!’!M‘/" e 5’{6"/ & SD"J?

Distribution of Copies:
Orieinal: Risk Manaeer within 24 hours |

1 copy to Employee |

" Parts of Body Affected Nature of Injury
Head/Neck Left Side Right Side () Cut () Foreign Body in Eye or Sliver
() Scalp O 0 8 Scrape () Burn )
() Neck () () Bruise ) Electric Shodk
() Bss Q Q § § Numsbrs E 5 Puin o B Dert Flentifed at Lef
B umbness ain In boay Fart ldentiltea at Lelf
() Eyes () () () Inflammation () Dizziness .
() Mouth 0 O : TN ,
() Teeth 0 0 () Jammed Finger (fOther: s el 5 | ,'m,L( |
() Face ) () ot Toe
Upper Extremities Left Side Right Side ' Contibuting Factors
& Shoulder @/ 0 () Machinery Defect (Save defective parts & pieces)
() Upper Atm /() () () Tool or Equipment Broke (Save broken parts & pieces)
() Elbow () Equipment Guarding
Forearm () Q Proper Tools/Equipment Not Available
() () P Lup .
() Weist O O () Floos, Work Surface, o Walking Surface
() Hand 8 Housekeeping
() Fingers 8 8 ) Lighting
oo L () Clothing or Jewelry
Lower Extremities Left Side Right Side () Improper Ergonormics
() Thigh 0 0O () Other:
() Lower Leg O ()
() Knee O O Work Behavior At Time of Injury
() Ankle () () (Please check all items that pertai
‘ pertain)
() Foot/Toes O 0 _EXLifting
Carrying
Trunk Left Side Right Side ’E? Renching
,(/ﬂ .ower Back ,@’ O () Pushing
(XUPPC]. Back rca/ () <) Pum_ngb
(JChest () () () Bending or Twisting (circle correct item)
() Abdo men () () 0 Runninzr °
0 Iéip . () () () Stepping (walking/ moving from one level to another)
() Groin () 0O ?) Typing / Office Related Repetitive Motion
- ‘ _ ) Other Repetitive Motion Tasks
Names of Witnesses: (Please provide witness information () Jumping
on a separate §135¢ﬁ of paper) () Driving (If so, what vehicle?)
Pan\ Cooly () Operating Equipment
f\éjj: %\:) s () Innocent Bystander
YO L) () Othes

-

e L‘i;'i)*.[‘lﬂ.c}.’) 'Z;:f;vf‘a-vi(? S DTy //Ji;,‘)\)
CETTAE

1 copy: Supervisor/Dept. Head




Ky

e

CITY

Employee Work Related
INJURY / EXPOSURE REPORT

OF NEWBERG

PLEASE COMPLETE ALL OF THE FOLLOWING INFORMATION AND RETURN TO NAME OF

DEPT/TITLE OF RESPONSIBLE INDIVIDUAL WITHIN 24 HOURS FROM THE TIME OF INJURY.

Ay

Location: AJewbers, 10 [oce Deva‘

Employee Name: s
Job Tifle: “olice (P Date of Hire: 10259
Date of Injury/Exposute: G-2]-]1 Time of Injury / Exposute 030 T-AA7i |
Date Reported: T-2¥-1] To Whpm Reported: &‘r Eruren ZBhANS
Dates of Work Lost: _ Supervisor: ]
Accident /Incident Location: 770 = ¢ &} 801 Claim Form Filed? Y () N){{L
Asnloe o 9713  Complete if medical treatment sought or time lost from work
, "Parts of Body Affected Nature of Injury
Head /Neck Left Side Right Side E) é:ut g % goreign Body in Eye or Sliver
Scal crape utn
( ), Ce’lCE )8){‘\ 8 (; Bunise () Electric Shock
() Ears 0) () () Skin Rash () Difficulty Breathing
() Eyes () () () Numbness #9(Pain in Body Patt Identified at Left
() Mouth 0 ¢ é))JInﬂamfingion (()) 8;'1221'_}1655
() Teeth 0 0) ammed Finger het:
() Face () () ot Toe )
s ; . . Contributing Factors
1 Upper Extremities Left Side Right Side
houlder o 0 () Machinery Defect (Save defective parts & pieces)
() Upper Arm 0 () () Tool or Equipment Broke (Save broken parts & pieces)
() Elbow 0) 0) () Equipment Guarding
Forearm Proper Tools/Equipment Not Available
() () P P
() Wrist O O () Floor, Work Surface, or Walking Surface
() Hand 0 () 8 Housekeeping
Fingers Lighting
() Fing 0 0 () Clothing or Jewelry o
| Lower Extremities Left Side Right Side () Improper Ergonomics ,
() Thigh 0O 0 : L Otﬁer-‘i)(‘efam‘ pub esidio 23 dpad o
() Lower Leg O O ‘ v Y !
() Knee 0 0 Work Behavior At Time of Injuty
(()) IQA; I;lt;:}eToes 8 8 (f’l@c;zg ggeclc all items that pertain)
Trunk Left Sid Right Sid () Carzying
runk ide ide achi
()Lower Back ) () Reaching
() Upper Back 8 g) () Pushing
‘ () Pulling
(JChest () () GE D or Twisting (circle correct item)
0 ﬁbdo men () () () Running
0 P () () tepping (walking/ moving from one level to another)
() Groin 0 () ) Typing / Office Related Repetitive Motion
é) Other Repetitive Motion Tasks

Names of Witnesses: (Please provide witness information
on a separate sheet of paper)

() Jumping
() Driving (If so, what vehicle?)

() Operating Equipment
() Innocent Bystander

() Other

Thope

" N A
3D, Medical MoT Sougbt by v nae 2 Vo Report L7575 e o s

Distribution of Copies:

@@\(54&!.
TBuPREIN o

Original: Risk Manager within 24 hours | 1 copy to Employee | 1 copy: Supervisor/Dept. Head



Stress and Productivity:

id you know your physical health affects your ability to manage work stress and productivity?

Improve your professional performance AND keep insurance costs from rising.

e  Groups that take “walking” meetings around campus or town
e Managers that insist employees take BOLI required breaks away from desks, \ﬁ’
e Organizations that encourage fitness (golf, bowling teams, walking, volunteering

D

AN G
Vo ol

R

All see a 40% increase in productivity and a 35% drop in illness and injuries.
That's money in the bank. A Win - Win for everyone.

The 30/ 3 rule: Take a 3 minute break

If you have been stationary / seated for 30 minutes

OR
If you have used an electronic device (computer, smart phone, MDT) for 30 minutes

The strain on your eyes, the decrease in blood circulation in your body and the
compression of your spine from sitting all have long term effects on your body. There
has been a marked increase in back and eye strain (CVS) in youth and adults.

Want to earn Gift Cards to your favorite stores ?

Regence Insurance members:

Check out MYRegnece.com and log on to the My Health >Rewards»program. It's an online log where
you earn points for healthy choices like brushing your teeth, walking the dog, eating lunch and even

volunteering.

When you reach 70,000 points you can choose a gift card from participating stores such as Cabela’s,
Amazon.com, CVS Pharmacy, Bath & Body Works, Olive Garden and more ... with the holidays

coming you could earn gift cards just for logging the things you do every day.

on Line: You have access to videos and articles on line at MyRBH.Com.
Watch short video to learn more about the work-life resources site “Personal Advantage” accessible through

MyRBH.com. http://personaladvantage.com/public/reliantbh/player.html

ne new site includes assessments and articles, a featured video of the week that incorporates real stories, a daily

stress tip, trainings, and more wellness and work-life topics.
Contact RBH today at 1-866-750-1327, or visit www.MyRBH.com.

City of Newberg Safety & Wellness Committee | September 2011



Safety Committee Agenda

September 7 2011 12:30
Public Safety — Training Room

Call to Order
Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of August 2011

Inspections:

Third Quarter Inspection assignments
July — September 2011

Animal Shelter and P.W. Yard —Lori & Craig (completed)
Wastewater Treatment and Water plants —Karen & Andy/Justin (completed)
Library and Annex Bldg — Jason & Melissa
City Hall, Archive Bldg, PSB — Becky & Caleb
Fire Dept-NFD Alex Haven (st 20 completed — st 21 pending 9-19-11)
Basic Housekeeping and proper overflow storage continues to be an issue at several sites.

Old Business:
Becky, Karen & Caleb are attending the free CIS Seminar on Sept 8™ in Hillsboro

Risk Mngmt Grant Projects: Status
Animal Shelter improvements: Hose Reel, Anti Slip floor coating and Flat Gate latches - status

Wellness Grant:
Massage Program Status — completed all sites invoices received. Complete — 77 employees attended $770.00

Balance of CIS Wellness Grantis @ $945.00
;?Iow do we want to use balance of Wellness Grant ? (ei Fall Wellness lunch — purchases - other?)

