
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 willsen'e in a position while on the committee. Open in January 2012 are: Secretary

Treasurer - Safety Fair - M.ember 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 purchaseof 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 Committee 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. As 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. It is 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 Bydget oyUme

2012 CIS Wellness Best Practice Grant:

Application due December 2011 - Fund potential $1000-1800

Previous projects under grant included:

Chair massage $1080-108 $10/employee
Commuter challenge organized By Jessica Nunley $100

April-Wellness& Safety fair $500
Door prizes for fair $200

Healthy cooking demo CPRD, PCC/ Hospital $150
Exercise equipment for various depts. $500

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 $ 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
NPD - 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 Amiex 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.
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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 will be
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 job task so that safety and job performance become inseparable.

This will be accompiished through the cooperative efforts of a!i 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 weilness 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 partners. 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 toofs 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 fake 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
ope-a^other^d-subs^quently our organization.

yf ^Z.— //-"i^.t/

lcity Manager Date



Safety Comr '•ee Calendar

January

January 4 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

, th

April

April 4th 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

-th

June

June 6th 1230pm- Meeting NPD Training Room

Review Survey

Assign Safety Manual Review-chapters
a~"'ww- '•wy

Af/.'.t^

July

July 111230pm - Meeting NPD Training Room

Monthly Newsletter - reminder about heat sun safety

Plan Fall wellness or safety lunch

August

August 11230pm - Meeting NPD Training Room

Employee Disk GolfTourney coordinated by Barton Brierley

•th

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.

,th

November

November 7th 1230pm - Meeting NPD Training Room

Plan December lunch location and speaker

Prepare CIS Wellness Best Practice grant submission

-th

December

December 5th 12noon - 2pm Annual Committee Luncheon

Chair to submit Annual Safety Committee report



Safety Committee Agenda
Nov 2,2011 12:30

Public Safety ~ Training Room
CaU to Order

Review and Approval of Minutes:
Minutes from the Safety Committee Meeting of October 12 201 1

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
• FireDept-NFD -Alex Haven

Old Business:
Emergency 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.

f!nfftfv C.nmmitfpp AvpnHn



CITY OF NEWBERG

Employee Work Related
INJURY / EXPOSURE REPORT

PLEASE COMPLETE ALL OP THE FOLLOWING INFORMATION AND RETURN TO NAME OF
DEPT/TITLE OF "WPONSIBLE INDIVIDUAL WITHIN 24 HOURS PROM THE TINIE OF INJURY.

Employee Name;
Job'Tide: LaborerT
DateofInjuty/Exposure: Pastyeat
Date Reported: 10-20-2011"

Dates ofWoA Lost None
Accident /Inddent Location: work place

Hours on Shift 8

Location: CityofNewberg
Date of Hire:
Time oflnjuty / Exposure
To Whom Reported: MikeConway
Supervisor: Same

801 Claii-n Form Piled? Y () N (X)
Complete if medical treatment sought or time lost from work

Conditions at Location

Parts of Body Affected

Head/Neck
() Scalp
0 Neck
')Eai-s

F)Eyes.
') Mouth
[) Teeth
() Face

URper Extremities
() Shoulder
() Upper Ann

Right Side

0
Left Side

0
Elbow
Foj-earm

Wrist
0 Hand
QFingets

Rieht Side
0
0

Lower Extremities
() Thigh _
') Lower Leg
) Knee

x) Ankle
f;Fcx)t/Toes

Trunk
QLowei: Back

() Upper Back
QChest
()Abdomen
0 ?P.
() Grain

Left Side Right Side

00
Right Side

0
8
0
0
0

Names of\Vitnesses: (Please provide -witness information
on a sepatate sheet of paper)

Distoibution of Copies:
Original: Risk Manager within 24 hours

Nature of Injury

0 cut
Scrape
Bruise
Skin Rash

() Numbness
() Inflammation QDizziness
() Jammed Finger ( ) OtheK

of Toe

() Foreign Body in Eye of SHvec
() Bum
') Electric Shock
') Difficulty Breathing

x) Pain in Body Part Identified at Left

Contributing Factors

() Machinety Defect (Save defective patts & pieces)
[) Tool or Equipment Broke (Save broken parts & pieces)

() Equipment Guarding
( ) Proper TooIs/Equipmeat Not Available

Floor, WoJ-k Surface, or Walking Surface
Housekeeping
Ughdng

() Clothing 0.1: Jewelry
() ItnproperEfgonomics

(x) OAer: Every day dudes

Weak Behavior At Time of Injury

''lease check all items that pertain)
Lifting
Carrying
Reaching
Pushing

(x) Pulling
(x) Bending or T-wisting (circle collect Item)
^Running
(x) Stepping (walldng/ moving ftom one level to another)
;) Typing / Office Rehted Reperidve Motion
(x) Oihet Repetitive Modon Tasks
() Jumping
') Driving (Tf so, what vehicle?)
(x) Operating Equipment
'] Innocent Bystander

OOdier,

1 copy to Employee | 1 copy; Supervisor/Dept. Head



Was Safety Equipment/ Petsonal Pjtotecfive Equipment Iti Use At Time of Injury /Exposuie; Yes No
TypeSEORPPEInUse:

Describe what hap
and environment-

,ce of events; equiDment, materials, and substances being used;

The past three months Fve been woi-kitig my new job description, in doing so, my ankle joint has been slowly

deteriorating. It has become veiy painful on the inner side of my anlde joint.