Is there a new CIS Wellness Grant to apply for ?

New Business:
City Hall Emerg Evac drill ?

Incident Reports:
Bee Sting — PWM

Shoulder injury — NPD K9
Traffic Accident - NFD

Reports or Items from Departments:
Sodium Bisulfite leak at WWTP - Summary

October Lunch Coordinator: Melissa - Need substitute for Oct
November Lunch Coordinator: Becky
December Meeting / Annual Lunch: Karen

Adjourn

Safotvy Commitiee Aoenda



Safety Committee Agenda

August 3 2011 12:30
Public Safety — Training Room

Call to Order
‘Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of July 2011

Inspections:

Third Quarter Inspection assignments
July — September 2011

Animal Shelter and P.W. Yard —Lori & Craig
Wastewater Treatment and Water plants — Karen & Andy
Library and Annex Bldg - Jason & Melissa

City Hall, Archive Bldg, PSB ~ Becky & Caleb

Fire Dept-NFD Alex Haven

Old Business:
Inspection Forms — Revisions due
Letter to dept heads regarding Emergency procedures at City Hall

Risk Mngmt Grant Projects: Status
Animal Shelter improvements: Hose Reel, Anti Slip floor coating and Flat Gate latches

Massage Program Status

New Business:

Who is attending the CIS Seminar on Sept 8" in Hillsboro ?

Incident Reports:
PWM Welding injury
Library — Stress

NPD Puncture

PWM — Fall/F ainting

Reports or Items from Departments:

September Lunch Coordinator: Jason

Adjourn

Safet Committoe Aoond



Safety Committee Meeting Minutes

July 6, 2011 12:30 p.m.
Public Safety Building

Present:
Lori Biever-Launder (Library), Jason Wuertz (Planning/Building/Engineering), Craig Brault (PW Maintenance),

Karen Tarmichael (Operations) Becky Green (Administration), Andy Willette (NFD), Caleb Lippard (Finance),
Melissa Cleveland (NPD).

Review and Approval of Minutes:

MOTION#1: Brault/Biever-Launder motioned and seconded to approve the minutes from the Newberg Safety
Committee of May 2011. (8 Yes/0 No).

Inspections:

e Second Quarter Inspections:
P.S. Bldg, Animal Shelter, P.W. Yard — Caleb Karen (Completed)
Wastewater Treatment and Water plants — Becky & Craig (done 4-1-11)
Library and Annex — Lore & Andy (Completed)
City Hall and Archives, PSB —Jason & Melissa — needs to be done.
Fire Dept-NFD Alex Haven (Station 20 & 21 completed)

Issues of note: Cords across work areas / Cabinets not secured/ Leaking Air cylinders/unsecured tanks — issues corrected.

e Third Quarter Inspection Assignments:
P.S. Bldg, Animal Shelter, P.W. Yard — Lori & Craig .
Wastewater Treatment and Water plants — Karen & Andy
Library and Annex — Jason & Melissa
City Hall and Archives, PSB —~Becky & Caleb
Fire Dept-NFD Alex Haven

OLD BUSINESS

Anti-slip resurfacing was done at the library.

Inspection forms/revisions due Aug. 3™ meeting.

Risk Management Grant: Karen has meeting with Clinton to talk about items at the Animal Shelter.

NEW BUSINESS
CIS Wellness Grant: Committee will proceed to schedule employee Chair Massages. Each Safety Rep will

coordinate their own departments. Karen will send out Masseuse contact info. The Masseuse will only charge for
each person she massages.

There is a concern of a gas smell /leak at City Hall. The smell has been intermittent for the past three weeks. TFire
Dept. was notified by an employee who walked over to mention issue. The gas company came out to investigate.
If the smell comes back contact Newberg Dispatch ASAP. An email will go out to all Dept. Heads to remind
employees of proper Emerg. Response Procedures. Evacuation Policies are posted in City Hall Lunch Room and
by copier. Also Karen will notify PWM that the access to the Nat Gas shutoff outside was over grown and needs
to be cleared for access. Fire Marshall will address the access issues with the Fire Shut off systems which were

also obstructed.
OSHA handouts were attached to meeting agenda. (PPE & Heat Safety) post at work sites.

Parking lines at the public lot next to the library need to be re-done. Craig will forward concern to PWM.

Incident Reports:
. Knee Injury at Operations-no recommendation - No safety issue.
Leg Puncture wound at PWM- no recommendations -reminder review work areas for hazards when possible.

Meeting adjourned at 1:40 p.m.

Safety Committee Meeting Minutes
Pnoe 1



tmportance: High

Based on the responses to our “Worksite Wellness Programs on ZERO budgets” survey, we will be
sponsoring two FREE wellness training sessions on Thursday September 8 featuring author and
walking expert Robert Sweetgall. These sessions will be of interest to wellness committee members,
AR/Benefits representatives, and anyone else at your entity that serves as a “weliness

champion”. Robert will focus much of his session on easy ways to promote physical activity both
within your workplaces and in the personal lives of employees and their families. Our Benefits
partners — Regence BCBSO and Kaiser Permanente - will also share physical activity programs &

resources they provide.

Please RSVP back to healthybenefits@cisoregon.org which session your entity plans to attend, and
the number of employees attending with you. RSVP by August 3.

e 8:30-11:30 AM, September 8: Salem Fresh Start Market Connections

Center
e 1:30-4:30 PM, September 8: Hillshboro City
Auditorium

These sessions promise to be fun and eventful - come prepared to MOVE. Sessions will also include
Creative Walking gifts for a few lucky winners and healthy snacks for all from CIS Benefits.

You will receive a subsequent email with specific training addresses and driving directions.

e 1:30-4:30 PM, September 8: Hillsboro City
Auditorium

Total number attending

Heather Matthews | Benefits Administrative Assistant
p 503-763-3826 | 800-922-2684 x3826 | f 503-763-3926

www.cisoregon.org

CIS adapts to meet the changing risk management and benefits needs of our members, seeing potential problems and developing

‘olutions.



CIS Worlers Compensation Group Report Of JOb Injury

clo Clty County Insurance Services

PO Box 1469 , ,

Lake Oswego, OR 97035 or Illness

Phone: 1-800-922-2684 Fax: 503-763-3801 Workers’ compensation claim
Worker

Complete this form and give a copy to your employerif it is your intention to file a claim for Workers’ Compensation Benefits for this injury/disease,

JOB TITLE: //e% P s

NAME; (Last, first, middle) .

1. Date of injury or illness: 2. Date you left work: 3, Shifton é’ (from) (A am. [ p.m, 4, Regularly scheduled days off:
7/22_(( 7.» 22 ({ dayofinjury: 4°34to) [ am. Blpm. O0o0o0o0oee B
5. Time of injury or illness: 6. Time you left work: 7. Check here if you are employed by more M T W T F § 8§
Jlive Bram Opam | Zte¢ Jam [Bpm. than one employer; []
8. What is your illness or injury? What part of the body? Which side? PlLeft [JRight 9, Workers’ language preference other than English:
(Example: sprained right foot) })u»’?xf T atrred. le bt cav [ Spanish [ Other (please specify):

10. What caused it? What were you doing? Include vehicle, machinety, or tool used, (Example: fell ten feet when climbing an extension ladder carry a 40 b, box of
roofing matetials) Lt)&/ ,5\17 Vet O LA wesdt A v ehile . A fot j/!h?//- Ctrmn e jot My Lo fot enr

11, Name of Witnesses: 12, HE\]/e you previously injured or sought treatment for this body part? 5
No Yes :

15. Gender: IdM [F

16. Mailing addres, cit, state and zip: A ; 17. Home Phone: !
18. SN : ’ 27 19. Dept: /0 ) 20. Wotk Phone: SB7- 573 /23 2.
21, Name of physician or health-care professional: p,Q_ LJ/; / 715 22, If medical treatment was given away from the worksite, print name

23, Were you hospltalized overnight as an inpatient? [dNo [Yes and address of faoility: /{J Cod b 42./,’,;, M/&‘&J/L ATl

24, Were you treated in the emergency room? e No [JYes

25, By my signature, [ am giving notice of a claim for workers’ compensation benefits, The above information is true to the best of my knowledge and belief, I
authorize health care providers, insurers, self-insured employers and claims administrators to releass relevant medical records and claim records to the workers’
compensation insurer, self-insured employer, claim administiator, and the Oregon Department of Consumer and Business Services, Natice: Relevant medical records
and claim records include records of prior treatment and claims for related conditions or of injuries to the same area of the body. A HIPAA authorization is not required
(45 CFR. 164.512(D)), Release of HIV/AIDS records, certain drug and alcohol treatment recotds, and other records protected by state and federal law require sepatate
authotization. I certify, as attested by my signature and under penalty of law that all information T have given is true and contains no false statements and/or

misrepresentations,

— A
26. Worker . 27. Completed by . .
Signature: (please print): 28. Date.7 28T/ /
/ Employer
Complets the rest of this form and give a copy of the foum to the worker and maintain a copy for your records. Notify CIS within five days of knowledge of the claim.