How long have you been doing this patriculat job?: I have
;en dpmgftiis ]ot3 a^ont oAe yea?
Lave there been stmilar mcidefits/aeai" misses

Describe history or similar incidents; Iniured same ankle and had surgery June 2010

No X YES

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

I believe this is a du'ect 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 Iniuty/Exposui'e happen or the condition exist?

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

r\

Employee s Signature;
Supervisot's Signature: •-^ff~^,

Risk Manager s Signature: ^-
Date:
Date:
Date;

16'ZM
/^^^/̂

SAFETY COMMTTTEE EVALUATION OF INJURY / EXPOSURE

Committee Recommendadons/Correcdve Acdon

Corrective Acdon 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 BIdg - 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
FireDept-NFD -Alex Haven

OkLBusiness:
Karen -CIS Wellness Seminar wrap up - free resources.

City Hall -
Phone Paging
Training request to Dept Heads.

Risk JVInsmt 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 ofWellness 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.

^niph) Cnmmiffpf Aapn^n



CITY 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.

Employee Name:
Job Tide:
Date ofInjuiy/Exposure:
Date Reported:
Dates of Work Lost:
Accident /Incident Location:

Hours on Shift

Location:
Date ofHit-e:

Time of Injury / Exposure
To Whom Reported:
Supervisor:

801 Claim Form Filed? Y () N ()
Complete if medical treatment sought or time lost from work

Conditions at Location

Parts of Body Affected

Head/Neck
() Scalp
() Neck
() Ears
() Eyes
() Mouth
() Teeth
() Face

Upper Extremities
() Shoulder
() Upper Arm
() Elbow
() Forearm
() Wrist
() Hand
() Fingers

Lower Extremities

0 Thigh ^
() Lower Leg
() Knee
() Ankle
() Poot/Toes

Trunk
QLower Back

() Upper Back
QChest
() Abdo men
0 H1P.
() Grain

Left Side

Q
0
0
0
0
0
0

Left Side

0
0

0
0
0

Left Side

0
0
0
0
0

Left Side

0
0
0
0
Q
0

Right Side

Q
0
0
0
0
0
0

Right Side

0
0
0
0
0
0
0

Right Side

0
0
0
0
0

Right Side

0
0
0
0
0
0

Names of Witnesses: (Please provide \vitaess infoimadon

on a separate sheet of paper)

Nature of Injuiy

() Cut () Foreign Body in Eye or Silver
Scrape () Burn
Bruise () Electric Shock

() Skin Rash ( ) Difficulty Breathing
() Numbness () Pain. in Body Part Identified at Left
() Inflammation () Dizziness
() Jammed Finger ( ) Other:

or Toe

Contributing Factors

() Machineiy Defect (Save defective parts & pieces)
() Tool or Equipment Broke (Save broken parts & pieces)

() Equipment Guarding
() Proper Tools/Equipment Not Available
() Floor, Work Surface, or Walking Surface
) Housekeeping

^Lighting
() Clothing orjeweky

Improper Ergonomics
^6Te^

Work Behavior At Time of Injury

(Please check all items that pertain)
() Lifting

() Carrying
() Reaching
() Pushing
() Pulling
() Bending or T\visting (circle correct item)
() Running
() Stepping (walking/ moving from one level to another)

Typing / Office Related Repedtive Motion
OtherRepetitive Motion Tasks

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

Operating Equipment
Innocent Bystander

() Other

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



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 Tide:
Date ofInjury/Exposure:
Date Reported:
Dates of Work Lost
Accident /Incident Location:

Hours on Shift

Location:
Date of Hire:
Time of Injury / Exposure
To Whom Reported:
Supervisor:

801 Claim Form Filed? Y () N ()
Complete if medical treatment sought or time lost from work

Conditions at Location

Parts of Body Affected

Head/Neck
(7-Scalp-

() Neck
() Ears
0 Eyes
() Mouth
0 Teeth
() Face

Upper Extremities
() Shoulder
() Upper Arm
() Elbow
() Forearm
() Wrist
() Hand
() Fingers