£
Z

29, Employer legal /{ + , oy N s S
B":;‘i’n:’s’:;:fl;//, ZZ}? U/S// /Mz Z&) b G Pﬁ) 30: Phone: 2y 5 H37-/95 31, FEIN: 93-6002221
U

: 7
32, If.\vorl.cer leasllng eq pan;‘;" 33, Client FEIN: '
List client business riame:

34, Address of principal place 35, Insurance

. ;-7 ! ’ o A
of business (not PO, box): \f) é)é) LU ’ / /f/ /ZZ \5'»/, A/ZLJ/Qz//@/ ép/\?—/ ‘5/?‘7/35)/ policy no.:
36, Street address fr hich ) 0ol ; \ . soy | 37 Nature of busi in which work
W:)eici is/;Sass szglr‘:i‘sl:d: (@0 Zd ' ﬂ/L / // ﬁé é?l A//ZO) /32%'5/7 ZIP: &/‘7/})"‘ is/awarscs;pelf;:;f}s e
38, Street nddress, oity, and . o N 7T oM o/ N A U TR 7y,
sttt e Thid sl Ok dblG OB 989~ | rmunicipd Jovernm

39, Was Injury caused by failure of a machine or produet, or by a person other than the injuf’e‘d' worker? [ Yes)@-’N%) 40, NCCI code; 5/ 560

Pl

41. Were other workers injured? 42, Did injury oceur duging course and scope of job? - )
03 s S O] Unloronen E{," i 43, OSHA 300 log case #:
44, Date émployer knew of clatms 45. Workeﬁ’s weeklywage: nid. 46, Date worker hired: 47, 1f fatal, date of death:
- 9 )7 5
YIEEIELH s 4/ 327 G/
) y ., . 49, If returned to modified work, is it at regular hours
48. ,Return-to;)vork‘itntus: [J Not returned;g,Regu]ar Date: ¥/ /a'lf)/ )1 [J Modified Date: and wages? (I¥es (] Nc:(’ g

51 Name, titleand ZEISECOR <Jr ()26 E] e trianagoy

. - o /
> ﬁgﬁﬁ?&%ﬁm>}x%mp phone (print)y 573~ 5371484/ 52. Date; '7/9’25// /

/

8 0 1 OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA within eight hours. Report any 8 O 1
aceident that results in overnight hospitalization within 24 hours to OR-OSHA, Call (800) 452-0311, on nights and weekends,

x801 1/05



v C oy
AN TN ;
~ Ny CIS Workers Compensation Group e
.o T % “ clo City County Insurance Services Repﬂrt Of JOb En.] I,H"y
> L b P 1469
?n %( é \ﬁuj LSkeB(())Xswego, OR 97035 or IllneSS
%‘W ::;%qg Phone: 1-800-922-2684 Fax: 503-763-3901 Workers’ compensation claim
CE
Worker

Complete this form and give a copy to your employer if it is your intention to file a claim for Workers’ Compensation Benefits for this injury/disease.

NAME: (Last, first, middle) OB TITLE: . \ N .
N Cace Ve X ea, Clec\R

1. Date of ine'ury or illness: 2. Date you left work: ' . Shift on }4‘,/’{-,’.-’&' 1 (from) (J am, f=Fp.m. 4. Regularly scheduled days off:
T T VDo | deyofinuy: & (to) [ ampldpim ) OO0 Od ol
5. Time (lf in )y or illness: 6. Time you)leﬂ work: 7. Check here if you are employed b&/ more M T W T F S S
/ / 't/ 6 El'a m. [Jp.m. ﬁ, 40 Oam Flpm than one employer: []

8. What is your illness or injury? What part of the body? Which side? ~ [JLeft [JRight 9, Workers’ language preference other than English:
(Example: sprained right f00t) N v \ & My [[] Spanish [_] Other (please specify):

10. What caused it? Whatg/ere you doing? Include \)elncle, machinery, o\r tool used. (Example: fell ten feet when climbing an extension ladder carry a 40 1b. box of
roofing materials) ).« s "\ \,\\u N ome ol we oy \)l\ Yo A ‘Q e (oo sn i) e e
e ~ ~ 2 = SR o WD v ol S
b; oD X@R\)\,D_) -5 @_‘Qﬁw‘j Nn‘,'\,\.\,\c \'Z\’.‘g.._k__\ 2T . \\ -~

12. Have you previously injured or sought treatment for this body part?

11. Name of Witnesses: )
Korle, RBieo ~W\e No [] Yes

13. Your legal name: !' T me e Lo _,.,.; P , 14. Birthdate- gl 15. Gender: [:] M . 4 F
(= S G . - .

16. Mailing address, city, stafeamd zjg

20. Work Phone: 8 ﬁ"a)»-} -~

18. SSN
i
21. Name of physician or health-care professional: Pot Twhr s, 22. If medical treatment was %wen away from the worksite, pnnt name
23. Were you hospitalized overnight as an inpatient? T4 No [JYes and address of faclity: °( & O \ C\ eN\CC “\u \eo \ S b. 3
. LLT70 s B RS St o
24. Were you treated in the emergency room? H)No [OYes e eaoad R )rn 1Y

25. By my signature, [ am ngmg notice of a claim for workers’ compensation benefits. The above information is true to the best of my knowledge and belief. [
‘authorize health care providers, insurers, self-insured employers and claims administrators to release relevant medical records and claim records to the workers’

” compensation insurer, self-insured employer, claim administrator, and the Oregon Depa11ment of Consumer and Business Services. Notice: Relevant medical records
and claim records mclude records of prior treatment and claims for related conditions or of injuries to the same area of the body. A HIPAA authorization is not required
(45 CFR 164.512(1)). Release of HIV/AIDS records, certain drug and alcohol treatment records, and other records protected by state and federal law require separate
authorization. I certify, as attested by my signature and under penalty of law that all information I have given is true and contains no false statements and/or

misrepresentations.
26. Worker 27. Completed by ) o
Signature: (please print): 28. Date: 7 ’ ! -1\ W\
[
Employer

Complete the rest of this form and give a copy of the form to the worker and maintain a copy for your records. Notify CIS within five days of knowledge of the claim.

Business name:

29, Employer legal /] ¢, ﬁ Z ' . P R R
: [/ 7() 7/ l/é/)/w' f} L//j //d, 30: Phone: \:).{27// 8, :j;)/, 5) /éj 31. FEIN: 93-6002221
I

32, If worker leasing company, 33, Client FEIN:

List client business name:
35. Insurance

34. Address of principal place  , /7, /' /‘”/7 o ) Y % (/ Ly Y .
of business (not P.O. box): 7’/% Z7 ‘ ‘/i/\-)( g7— / () /”/ ’( c/ & 1~ ‘7 / g policy no.:
37. Nature of business in which worker

36. Street address from which . 54«)&3 :: /[ / i CH(C /( (S 7[/ /C’"'a?f? n 66 ’ij’ - 4/)7 /37, is/was capervised: ¥

Worker is/was supervised: y
et S)5 €. il oce. S, Aidoesg i pul GOV
39, Was injury caused by failure of a machine or product, or by a person othex than the injured worker? [ Yes fl% 40. NCCl code: ({ 5 / 0
41. Vgr; :;hs;x:%&ers injured? 42, ]Ex}d [}xrlljl;xz\src:ur .dn%:sg cgri;:oand scope of job? i 43, OSHA 300 log case #:

44, D‘lt7"\ /oyer knew of claim: 45, ;V}r}jzr iﬁvi;ldy /;/a/ge 46. D}z;t};vorke]r ;l;;? 47, If fatal, date of death:

49, If returned to modified work, is it at regular hours

48, Return—to-work status; E“N’f) eturned [] Regular Date: [ Modified Date: and wages? (T¥es [JNo
51. Name, title and / R EACHR . CIEZEEN

50, Employer / / . / /
| s1gnatu{re e }»/’ /// // )Z/{//{;’ A phone (print): 42 hjsagl” 505557 e/ 22 Date: / (ﬁ / /

[

\‘,

d

8 0 1 OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA within eight hours. Report any 8 @ E
accident that results in overnight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weckends.

%801 105



CIS Workers Compensation Group

c/o City County Insurance Services

PO Box 1469

Lake Oswego, OR 97035

Phone: 1-800-922-2684 Fax: 503-763-3901

Worker

Complete this form and give a copy to your employer if it is your intention to file a claim for Workers” Compensation Benefits for this injury/disease,

Report of Job Injury

or Iliness
Workers’ compensation claim

NAME: (Last, first, middle) JOB TITLE:" { ) / 0]/ CE C) “'/c’,

4. Regularly scheduled days off:
[ I N R (]
M T W T F S S

3. Shift on [ U (from) [Fam. [ pm.
day of injury: (’7 (to) [am. [dpm

7. Check here if you are employed by more
than one employer: [ ]

[Left ERight

1. Date of injury orillness: | 2. Date o left work:
o
SV il
5. Time of injury or illness: * | 6. Time you left work:
ql()b\’) Oam pm. |4 fi’ ;Z": am. []p.m. '
8. What is your illness or injury? What part of the body? Which side? 9. Workers’ language preference other than English:
(Example: sprained right foot) Q{,dt VL [[] Spanish [] Other (please specify):
10, What caused it? What were you doing? Include vehicle, machinery, or tool used. (Example: fell ten feet when climbing an extension ladder carry a 40 Ib. box of
roofing materials)

C l}Wl lf)wl‘ﬂ’
11. Name of Witnesses: |
—J <G

? () ; .
‘\JW«,{\,\_ Q\V-W&V— Hince Seeurcdn Lwc,, Q) — O ;4/3@ +ive ;fg’r/ Sty i "4163(i

12. Have you pxewously injured or sought treatment For this body part? HJ™
No []Yes

14. Birthdate:

4 Cawa \/%VL {:‘ZU(\‘C,\

- 15. Gender: M [JF

13. Your legal name: N

16. Mailing address, city, state and zip: )

19, Dept.:

7

20. Work Phone: &'z 520 |

18. SN , oLl e
21. Name 6 ﬁlysician or health-care professionafj 2 0% e y S,.a j,tf { & 22. ¥ medical treatment was given away from the worksite, print name
. d ad f facili
23. Were you hospitalized overnight as an inpatient? @,No []Yes and address of facility: .
NWC - E D

24. Were you treated in the emergency room? [ONo [A¥es

25. By my signature, [ am giving notice of a claim for workers’ compensation benefits. The above information is true to the best of my knowledge and belief, I
authorize health care providers, insurers, self-insured employers and claims administrators to release relevant medical records and claim records to the workers’
‘ompensation insurer, self-insured emploYer, claim administrator, and the Oregon Department of Consumer and Business Services. Notice: Relevant medical records
and claim records include records of prior treatment and claims for related conditions or of injuries to the same area of the body, A HIPAA authorization is not required
(45 CFR 164.512(T)). Release of HIV/AIDS records, certain drug and alcohol treatment records, and other records protected by state and federal law require separate
authorization. I certify, as attested by my signature and under penalty of law that all information I have given is true and contains no false statements and/or

misrepresentations. N

26. Worker 27. Completed by . o
Signatur (please print): 28. Date: 7’ ) 3 (k
Employer

Complete the rest of this form and give a copy of the form to the worker and maintain a copy for your records. Notify CIS within five days of knowledge of the claim.

29. Employer legal
Business names, éé@/ %7/(///&,[//,00//&7 /‘,/‘> &‘) ??j (3 ,\7/
32, If worker leasing company,
HY E Lst & Newlesg Op. 57152
36. Street address from which
Worker is/was supervised:
42, [I_)—jd Gf;};ﬂrg\g;cu\r.dil%:f c%!rrs\?oand scope of job?
U ) b
Ve

31. FEIN: 93-6002221

30: Phone: b’Z) :

33, Client FEIN:

35. Insurance
policy no.:

37. Nature of business in which worker
is/'was supervised: /;

O LA,

JhLLgt € 7)«:’(./7}’”3’ e
40.NCClcode: ] 7./
43. OSHA 300 log case #:

41. Were other workexs injured?
[ Yes
44, D1t7emp107'er knew of claim:

List client business name:
34. Address of principal place
of business (not P.O. box):
— o o (- " z
S0 E7HrAd S )&«) /fé g Gl
38. Street address, city, and /‘
£l 3 f
State where event occurred: % 0 “’D [[j Q;'/Zéi 4 "lLé%(‘ Z U/ L "/J (/O i 5! 7/
39. Was injury caused by failure of a machine or product, or by a person other than the mjured worker? l:l Yes Mo
45. Worker s weekly wage: (4, 46. Date worker hired: 9 47, If fatal, date of death:
SY I
48, Retull n—to-work‘7htus [ Not returned L.‘Regular Date: ’7// —j/// [] Modified Date:

/1679
49. If returned to modified work, is it at regular hours
and wages? [ ]Yes []No

7 B Can @ P L ’ 1./
51, Name, title and ,/ é}lﬂﬁé({ T Ereen, A 52. Date: d?// f///

phone (print): 5 37-13¢ /
301

’) Emp

. mgnahre

301

x801 1/05

4/2(1, el - 5735
N

OSHA requirements; On the job fatalities and catastrophes must be reported to OR-OSHA within eight hours. Repoit any
accident that results in ovemight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends.



CIS Workers Compensation Group Repm(‘é: Of Jﬂb Iﬂj uﬁ"y

clo Gity Gounty Insurance Services

PO Box 1469
Lake Oswego, OR 97035 or Illness
Phone: 1-800-922-2684 Fax: 503-763-3901 Workers’ compensation claim
' Worker
Complete this form and givea copy to your employer if it is your intention to file a claim for Workers’ Compensation Benefits for this injury/disease.
NAME: (Last, first, middle) o~ ‘ Ay - | I OB TITLE: /’ﬁ'/ {;/-,‘:/?L Mgt .‘_’w ot [5{2/{_%,:;3‘«:/’
L. Dait? of injury orillness: | 2.Date you f6ft work: 3 Shifion (from) g A, y:P::’m :// 7 4. Regularly scheduled days off: P P
L= 2=/ 7~ )Rl dayofinjuy:  (©©) Oam Opm. O0O0gQd &

5. Time of injury or illness: 6. I}me you left work: 7. Check here if you are employed by more M T W T F S5 S8

gﬁ% 27 0 a.m). 4,460 [} a.rk/zlz’—?.lln than one employer: [

8. What is your illness or injury? What part of the body? Which side? [Jleft [JRight 9, Workers’ language preference other than English:
(Example: sprained right foot) A4, L /1, F lrom/ [J Spanish [] Other (please specify):

Z

10. What caused it? What were you doing? Tnclude vehicle, machinery, or tool used. (Example: fell ten feet when climbing an extension ladder carry a 40 1b. box of
B 7

£ 2 ) [
I ; Y S 7 ~ Ve L) .!-/M/"-f/T.? MS e’,?'?é'ﬂ’?/
Wl K, weg  beq s ¢ b ki el tedl 40 Hor Ly ;/‘5 SS L Ot [HAGE T e pital!
11. Name of Witnesses: & 12. Haye.youpreviously injured or sought treatment for this body par’t? 0

Cvsers  Hopnd ¥ , No([d Yes / , /

/
13. Your legal name: 15. Gender: 0

16. Mailing address, city, 17. Home Phonepii = =5

roofing materials)

4

14. Bu’thdate:k m =

te'and‘éipz 7 "’” 2 : ASOTE Teia, s
18.SSN:

19.Dept:  Pf) fldas atpzives 20. Work Phone: 5007 475 7=/ 5.2
21, Name of physician or health-care professional: .~ ;o' ¢, ';i‘ s Lhaodr

22. If medical treatment was given away from the worksite, print name
7
23. Were you hospitalized overnight as an inpatient? [¥ No [CIyes

and address of facility: . ) )
_ : , : AN D Q’/wf’fév
= 7. p PN 5l i
24, Were you treated in the emergency room? ] NO}@% / (’/%}d é)’zl:,%’ Ne y/ v Te / p

25. By my signature, [ am giving notice of a claim for worﬂers’ compensation benefits. The above information is true to #He best of my knowledge and belief. I
‘nthorize health care providers, insurers, self-insured employers and claims administrators to release relevant medical records and claim records to the workers’
smpensation insurer, self-insured employer, claim administrator, and the Oregon Department of Consumer and Business Services. Notice: Relevant medical records

and claim records include records of prior treatment and claims for related conditions or of injuries to the same area of the body. A HIPAA authorization is not required

(45 CFR 164.512(1)). Release of HIV/AIDS records, certain drug and alcohol treatment records, and other records protected by state and federal law require separate

authorization. I certify, as attested by my signature and under penalty of Iaw that all information I have given is true and contains no false statements and/or

misrepresentations‘.
26. Worker = Sismmram 0. | 27. Completed by N , P
Signature: s " L j (please print): 3 ¢ = 28, Date: e:/ //"’/{j/ "/;”

Employer

Complete the rest of this form and give a copy of the form to the worker and maintain a copy for your records. Notify CIS within five days of knowledge of the claim.