Lower Extremities
T)Thigh.
() Lower Leg
() Knee
() Ankle
() Foot/Toes

Trunk
OLower Back

() Upper Back
QChest
() Abdo men
0 HiP.
() Grain

Left Side

0
0
0
0
0
0
0

Left Side

0
0
0
0
0
0
0

Left Side

Q
0
0
0
0

Left Side

0
0
0
0
0
0

Right Side

0
0
0
0
0
0
0

Right Side

0
0
0
0
0
0
0

Right Side

Q
0
0
0
0

Right Side

0
0
0
0
0
0

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

Natufe of Injury

() Cut
) Scrape

'') Bruise

() Skin Rash
() Numbness
() Inflammadon () Dizziness
() Jammed Finger ( ) Other:

or Toe

() Foreign Body in Eye or Silver
() Bum
() Electric Shock
() Difficulty Breathing
() Pain in Body Part Identified at Left

Contributing Factors

( ) Machinery Defect (Save defective parts & pieces)
() Tool or Equipment Broke (Save broken parts & pieces)

() Equipment Guarding
() Proper Tools/Equipment Not Available
() Floor, Work Surface, or Walking Surface
() Housekeeping
QUghring
() Clothing or Jeweky
() Improper Ergonomics
0' Otfier:'

Work Behavior At Time of Injury

(Please check all items that pertain)
0 Lifting

() Carrying
() Reaching
() Pushing
() Pulling
() Bending or Twisting (circle correct item)
() Running
() Stepping (walking/ moving from one level to another)

Typing: / Office Related Repetitive Modon
icr Repetitive Modon Tasks

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

Operating Equipment
InnocentBystander

() Other

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



Was Safety Equipment/ Pasond Ptotective Equipmeat In Use At Time of Injuy /Exposure: Yes No

Type SE OR PPE In Use:

Describe what hap
and environment •wrri?teW)ce of events; equipment, materials, and substances being used;

How long have you been doing this pardculat 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 reoccumng?

To Be Completed By Employee's Supervisor:

Why did the Iniury/Exposure happen or the condition exist?.

What should be done, to prevent this Injury/Exposui-e:

Employee's Signature:
Superyisor s Signature:
Risk Manager s Signature:

Date:
Date:
Date:

SAFETY COMMTTTEE EVALUATION OF INJURY / EXPOSURE

Committee Recommendattons/Correcrive Action

Corrective Action Assigned To

Date corrections shall be implemented:
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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 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 mjuiy/disease.

NAME: (Last, first, m- FITLE: /4,^' /^c'c-^/o.

1. Dateofmjuiy or illness:

9~2!7-//

5. Time ofinjuiy or iUness:

1136 Xla.m. Dp.m.

2. Date you left work:~»:'

6. Time you left work:

/l:^0^.m. Dp.m.

3. Shift on

day of injury:

C, (from) S a.ra. D p.m. ^f'

(to) D a.m. Q p.m.

7. Check here if you are employed by more

than one employer: D

4. Regularly scheduled days off:

ja? D D D n m s
M T WT F S S

. What is your iUness or injury? What part of the body? Which side?

(Example: sprained right foot) /4 brftfi'~JY^

DLeft DRight 9. Workers' language preference other than English:

D Spanish D Other (please speciiy):

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)

i '^c^ ol/€r- -r ^v^. )&-c</ /^\y 'h-e.^J-'

11. Name of Witnesses::^A" 12. Have you previously injured or sought treatment for this body part?
No D Yes

IS.Yourlega 14. • --I-. tei^A n p

16. Mailings •w,•/ Ov ~7you-r

18.SSN: / i'\^ff 20. Work Phone:

21, Name of physician or health-care professional:

23. Were you hospitalized overnight as an inpatient? @-No D Yes

24. Were you treated in the emergency room? D No J^lYes

22. tf medical treatment was given away from the worksite,.prij
and address of facility: jc?oi- 'Ps-o'tr'ctCAand address of facility: j o •

^ £'^ "Pw\^v^ /\)fi

)nnt name
CA\ffj^ t) r-

25. By my signature, I am giving notice of a claim for workers' compensation benefits. The above infonnation 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'

compensation insurer, self-inswed 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 HTPAA 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 ^
Signature: ^-^

28. Date:(^_ ^'("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.

29, Employer legal

Business name;
30: Phone: ^5-^1^,^^ 31. FEIN: 93-6002221

32. If worker leasing coqn^nyi

List client business nkfhe:
33. Client FBIN:

41^. ^ -MQ. /)&S^ ?34. 35.Insurance

poUcy no.:

36. Street address from which
Worker is/was supervised:S: A30/ iMw^it l^^' /O^b&^i zip:W^

38. Street address, city, and ^

State where event occurred: (^fu ^oa.d /t}lu)K^ ^7/3^-

37. Nature of business in which worker

is/was supervised: .,

w^wp^g^^^^
39. Was injuiy caused by failure of a machine OB.praAuct, or by a person other than die injured worker? D Yesl£B^o? 40.NCCIcode:^'^(/^

42. Did injury occur durjng course and scope of job? -^

D Unknown 0Ms Q No
41. Were other worlsers injured?

QYessBSe-^
43.0SHA3001ogcase#:

44. Date ^mployei; knew of claim:

\/^/^n
45. Worker's gieeidy wage:

$ 4/7^7, /^
46. Date worker hired:

/o/^iaoo^̂
47. If fatal, date of death:

itatus; D Not returned
/~~

W^^i^W^
led B^egtilar Date: '^,.7-7,. D Modified Date:

51. Name, title and /^W^'CL 0" 0 ^-e^1

phone (print): j^ IWUt&^^V ^3:357-?c>^/

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

and wages? D Yes D No

52. Date: ^2 7^),,SO. Emf^oyer
I signal

x801 1/05

~y

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

^ ' :-^^
lr4A'CE-^

CIS Workers Compensation Group
c/o City County Insurance Services
PO Box 1469
Lake Oswego, OR 97035
Phone: 1-800.922-26S4 Fax: 503-763-3901 Workers' compensation claim

Worker
Complete this form and give a copy to you- employer if it is your intention to file a claim for Workera' Compensation Benefits for this mjuiy/disease.

NAME: (Last, first, middle)

1. Date of injury or illuess:

^AJ/TI
5. Time of injury or ilhiess:

Ocsj 00 S^a.m. Dp.m.

JOBT1TLE: ^^;^^r

2. Date you left work:

A^A
6. Time you left work:

/Vit^ Da.m. Op.m.

3. Shift'g-n' D130- (from) D a.m. D p.m.

day of ts^y3Q~1'3> 0(to) D a.m. D p.m.

7. Check here if you are employed by more

than one employer: D

4. Regularly scheduled days off:

B SD ® B DE?
M T WT F S S

^ ^ Ll^o^
. What is your iUness or injuy? What part of the body? Which side?

(Example: sprained right foot) ^ ,-, _g Q

.eft D Right 9. Workers' language preference other than English:

D Spanish D 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 cany a 40 Ib. box of

roofing materials)

_(>/\ yV\\/

'T

|<m*p.

11, Name of Witnesses:.

sAen.nc'.im U/^^o

^a77^e7in3^^^^ ~rct/,.[oa^r\ h0^' ^ ^ t^,.5^"^ ^
.. 1. A/ivv ks\\/^_if\. oiAr,^^>9/';'T"^-A^n.<'^-^-<a0-/)?4<5 /^ vy\\) l^-nS. € -

r\

13. Your Ie

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

No S Yes

•I DP

16. Mailing

18.SSN: Js

21,Name o. ,.-,—^.> ui ncaiui-care professional: Fr^^ct&t'-^&^k ?vla<^

JW ^r ^e^e^ , G>^air<n
19.Dept.: ^ f ^ 2'.

23. Were you hospitalized overnight as an inpadent? /S3 No DYes

24. Were you treated ui the emergency room? [No DYes

22. If medical treatment was given away from the worksite, prin^iame

and address of facility: p^^yCe. V^pit

Aa)6<^^ W5^—
25. By my signature, I am giving notice of a claim for workers' compensation benefits. The above information istnieto 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'

compensation insurer, self-insured employer, claim admimstrator, and the Oregon Department of Consumer and Business Services. Notice: Relevant medical records
and claim records include records of prior treatment and claims forrelated conditions or ofinjunes to the same area of the body. A HIPAA authorization is not required

(45 CFR 164.512(1)). Release of HFV/AIDS records, certain di-ug 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

Signature: (,
"i 28. Date: ^/W//

Employer
Complete the rest^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.

29. Employer legaT'.

Business name: /:

32. If worker leasing cojnpany,

List client business name:

30:phone;^)3^37-;a-30

34. Address of principal place
of business (not P.O. box):4^6;S^W^ /OQU)^ 0^.

V/^ ^ ^WS?. /0^^?^7/^
38, Street address, city, and

State where event occurred; S^^l^/h^/^w^^, ^.tu)b^o^w^
39. Was mjury caused by failure of a machine or product.or by a person other than the injured worker? D Yes-t@?ft?

41. Were other workers injured?

DYeC^S^
44. Date^ei)<ployer Jknew of claim;Date^ei)<ployer Jli

7^1

42, Did injury occur dunng course and scope of job?