/7

7

Business name:

. Employer legal // % -\,/A . ' £ ity ; oS
25 Tmplover &Z/Z// &/}/ /(/éla)j}/)/(ié@i P[\/)/”y] 30: Phone: 34’3' 527 1235 31. FEIN: 93-6002221

32. If worker leasing company, 43, Cliont FEIN:
List client business name: . :

35, Insurance

34, Address of principal pl , N S I N/ ) T2
ress of principal place {{//L/ {f/ M{%’?l L}?ZJ /{//ZW/&,{'/G/@;! é)f\q’ g“’ 7/‘));2” policy no.:

of business (not P.O. box):
37, Nature of business in which worker

36, Street address from which . Vvt s N/ ‘/ v A fen
éff)ﬁ KI ) / l;é/ £ed é/ - / \,/Zd/_) /}5"/5‘ Ok~ ZIpP: ¢7/ 3&’)"“ isfwas supervised:

Worker is/was supervised: ] )
0 3 A YR
AL el at oot et

8. Street address, city, and - . . g Sy o
. Sueetaddess stoand 00 10, Thind St feesterg, O 7 30—

State where event occurred:

39. Was injury caused by failure of a machine or product, or by a person other than the injured worker? [[] Yes ‘j—::}f'Né? 40. NCClI code: & 5 8

41, Were other workers injured? 42, Did injury oceur during course and scope of job? -~ i

[ Yes 6 [ Unknown B=1¥és [ No 43, OSHA 309 log case#:

44, Date e”ployer knew of claim: 45, Worker’s weeldy wage:  #hcn 'hff{ﬁ’ 46. Dat woﬁer hired: 47, If fatal, date of death:
P : [eF ¢ =R
7/02/ 1 solggl, )25) 5

' v7 ] e . 49, Tf retumed to modified work, is it at regular hours
-to- : ] - Date: ate:
48.,Retulrn to/\y,utk)status. [ Not returned/lEigjegulm Date ///,;7’/;{ {1 Modified Date and wages? [T¥es []No ,-

- YN 2 T - 7
51. Name, titleand /A@LPCLCL N &2 2Et. 52 Date: ;g///j{/!/

v

8 O ]é OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA within eight hours. Report any g 0 E
accident that results in overnight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends.

0. Bmployéo~s7 / /) //j_/i ; -
sigﬂﬂ&%&fﬂﬁ%&f@ /9 f¢____phone (print): A7 /’Z%Zdédlj]c%/ 503-557 ] (

x801 1/05




Safety Committee Agenda

July 6 2011 12:30
Public Safety — Training Room

Call to Order
Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of June 1, 2011

Inspections:
Second Quarter Inspections: Status ?

April 2011-June 2011

P.S. Bldg, Animal Shelter, P.W. Yard — Caleb Karen (Completed)
Wastewater Treatment and Water plants — Becky & Craig

Library and Annex — Lori & Andy (Completed)

City Hall and Archives, PSB —Jason & Melissa

Fire Dept-NFD Alex Haven (Station 20 & 21 completed)

Issues of note:
Cords across work areas / Cabinets not secured/trip hazard - Leaking Air cylinder PWM — corrected during inspection

Third Quarter Inspection assignments
July — September 2011

Animal Shelter and P.W. Yard —Lori & Craig
Wastewater Treatment and Water plants — Karen & Andy
Library and Annex Bldg — Jason & Melissa

City Hall, Archive Bldg, PSB — Becky & Caleb

Fire Dept-NFD Alex Haven

ld Business:
Anti Slip resurfacing ADA ramp — Library — Status
Inspection Forms — Revisions due August 31 Meeting

Risk Mngmt Grant Projects: Status

New Business:

Massage Program Status

Incident Reports:
(New) Knee Injury - Operations
(New) Leg Puncture Wound - PWM

Reports or Items from Departments:

August and September Lunch Coordinators:

Adjourn

Sntoty Committee Aoondn



Safety Committee Agenda

June 12011 12:30
Public Safety — Training Room

Call to Order

Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of May 4, 2011

Inspections:
Second Quarter Inspections:

April 2011-June 2011

Animal Shelter and P.W. Yard — Karen & Caleb (completed)
Wastewater Treatment and Water plants — Becky & Craig
Library and Annex — Lori & Andy (completed)

City Hall, Archive Bldg, PSB— Jason & Melissa

Fire Dept — Alex Haven

Be sure you notify the department at least 24 hrs in advance that you will be conducting inspection.

Issues from last quarter:

Equipment and storage items blocking walking areas/exists/fire extinguishers - library annex and Archives
Cords across walk area/trip hazard — IT room at PSB

ADA Ramp surface, emergency exit 2™ floor obstructed by items — Library

Eyewash not flushed checked recently — City Hall Basement floor

Overall several inspections sited “housekeeping” issues — boxes, dried out xmas trees, storage on floors, cords etc

Old Business:

Yinal Invoice for Wellness Fair — Strong Hands/status

City Hall Eng Floor Allergy issues — HVAC repair status
Canopy storage at Library Annex — Response from Director
Anti Slip resurfacing ADA ramp — Library — Status

Library door lock - Status

Inspection Forms — ongoing by all members

New Business:

Review Risk Mngt Grant projects — Status

Incident Reports:
(New) NPD Tissue Strain / Motorcycle

Reports or Items from Departments:

July Lunch Coordinator: Lori

?&dj ourn 1:30pm

Safety Committee Agenda
Anril 72010



Safety Committee Agenda

May 4th 2011 12:30
Public Safety — Training Room

< all to Order
.eview and Approval of Minutes:
Minutes from the Safety Committee Meeting of April 6, 2011

Inspections:
Second Quarter Inspections:

April 2011-June 2011

Animal Shelter and P.W. Yard — Karen & Caleb
Wastewater Treatment and Water plants — Becky & Craig
Library and Annex — Lori & Andy

City Hall, Archive Bldg, PSB- Jason & Melissa

Fire Dept — Alex Haven

Be sure you notify the department at least 24 hrs in advance that you will be conducting inspection.

Issues from last quarter: .
Equipment and storage items blocking walking areas/exists/fire extinguishers - library annex and Archives

Cords across walk area/trip hazard — IT room at PSB

ADA Ramp surface, emergency exit 2™ floor obstructed by items — Library

Eyewash not flushed checked recently — City Hall Basement floor

Overall several inspections sited “housekeeping” issues — boxes, dried out xmas trees, storage on floors, cords etc

Old Business:

e  Wrap up any final business from Wellness Fair
o Volunteer to send Vendors thank you letter for participating
o Final invoices or bills

City Hall Eng Floor Allergy issues —
o  Work order to Maint to speak with janitorial re: products ?
e Plan — allow HVAC work to be completed then revaluate/ if needed investigate small Air Pur. Units.

New Business:
Fair warning to workers - fumes or dust / employees need to be given advance fair warning

Volunteer for June and July lunch orders

Inspection Forms — customize to each department — set due date for revisions.

Incident Reports:
(New) Fall at Library Annex 801form

(New) Back Strain at City Hall 801form
(New) Health Exposure — NPD 801 form

Reports or Items from Departments:

“djourn 1:30pm

Safety Committee Agenda
Anril 7 201N



Safety Committee Agenda

April 6,2011 12:30
Public Safety — Training Room

\Call to Order
Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of March 2, 2011

Inspections:
First Quarter Inspections:

January 2011- March 2011

Animal Shelter, P.W. Yard — Becky & Craig

Wastewater Treatment and Water plants — Melissa & Lori (WWT completed — WIP pending)
Library and Annex — Caleb & Andy (Completed)

City Hall, Archive Bldg, PSB — Karen & Craig (Completed)

Fire Dept — NFD Alex Haven (Completed)

Be sure you notify the department at least 24 hrs in advance that you will be conducting inspection,

Issues of note:

Equipment and storage items blocking walking areas/exists/fire extinguishers - library annex and Archives

Cords across walk area/trip hazard — IT room at PSB

ADA Ramp surface, emergency exit 2" floor obstructed by items — Library

Eyewash not flushed checked recently — City Hall Basement floor

Overall several inspections sited “housekeeping” issues — boxes, dried out xmas trees, storage on floors, cords etc —
Reps please remind depts about “Housekeeping” requirement from OSHA

Second Quarter Inspections:

April 2011-June 2011

Animal Shelter and P.W, Yard — Karen & Caleb
Wastewater Treatment and Water plants — Becky & Craig
Library and Annex — Lori & Andy

City Hall, Archive Bldg, PSB— Jason & Melissa

Fire Dept — Alex Haven

Old Business:

o Wellness Fair — Set up at 10am April 14™ PSB
Vendors — Andy
Food /Drinks — Melissa
Flyers & Emails — Karen (completed)
Give away items — Caleb (completed)
Set up — cords, tables etc Lori & Craig (Craig to Coordinate with Clinton)
Any other issues to discuss?

New Business:

Jason W - City Hall Basement area concerns with Allergens in Air system or carpeting.

Incident Reports:
(New) Fall at Library Annex 801form
(New) Back Strain at City Hall 801form

‘eports or Items from Departments:

Next Meeting Lunch Orders arranged by Caleb
Adjourn 1:30pm

Safety Committee Agenda
Anril 72010



Safety Committee Agenda

March 2,2011 12:30
Public Safety — Training Room

Call to Order
Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of February 2, 2011

Inspections:
First Quarter Inspections:

January 2011- March 2011

Animal Shelter, P.W. Yard — Becky & Wayne

Wastewater Treatment and Water plants — Melissa & Lori

Library and Annex — Caleb & Andy

City Hall, Archive Bldg, PSB — Karen & Craig (4drchive & PSB completed)

Fire Dept — NFD Alex Haven (Station 21 completed)

Be sure you notify the department at least 24 hrs in advance that you will be conducting inspection.
Old Business:

e Update: City Hall Hatch — completed
e Update: Wayne — Status wellness fair — assignment of duties for fair
e Update: Karen — Vent Cover at Achieve Bldg- pending

New Business:

City Hall AED: Training Dates — March 16"

Class 1: 8:30am to 9:15 Class 2: 9:15am to 10am Class 3: 10amto 10:45am Class 4: 10:45am to 11:30am

March 15 1-3pm

Free Course recommended for any staff that supervise/train employees or any personnel that are responsible for

the OSHA required record keeping regarding PPE Training. It is 2 hrs in length.
Register at http://www.cisoregon.org/MS/training.aspx ?id=741

Wellness Magazines — continue or create in house ? Subscription renews end of March 2011.

Incident Reports:

Reports from Departments:

Adjourn 1:30pm

Safety Commitiee Agenda
Maveh 2 2011



Safety Committee Agenda

February 2 2011 Noon
Public Safety — Training Room

Call to Order
Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of January 5th, 2011

Inspections:
First Quarter Inspections:

January 2011- March 2011

Animal Shelter, P.W. Yard — Becky & Wayne
Wastewater Treatment and Water plants — Melissa & Lori
Library and Annex — Caleb & Andy

City Hall, Archive Bldg, PSB — Karen & Craig

Fire Dept — NFD Alex Haven

Be sure you notify the department at least 24 hrs in advance that you will be conducting inspection.

Old Business:

Update: Andy/Becky — Risk Management Grant application status

Update: Craig - City Hall Hatch — has it been repaired or fixed since last injury.
Update: Becky -Ergonomic Chair for IT employee

Update: Wayne — Status wellness fair

Update: Karen — Vent Cover at Achieve Bldg

Update: Karen — Revised Injury Form

Update: Karen — Safety Vests

New Business:
Massage program — change in schedule to July — budget ?

Incident Reports:
Form 801 NPD — Auto Accident
Form 801 PWM — RM/Ergonomics injury

Reports from Departments:

Guest: Adrian Albrich CIS — Topic Inspections

Adjourn 1:30pm

Safety Committee Agenda
Anril 7 2010
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o . . CIS Workers Compensation Group 3

. %(? . c/o City County Insurance Services Report Of JOb In‘] ury

>t , b PO Box 1469 ' :

z N W

s e ey Y Lake Oswego, OR 97035 or IIIHQSS
Pane ;‘;ﬂ@ Phone: 1-800-922-2684 Fax: 503-763-3901 Workers’ compensation claim

Worker

Complete this form and give a copy to your employer if it is your intention to file a claim for Workers’ Compensation Benefiis for this injury/disease.

-

NAME: (Last, first, middle)

JOB TITLE: Fleet Maintance Mpoager™

1. Date of injury or illness: 2. Date you left frotk: 3. Shift on g ) Z'z} (from)%.m. O pm. 4, Regularly scheduled days off:
ON gping Shll oprleing | dotinuydi70 (o) DamBpm OO0Oo00o0R
5., Timeg of i/njmy ot illness: 6. Time you left work: v 7. Check here if you are employed by more M T W T F S8 8
' L‘l&) 7 h Oam Opm [Jam [Jpm than one gmployer: [] _
8. What s your illness or injury? What part of the body? Which side? {Z]feft Iﬁyght 9. Workers’ language preference other than English:
(Example: sprained ight ©008)  h0 0 £5 2 2 .sam Z) [ Spanish [] Other (please specify):

or toolused. (Bxample: fell ten feet when climbing an extension ladder carry a 40 Ib. box of de

10. What caused it? What were you doing? Include </eh.icle, machinery,
2 7 Yept e eege 5 BerltSTLE pses X

roofing materials) 57, o L5 ol he wkl ToolE 5?

neal fest s finH2 problemn.
) 12. Have you previously injured or sought treatment for this body part? EFT

No [ Yes : P
14. Birthdate: 15. Gender: OF

S Vewheos Y P 7 22| 17 HomePhon
] P b bie Lz/&’-’({” k& pgprntooeds 20 Work Phone: 595 55 7- 1 2Z A
¢ }’ o DpE 22. If medical treatment was given away from the worksite, print name

LA

and address of fa;ili(t/y:g Sk FOF-53 £ éyg/ //

23. Were you hospitalized overnight as an inpatient? mo [JYes il g e

24. Were you treated in the emergency room? @ [IYes

25. By my signature, I am giving notice of a claim for workers’ compensation benefits. The above information is true to the best of my knowledge and belief. [
authorize health care providers, insurers, self-insured employers and claims administrators to release relevant medical records and claim records to the workers’
“ompensation insurer, self-insured employer, claim administrator, and the Oregon Depariment of Consumer and Business Services. Notice: Relevant medical records
'nd claim records include records of prior treatment and claims for related conditions or of injuries to the same area of the body. A HIPAA authorization is not required
(45 CFR 164.512(I)). Release of HIV/AIDS records, certain diug and alcohol treatment records, and other records protected by state and federal law require separate
authorization. I certify, as attested by my signature and under penalty of law that all information I have given is true and contains no false statements and/or

misrepresentations.
27. Completed by — . e D)
(please print): 28. Date: 9/~ 2/ //
- _

26. Worker
Signature:
Employer
Complete the rest of this form and givea copy of the form to the worker and maintaina copy for your records. Notify CIS within five days of knowledge of the claim.

P A
e et %M@/ﬂ@mﬁ ornsl5)353 702 | summsan

32. If worker leasing com,l?(y, 33 Client FEIN:
List client business narte: ) )
35, Insurance

/
34, Ada f principal pl — e . -
i Suimisns 500 L, Thivd 5t/ 4 ¢ & et
j 37. Nature of business in which worker

eet address from whic! 7 . ./,
* s%si)rl:erig/r\vasf:upew?:e; Oﬂ/) é() 7%/ @/ éi)/ . A}%D@Z//ﬁ ZIP:#? /;5;"’ is/was supervised: ’
38. Street address, city, and - , 7 | . K P / il ATH
‘ S:atetwhgre even?:)ccurred: @m L, ﬁ////}/ (g, /Uéﬂ%@ 0/6 4/7/ 32/ mﬂ/’/p/cf Ié){c‘// ﬂmjéy nhi

39. Was injury caused by failure of a machine or product, or by a person other than the injuredfworker? [ Yes 40.NCClcode: X B3 XD

11. Name of Witnesses:

13. Your legal name:

41. Were other wozkers injured? 42, Did injury ocour, during course and scope of job? .
[ Yes o . [ Unknown s [1No 43. OSHA 300 log case#:
44, Date 7ploye7inew of claim: 45. Worker’s wéeﬁﬁ%ge: 46. Datg worker hired: 47. If fatal, date of death:
/)31 /11 s 49 8 /35 /99
! 49, If returned to modified work, is it at regular hours

48.)Retur{n-m;yefk\3tatus: 0 No;:eh/m?ﬁdgegular Date: D Modified Date: o and wages? []¥es []No ‘

50. Empl er J 51. Namse, title and FEBECLH S, HFeiy) o . )

; signaW%ﬁéMm /' phone (print): AR WANAGEY, SPBE 37-( A | Dt / 5/ //
G | 2 a

8 0 1 OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA within eight hours. Report any 8 O 1
accident that results in overnight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends.

x801 1/05






CIS Workers Compensation Group ' R@POl‘t‘Of Job Injury

cl/o City County Insurance Services

PO Box 1469 : .