D Unknown j2J-¥& D No

45. Worker's wej^ywage: H'im-^/11^

'^6^6:S6
48. Return-tswvot^status: D Not returnfsiKQ-Regfflnr Date: D Modified Date:

46. Date worker hired:"w,w

31. FEIN: 93-6002221

3 3. Client FEm:

35. Insurance

policy no,:

37. Nature of business in which worker

is/was supervised:

•^)U H jCip^goVQW^t^

40.NCCIcode: '77 / 'Q

43.0SHA3001ogcase#:

47. If fatal, date of death;

lUu
51. Name, tide and ^^v6&^-~J~ 6l&ff^

phone (print): f-j^j. Wa^-L.fCt/- SS-S'SI- l^/

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

and wages? D Yes D No _^

52. Date: ^K>^/
^

x801 1/05

OSIIA requirements! On the job fatalities and catastrophes must be reported to OR-OSHA within eight houis. Report any
accident that resuits in overnight hospitaUzation within 24 houra to OR-OSHA. Call (800) 452-0311, on nights and weekends.



z
Ip\

^ cftu''^
'^ 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

or
Workers' compensation claim

^/Vcc^
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:

1. Date of injury or illness:

[0/041\{
5. Time of injury or illness:

^ /0 [B-a.m. Dp.m.

^bi^^Of^ 'Ctl-^

2. Date you left work:

_AJ^_
6. Time you left work:

/[)^da.m. Dp.m.

3. Shift on "^- (from) &a.m. D p.m.

day of injury; ^ (to) D a.m. B-p.m.

7. Check here if you are employed by more

than one employer: D

4. Regularly scheduled days off:

D D D D D D D
M T WT F S S

^\JCL^\t^
. What is your illness or injury? What part of the body? Which side? DLeft [^Right

(Example: sprained right foot) "g,\u-^-( S^JQ^^^- S-'\~ 'VcY-iL^^n

9. Workers' language preference other than English:

D Spanish D 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

roofmgmaterials) [^(^'^ ^{ v-^-^i.i'i^i'A^ C^WM^Ute^/iwCU^ (fcC^e.^F \\}^ W}ci^ C^V't^ie{ in {•u'c, B^\}~^ •'blocJ,

^S>T^_ e-f t'-w^. L?futtc'f e^ i/^ n'^kf" -{^T/ct^t^ , I ^•^ i/iov\ I'til-c^f^h'i'i ^'^ sci/^f?^> irn +^iayw\,

11. Name of Witnesses:
lit - 6 • - i n /'•/).

13

16

IS

21. Name ot pliysician or health-care professional:

12. Have you previously injured or sought treatment for this body part? Q
"- r-1Yes 2- ^A'JOl-^, e^tJoWC. jnc^4^~/-S_

1'5. Gender: ©M DP

20. Work Phone: ^,~,

23. Were you hospitalized overnight as an inpatient? 0 No QYes

24. Were you treated in the emergency room? • |B No DYes

22. If medical treatment was given away from the worksi.te, print narn^ /; ,,,

and address of facility: /OiU^'t'7] Q.CO.p^l-fi^tlX USC^i'^

/' 0 DO '^vU^ ^-J^"'.,
A}^^^^/&.'y"7/5>^±

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. I

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 CPR 164.512(1)). Release ofHIV/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

Signature: ^
28. Date:'•/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.

/~\ r> /C

f^Ak^hcS^
ing coipj)Ay/,

29. Employer leg!

Business nam;
[30:Phon5^3^3^/ 3 l.FEIN: 93-6002221

32. If worker leasing coipj)Ay/
List client business rigme:

33. Client FEIN:

34. Address of principal place
of business (not P.O. box):"^01 ^, ^/tii^L 'iuji ^>

35.Insurance

policy no.:

36. Street address from which

Worker is/was supervised:[449/6', ^/ti/ld ^A^u)h^0^ zip^/3^
38, Street address, city, and

State where event occurred: ^?5 ^ Buir ^. ^"q Ai0hw ^ t1i^

37. Nature of business in which worker

]/]iu/-i^tp^ ^'

39.Wasmjury caused by failure of a machine or product, or by a person other than the injured worker?7 D Yesj^S'-^o 40.NCCIcode:"77r'9/")

41. Were other workers injured?

D Yes 0^6
42. Did injury occur^durm^ course and scope of job?

d Unknown tQ;Yes 0 No
43.0SHA3001ogcase#:

44. Date emjjloyerjuiew of claim:Date emfiloyerjuie'

/o'/^l'//
45. Worker'sweeklywage:

$ ^?l^S-'. t^O
46, Date/worker hired/

5W06
47. If fatal, date of death:

!!48. Return-to-iyork-^atus: D Not returned ^ET&egular Date: "^/'/, D Modified Date:
'7

i5o. EmpSer ^AM^W/IL

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

and wages? QYes D No

tZ "-S^MW^yW^L'
51. Name, title and /-^F/J'iW ^^W^^'/V

phone (print): ~^./fi /»/^/.ft^- ^ff3-5T)- l^/ 52. Date: /0/^/J^

77 u

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



CITY OF NEWBERG

Employee Work Related
INJURY /

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 Tide: Q^'-S-.