Lake Oswego, OR 97035 ' or 'IlhleSS
Worker

Complete this form and give a copy to your employer if it is your intention to file a claim for Workers® Compensation Benefits for this injury/disease.

JOB TITLE: KIIZ)C)/}CK MZ&/’"

3. Shift on ' 260 (Fom) [ am. F'p.m. 4, Regularly scheduled days off:
day of injury: 7 ¢t (to) [Ham. []pm. 0 0odRrRBE-5K
: S

7. Check hers if you are employed by more M T W T F 5

NAME: (Last, first, middle)

1. Date of injury orillness: | 2. Date you Isft work:
OI/OH/ }‘Z,OH 014 |24
5. Time o‘f ir'ljury or illness: 6. Tin'liyo{l left work:
lot /7 Oam Fpm. |l 4SO a.m}@%m. than one employer: [ ]
8. What is your illness or injury? What part of th'a/body? Whichside? [JLeft [JRight 9, Workers® language preference other than English:
(Bxample: sprained right foof) i/t,ﬂ//:l /'0&/ 4@[2%& /L% [ Spanish [] Other (please specify):
10. What caused it? What were you doing? Include vehicle, machinery, or toolused, (Example: fell ten feet when climbing an extension ladder carry a 40 1b. box of

roofing materials) .
——— 4 . < ' -, / .
L wlog (ﬂm\‘/{mq N ﬁbf’w)( (or __aq r/ Lag hl L 0 L f%léé/ge AN Ul «
e of Wi ./ N 12. Have you previously injured or sought treatment for this body part? /l}'\]"
F : No [ Yes -

14. Birthdat

A4

15. Gender: (MM [ F
17. Home Phon
20, Work Phone; 643528 ~ 53 A

13. Your legal name:
' 16. Mailing address, city, state and zi Y

19. Dept: pIDDD ~ Newdperg~ Dendid

18.SSN:
.. . N K . < ) . .
21, Name of physician or health-care professional: Dy, \{1;\ 5(@2 :AL{V\J 22, If medical treatmént was given away from the worksite, print name
: = d add ility:
23. Were you hospitalized overnight as an inpatient? K| No []Yes and address of faoility
24. Were you treated in the emergency room? _ [ONo HYes N ( /RJ‘.

25, By my signature, [ am giving notice of a claim for workers’ compensation benefits, The above information is true to the best of my knowledge and belief. I
“orize health care providers, insurers, seff-insured employers and claims adiministrators to release relevant medical records and claim records to the workers’
‘pensation insurer, self-insured employer, claim administrator, and the Oregon Department of Consumer and Business Services, Notice: Relevant medical recordg
and olaim records include records of prior treatment and claims for related conditions or of injuries to the same area of the body. A HIPAA authorization is not required
(45 CFR 164.512(D)). Release of HIV/AIDS records, ceriain drug and alcohol treatimerit records, and other records protected by state and federal law require separate
authorization. I certify, as attested by my signature and under penalty of law that all information I have given is frue and contains no false statements and/or

misrepresentations,
26. Worker 27. Completed by i 28. Dite: j B Z@
Signature: (please print): ) : /; / :
| .ﬁ Jo/201 |

Employe

Complete the rest of this form and give a copy of the form to the worker and maintain‘a copy for your records. Notify CIS within five days of knowledge of the clajm.

29, Emplayer legal Z ! o »
BZ?“Z::‘*:Z@Z% ﬁ!*/‘ J/{% 7 iéM DD 30: Phone: S_Z) % . 5588353 | s 93-6002221

Ry - - 2. Clst

e s 401 Ex Il S New ooy 2§20~ | s

36. Street address from which  J/ oy , o 'y ; Iy s o~ | 37. Nature of business in which
Wocr‘;ceiis/::s_ st(;;r‘:is:d: %)/ 6/// QQ%LM-C/ 6[1 / U(//La “/Qé'// é/ 06@ ZIP:‘?;7/ 5}3‘ islawases?.lperuj;ssg:s e worker

38. Street address, city, and W}f" ] /g 4 57 #Cél, /ULLLD@@ ’?747 @Ié‘ " W Lbl/i-/'c’/";zﬂﬂ / 6}) Vo d;

State where event occurred:
40.NCCloode: "7 722>

39. Was injury caused by failure of a mackdne or product, or by a person other than the injured worker? [] Yes }mg/
41. Were other w injured? 42, Did injury occur duging course and scope of job? i .

(] velr] ] Unlns Q/@?’; D12 43, OSHA 300 log case #:
44, Date,_e"mplo er knew of claim: ’ 45, Wozlsegrs e TN, 46. Date worker hired: 47. If fatal, date of death:

et it /¢4 70
i ol / P 49. If returned to modified work, is it at regular hon
48. Return to=work : gul te: f/E5/4 ' 15
| 48] e ufr;/ 92O ﬁtatus 0 ﬁgt rett}x‘rnped \J gular Date / /Q 4 /;Moilﬁed Date ) and wages? [1Yes [JNo

: ;@W P anh 4 51. Name, titleand  K&B8AAH - GUI2H, FHE pranager K /

sigraly w/?é’/z/wm phone (print): 5P F<5D]) -1 e/ s2.pae: f [ i/

8 @ ]1 OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA. within eight hours, Report any 8 @
accident that results in overnight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends. E_
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iy Attorney
503) 537-1206

115 Soutﬁ Howard Street
PO Box 970

Jity Manager
Newberg, Oregon 97132

503) 538-9421

INCIDENT REPORT
(TO BE COMPLETED BY CITY STAFE)

DATE OF INGIDENT: /= 4/ I

. NAME OF PERSON REPORTING INCIDENT:
# CITY DEPARTMENT: ~ P, . 'ce “TELEPHON

NAME OF INJURED PARTY OR OWNER OF DAMAGED PROPERTY

ADDRESS =
TELEPHONE NO.

EXACT LOCATION OF INGIDENT (BE SPECIFIC): #Qﬂ _Al9 / S)dka Ay

BRIEFLY DESCRIBE EXACTLY WHAT HAPPENED: w
fu f Afs lzso/irc,a o - A C}Mﬁé o,z%'tmf“aﬁzﬁ er. () HFn Catel

-APLU!A@
1

i letor He actiy aﬁlz:l hic d?/WAea,A /’//} Aﬁ"’f amd _Ferasd.

[=2%

!ﬁ‘ﬁ— 1215 5\4-,/‘6/(1 k é’j e Lol QJ/L/OA //LQ‘J é)é/ A ‘Q‘J HHor s fna

Aééw(.n; Aw‘m

O WHOM WAS INGIDENT REPORTED:_ Coo ko DATE REPORTED: [~ ¢/ —){
POLICE CALLED?___ %25 FIRE DEPT. CALLED? (26

NAME OF WITNESS(ES):

ame Telephone No, _ Address __

e

RAFORMSUNCIDENT.FPD Page 1 of 2
@ CITY ATTORNEY’S OFFICE: _e-mail: nlegal@ci.newberg.orus  Fax: 537-1277 @
Building: 537-1240 ® Community Development: 537-1210 ® Finance: 537-1201 @ Fire: 537-1230
Library: 538-7323 ® Municipal Court: 537-1203 ® Police: 538-8321 @ Public Works: 537-1214 @ Utilities: 537-1205
Municipal Court Fax: 537-1277 ® Community Development Fax: 537-1272 @ Library Fax: 538-9720

“Working Together For A Better Community-Sérious About Service”




‘ {/k Safety Equipment/ Personal Protective Equipment In Use At Time of Accident/Ineident:

]Descrlbe what happened (include sequence of events; equipment, materials, and substances bemg used;
3@nv1ronmen —~PLEASE BE SPECIFIC): OfL .\, A?a S A,m,/,,\o, b ,oo/,ag cor

@uﬁjzﬁw{r JJ Funn B cotel o Mo'ale Lo ac‘i‘vm b cy/)éfLﬂ od Lof/us{?
erw’c/ Aa‘ /‘\a Ltn /)64’6"91‘\) / W

end  erned, e wng ek éu A Qo
How long have you been doing this particular ]Db?. One. :{cfaf
Have you had any similar incidents in the past? Yes @ (If yes, please

deseribe by including date, type of incident, and if any action was taken):

y prevzously or is there any pre- emstms condition that could

Have you injured this part(s) of your bod
) _ (ifyes, please explam)

aifect the injury? Yes (@

What do you think can be done fo prevent this incident from reoceurring?