Location:

Date ofInjury/Exposuxe:
Date Reported: U\\'Z'L\ I

11^11
Date of Hii-e: \T^\\3\c\eb

0-
(X

^'^ p\r\b-r\<L-

t-^Dates of Work Lost
Accident/Incident Location: '/1 2 E 'gt1~ S I"

Time of Injmy / Exposure 03 C>L;*
To Whom Reported:

Supervisor: _C^.c-. pV &-Q^IL

C^fi\ BoUlc

801 Claim Form Filed? Y () N ()
Complete if medical treatment sought or time lost from work

'Parts of Body Affected

Head/Neck
() Scalp
0 Neck
() Ears
() Eyes
() Mouth
() Teeth
'() Face

Upper Extremities
j^ Shoulder
() Upper Arm
() Elbow
() Fore arm
() Wrist
() Hand
() Fingers

Lower Extremities

0 Thigh _
() Lower Leg
() Knee
0 Ankle
() Foot/Toes

Trunk
^Lowei" Back

>er Back

QChest
() Abdo men
0 H1P.
() Groin

Left Side

0
0
0
0
0
0
0

Left Side

~w
'0

0
0
0
0
0

Left Side

0
0
0
0
0

Left Side

^̂
0
0
0
0

Right Side

0
0
0
0
0
0
0

Ri.efat Side

0
0
0
0
0
0
0

Right Side

0
0
0
0
0

Right Side

0
0
0
0
0
0

Names of Witnesses: (Please provide \vitness information

on a separate sheet of paper)

Pc-UU Co o^l
^iA-t. ^/;L_^.4s
\-JJL^ \\C,^.{\

Nature ofLijury

() Cut () Foreign Body in Eye or SUver
') Scrape () Burn
') Bruise ( ) Electric Shock
() Skin Rash ( ) Difficult)' Breathing
( ) Numbness ( ) Pain in Body Part Identified at Left
() Inflammadon () Dizziness
() Jammed Finger ?f0 dier: WT^AS i\L 5 ^~c-^Tr\ \ |? [AJ

or Toe
TT

Contabutlng Factors

() Machinery Defect (Save defective parts & pieces)
()_Tool or Equipment Broke (Save broken parts & pieces)

() Equipment Guarding
() Proper Tools/Equipment Not Available
() Floor, Work Surface, or Walking Surface
') Housekeeping
;) Lighting
() Clodzlngorjeweh'y

Improper Ergonomics
(v)y5Zerr

Work Behavior At Time of In uiy

(Please check all items that pertain)
^Lifdng
^ Can-ying
() Reaching
() Pushing
() Pulling
() Bending or Twistmg (circle correct item)
() Running
() Stepping (waUdng/ moving from one level to nnothei:)
) Typing / Office Related Repetitive Motion
) Other Repetitive Motion Tasks

() Jumping
() Driving (If so, what vehicle?)
Q Operadng Equipment
() Innocent Bystander
() Other

) /yL&c/i^.ff A/t-^. ^•tA^r-/'/^/1 .^w5^^i S^^^ri-'^^-cy'/*..^. ^2~?rft^

Distribution of Copies: ' ""''"'

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



-f-

El
IMJ1

CITY

nploye
URY/ JE

OP

:e^
5X1

NEWBERG

Vork Related
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 Njyne:
Job Tide: \o /r<--i- ff^r^^r-

^ _ Locadon. /Ui^-b'-^ -r^l/'ce .^ep-^-.

DateofInjuiy/Exposure: cj -;Z / - / /

Date Reported: ^ ~ ^^-
Dates ofWorkLosfc

'0 r<3_
/0-^S~-^^

JJ_^

Date of Hire:

Time of Injuiy / Exposure G~5GO
To Whom Reported:

Supervisor:

c!-^- It

(s? UU^AU. .^Sk^J^

Accident /Incident Location: -7/0 £ &)n: $f~ 801 Claim Form Piled? Y () N)^
/\Jtw^\) -a. n^ cX!- ct 115'^ Complete if medical treatment sought or tune lost from work

' Parts of Body Affected

Head/Neck
,(LSCEdp-

[g^eck
() Ears
0 Eyes _
() Mouth
(•) Teeth
() Face

Upper Extremities
ShouldeF

r() Upper Arm
0 Elbow
() Forearm
() Wrist
() Hand
() Fingers

Lower Extremities

Left Side

.0

() Thigh"
() Lower Leg
() Knee
() Ankle
() Foot/Toes

Trunk
QLower Back

() Upper Back
QChest
()Abdomen
0 Hip
() Grain

'()"

0
0
0 •

0
Left Side

T8
0
0
0

Left Side

0
0
0
0
0

Left Side

0
0
0
0
0
0

Right Side

0
0
0
0
0
0
0

Ri.e^t Side

Q
0
0
0
0
0
0

Right Side

0
o
0
0
0

Right Side

0
0
0
0
0
0

Names of Witnesses: (Please provide witness information

on a separate sheet of paper)

Nature of Injury

() Cut () Foreign Body in Eye or Silver
() Scrape () Burn
( ) Bruise ( ) Electric Shock
() Skm Rash ( ) Difficulty Bi-eathing
() Numbness •,^Q?aiti in Body Part Identified at Left
( ) Inflammation QDizziness

() Jammed Finger ( ) 0 dier: __
or Toe

Contributing Factors

() Machiaeiy Defect (Save defective parts & pieces)
() Tool or Equipment Broke (Save broken parts & pieces)

() Equipment Guarding
() Proper Tools/Equipment Not Available
() Floor, Work Surface, or Walking Surface
() Housekeeping
() Lighting
() Clodung or Jewelry
() Improper Ergonomics
^ ° ^el.':T5%&tr-<-^^ O&'.-i-"'0'^ ^ d.

. l/V\<adlC6iQ A/CH~ £^^k'f~ h[
Distribution of Copies:
Originn): Risk Manager within 24 hours |

Work Behavior At Time oflnjuiy

(Ple.t3.se check all items that pertain)
lifting
'() Carrying
() Reaching
() Pushing
OPumns

[en'dm^ or Twisting (circle correct item)
() Running
(^Stepping (walking/ moving from one level to another)

Typing / Office Related Repetitive Motion
Other Repetitive Motion Tasks

() Jumping
() Driving (If so, what vehicle?)
() OperntinE!, Equipment
() Innocent Bystnnder
() Other

^,'
copy to Employee

y^ ^ ^ /2^f, M/^ ^^^^^
1 copy: Supervisor/Dept. Head 31-SuP^^ .

/,„-



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.

^^!.
• Groups that take "walking" meetings around campus or town ^

• Managers that insist employees take BOLI required breaks away from desks, /^

• Organizations that encourage fitness (golf, bowling teams, walking, volunteering)

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.

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

MyRBH.com. httD://Dersonaladvantaae.com/Dublic/reliantbh/plaver.html

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

tifress tip, trainings, and more wellness and work-life topics.

Contact RBH today at 1-866-750-1327, or visit www.MvRBH.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 8th in Hillsboro

RiskMnsmt 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 Grant is @ $945.00
How 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

RepQrts^rItems fro^^
Sodium Bisulfite leak at WWTP - Summary

October Lunch Coordinator: Melissa - Need substitute for Oct

November Lunch Coordinator: Becky

December Meeting /Annual Lunch: Karen

Adjourn

Knfptv r'nmmiffpft Aap^Hn



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 Proiects: 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 8th in Hillsboro ?

Incident Reports:

PWM Welding injury
Library - Stress
NPD Puncture

PWM - Fall/Fainting

Reports or Items from Departments:

September Lunch Coordinator: Jason

Adjourn



Safety Committee Meeting Minutes
July 6, 201112:30 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 CNFD), Caleb Lippard (Finance),
Melissa Cleveland (NPD).

Review and Approval of Minutes:

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

Inspections:

• 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.

• 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. Fire

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.

IVIeeting adjourned at 1:40 p.m.

Safety Committee Meeting Minutes
Pnop I



importance: 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,
HR/Benefits representatives, and anyone else at your entity that serves as a "wellness
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 healthvbenefits(5)cisorec)on.orc) which session your entity plans to attend, and
the number of employees attending with you. RSVP by August 3.

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

• 1:30-4:30 PM, September 8: Hillsboro 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..

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.orc)

C/S adapts 'tomeeHhe^hanging risk management and benefits needs of our members, seeing potential problems and developing

solutions.
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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

i (X 5^. ^:€^^
^c?y

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 injuiy/disease,

Report of Job Injury
or Illness

Workers' compensation claim

1, Date of injury or illness:

7-^-IL
5, Time ofinjuiy or illness:

/{'.'•><? B.a.m. Dp.m,

2. Date you left work;

7-^-^
6. Time you left work:

Z^<^ Da.m, E-p.m.

S.Shiffm y (from)[3.a,m.Dp.m,

day of injury: </'.?<!(to) D a.m. (B-p.m.