]

To Be Compleied By Employee’s Supervisor:

T e ‘il‘.l.a stfon.

Why did the accident/incident happen or the condition exist?

@; ;

M&N‘,

7hat could have been done, ox should be done, to prevent this accxdeni/mczdem?

%“r‘?’ﬁﬁ‘t’/ 91 ¢

0

Have there been accidents or incidents in this same activity? Was action taken?

****Please Provide Witness Information On A Separate Piece of Paper®#**

Employee’s Signature: / //Ciw ;2 — Date: 6’7' ﬁj’/;ﬁ//
Supervisor’s Signature: Wg/é_éé%a/ : Date: _ /< #uiﬁ

Risk Manager’s Signature: Date:

- SAFETY COMMITTEE EVALUATION OF ACCIDENT/INCIDENT

Corrective Action Needed:

Corrective Action Assigned To (if applicable):

Date Corrective Action Completed:

Committee Recommendations:




Safety Committee Meeting Minutes

January §, 2011 1 p.m.
Public Safety Building

Present:

Chair Karen Tarmichael (WWTP), Lori Biever-Launder (Library), Wayne Ginter (Planning/Building), Craig
Brault (PW Maintenance), Becky Green (Administration), Karan Frketich (NPD on behalf of Melissa Cleveland),
Andy Willette (NFD).

Review and Approval of Minutes:

MOTION#1: Willette/Green motioned and seconded to approve the minutes from the Newberg Safety
Committee of December 1, 2010. (7 Yes).

OLD BUSINESS

¢ First Quarter Inspection assignments — remember to provide 24+ hours notice prior to conducting
inspections; to be completed by the end of September.
P.S. Bldg, Animal Shelter, P.W. Yard — Becky and Wayne
Wastewater Treatment and Water plants — Melissa and Lori
Library and Annex — Caleb and Andy
City Hall and Archives —Karen and Craig

Fire Dept-NFD Alex Haven

¢  Fourth quarter inspections are completed
e Risk Management grant application is ready to be submitted
e The new handrail at the library has been installed

NEW BUSINESS

o The Wellness Fair will be set for April 14" in the PSB room.

e The new schedule for inspections is available.

s Suggestion to provide safety vests: PW has used safety vests to donate to city hall. The library will check to
see if the department will use them.

o Use analysis before incident report 801, changing the verbiage on the blue sheet from accident/incident to
injury/exposure

e Incident reports were discussed

Meeting adjourned at 1:52 p.m.

Safety Committee Meeting Minutes
T § 2011 Proe 1




Safety Committee Agenda

January §, 2011 1 p.m.
Public Safety — Training Room

éall to Order
Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of December 1st, 2010

Inspections:
Fourth Quarter Inspections: Complete — comments issues questions

First Quarter Inspections:
January 2011- March 2011
Animal Shelter, P.W. Yard — Becky & Wayne
Wastewater Treatment and Water plants — Melissa & Lori
Library and Annex — Caleb & Andy
City Hall, Archive Bldg, PSB — Karen & Craig

Fire Dept — NFD Alex Haven

Be sure you notify the department at least 24 hrs in advance that you will be conducting inspection.

Old Business:

e Update: Andy/Becky — Risk Management Grant application status
e New safety railing at Library has been installed.

New Business:

e Set Date for Wellness Fair — Current dates PSB Room avail in April are 7%, 13%, 14" 20™ 21%, 27"

e Suggestion— Provide safety vests for City Hall and Library locations, for use by staff for outside activities.
concern over pedestrian injuries and accidents including a recent death. Many city staff wear Navy or dark
clothing/coats.

Vests are already available at PWM and Operations, NFD and NPD have reflective clothing. Purchase, if approved, would be for
@ 10 vests — 5 for Library and 5 for City Hall. Best price located Grainger at $9.91 each.

Incident Reports:
Form 801 NPD - Keyboard

Ergonomic station review / Chair — IT Dept

Reports from Departments:

Adjourn 2:00pm

Safety Committee Agenda

Jannare § 20117



Safety Committee Agenda

January 5, 2011 1 p.m.
Public Safety — Training Room

Call to Order
Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of December 1st, 2010

Inspections:
Fourth Quarter Inspections: Complete — comments issues questions

First Quarter Inspections:
January 2011- March 2011
Animal Shelter, P.W. Yard — Becky & Wayne
Wastewater Treatment and Water plants — Melissa & Lori
Library and Annex — Caleb & Andy
City Hall, Archive Bldg, PSB — Karen & Craig

Fire Dept — NFD Alex Haven

Be sure you notify the department at least 24 hrs in advance that you will be conducting inspection.

Old Business: (9) Q/N -
e ny/

W
¢ Update: Andy/Becky — Risk Management Grant application status m ’k/ ?)\P QDD
e New safety railing at Library has been installed. KéL @
N Business: s AN
ew Business . ,(\‘\w“”

e
e Set Date for Wellness Fair — Current dates PSB Room avail in April are 7th 13™ (1 @) 20™ 218 27

e Suggestion— Provide safety vests for City Hall and Library locations, for use by staff for outside activities.
concern over pedestrian injuries and accidents including a recent death. Many city staff wear Navy or dark

clothing/coats. Kaﬂ)n Ohwdack RUbS - Pm/ me uSde pus—

Vests are already available at PWM and Operations, NFD and NPD have reflective clothing. Purchase, if approved, would be for
@ 10 vests — 5 for Library and 5 for City Hall. Best price located Grainger at $9.91 each.

Incident Reports:
Form 801 NPD — Keyboard

it [ Dawn Kaven
E1 gonomic station review / Chair — IT Dept

Reports from Departments:

Adjourn 2:00pm

Safety Committee Agenda
Janumv § 20117



Archives Division, Oregon Administrative Rules, Edition: November 1, 2009 Pg. 117
A Compilation of Chapter 166 Applicable to the Cities of Oregon

166-200-0140
Risk Management Records

(12) Safety Program Records Records document the city's program to promote a safe work
environment for its employees. Records may include safety policies, plans and procedures, workplace
safety committee records, reports on inspections conducted by the safety officer, evacuation rosters and
reports, and related documentation and correspondence. (Minimum retention: (a) Safety policies, plans
and procedures, retain 5 years after superseded; (b) Inspection reports, reports, evaluations and
recommendations, retain 10 years; (c) Committee minutes, exhibits and agendas, retain 3 years; (d) All
other records, retain 5 years).

(13) Workers' Compensation Claim Records Records document the processing of individual
employee claims of job related injuries or illnesses, but not those describing actual medical conditions.
Includes records satisfying the procedural requirements of the State Workers' Compensation Division
and the State Workers' Compensation Board, as well as those of (depending on city arrangements) the
State Accident Insurance Fund (SAIF), private insurance providers, or self insurance. Records may
include claim disposition notices, claim reporting and status forms; injury reports; determination orders;
insurance premium data; hearing requests; safety citations; inspection reports; medical status updates
and reports; investigation reports; reimbursement and payment records; and related correspondence and
documentation. SEE ALSO Employee Medical Records in the Personnel section for records describing
the job related injury or illness and the related subsequent medical condition of the employee. These
often include workers' compensation accident reports, medical reports, vocational rehabilitation
evaluations, disability determinations and related records. (Minimum retention: (a) For retention of
records describing injuries and illnesses, see Employee Medical Records in the Personnel section; (b)
All other records, retain 6 years after claim closed or final action).

Stat. Auth.: ORS 192 & ORS 357
Stats. Implemented: ORS 192.005 - ORS 192.170 & ORS 357.805 - ORS 357.895
Hist.: OSA 1-1998, f. & cert. ef. 1-7-98; OSA 3-2002, f. & cert. ef. 7-2-02



SAFETY COMMITTEE MEMBERS
2011

Karen Tarmichael — PW Operations — Chair
Andy Willette — Fire Dept.

Wayne Ginter — Building/City Hall

Melissa Cleveland — Police Dept.

Lori Biever-Launder — Library

Craig Brault — Public Works Maintenance
Caleb Lippard — Finance

Becky Green — HR/Administration

G:\Common\Personnel\Safe\201 I\SAFETY COMMITTEE MEMBERS 2011.doc