7, Check here if you are employed by more

than one employer; D

4. Regularly scheduled days off;

D D D D D & B
M T WT P S S

, What is your illness or injuiy? Wliat part of the body? Wliich side? ?eft DRight

(Example: sprained right foot) /)^.^rf^ f.^i^tM- i^-^4- -e-(\-ft-

9, Workers' language preference other than English:

D Spanish D Other (please speoi-fy):

10, What caused it? What were you doing? Include veUcle, machinery, or tool used, (Example; fell ten feet when oHmbing an extension ladder carry a 40 Ib, box of

roofing materials) ^/^^ ^ ot.n^ ^&.ff4-^ ft- i/e-^Acle.. A- IA()-{- ^^^- ^4-^/3^ /^ ^^ ^-41^-fA-^

11. Name of Witnesses; 12, Have yon previously injured or sought treatment for this body pan? S[
No D Yes

16. Mailing address, city, sfateandzip;

is. SSN ; WWBJM^W-jS I 19.Dept.:

Zl.NameofphysicSanorliealth-care^of^sronal; R/^. i^)/n^.

20. Work Phone; S'Sf-.S"'' 7-/zy 2-

23, Were you hospitalized overnight as an inpatient? [ELNo DYes

24. Were you treated in the emergency room? ifiNo D Yes

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

and address of facility; ^^^, ^/^_/ ^^^^

25. By my signature, I am giving notice of a claim for workers' compensation benefits. The above information is tme to the best of my knowledge and belief. I
authorize health care providers, insurers, self-insured employers and claims administiatois to release relevant medical records and claim records to the workeis'
compensation insurer, self-insured employer, claim admmistrator, 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 ofHIV/AIDS records, certain drag and alcohol treatment records, and other records protected by state and federal law require separate
authorization, I certify, as attested by my signnture and under penalty of law that nil Information I hnve given is true and contains no false statements and/or

misrepresentations,

26. Worker
Signature;

27. Completed by
(please print);

28. Date;V7^^/_

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

29. Employer Icgnl//

Business niim<^/.(
30: Phone; ^^37^^ 31, PEIN: 93-6002221

32, If worker leasing cc&r^axe^
List client business name:

33. Client FEIN;

34'^^S£S^9 i0, nuzL ^ /i)i^;i ^ ^/3> 35,Insurance

policy no,;

36, Street address from which , —-/^ r, i •\ /-^7 '.--I) /•/ ^ ). '^/ •.-/_. /"i./i/-»

u'SZs^puSl;67^> LO. y/i ifti ^ AJ&^W^i ^•. ^ ^>Worker is/was supervised;

38, Street address, city, and

State where event occurred;:^)0 ^ 'U/^(^ A)/i^^JO^ W^

37. Nature of business in which worker

is/was supervised;

i^^n'c/'^^^^ ^
39. Was;!sjuiy caused by failure of a machineorproduct, or by a personotlierthan the injure(fworker? D Yes/Qwb AO,VSCdwde:S'3SO
41. Were other woikep injured?

D Yes^B^
42. Did injury occur during course and scope of Job?

D Unknown 0¥(is D No
43,OSHA3001ogcase#;

44. Date c/nployer/linew of clnim;

%^l^fl
45. Worker's WEfiHy-wage: /)'iS.

$ ^w.
46. Date v/mker lured

^]/^Hi
47. If fatal, date of death;

48, Retnrn-to-ivorlc^tatus! D Not returned lj33le'gular Date! 7/^//1 D Modined Date!
/ f /

i3xj

49. Ifretomed to modified work, is it at regular hours

and wages? D Yes D No

50. Bmpldxer ^^//// . ..,(, ).^
"^S^b?/IM"^jW^M

~ff, 1. 51. Name. title and /WffWO/^ -.'3, ^^f< /-IfC/mw.^i'- | ^ ^^ ^ff-/wJ\ 3I'SS"U ^'^&w^''"' "^7rl 152'Date: 7/^

T
801
x801 1/05

OSI-IA requirements; On the job fatalities and catastroplies must be reported to OR-OSHA within eight hours. Report any
accident that results in overnight hospitab'zation witlu'n 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends. 801
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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

Report of Job Injury
or Illness

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)

1, Date of injury or illness:

rtl\\ \\
5. Time df injui^ or iltaess:

//,'<-/6 ./S'<ra. Dp.m.

;OB TITLE:
L\_ CA CO i. >..\ c^-:\-\CS •i.A C' \ G^~ \.<

2. Date you left work:

XA, \ DC,V\
. Stuft on !\,}^'(j 1-'\- (from) D a.m.^Q^'p.m.

day of injury: c^~,'(jj (to) D a.npQip.m.

6. Time you'left work:

.^; '00 Da.m.ja.p.m.

7. Check here if you are employed by more

than one employer: D

4. Regularly scheduled days off:

0 D D D D S. D).
M T WT F S S

. What is your illness or injury? What part of the body? Wluch side? DLeft QRight

(Bxample: sprained right foot) |^ ^^ '^ g, \^^

9. Workers' language preference other than EngUsh:

D Spanish D Other (please specify):

10. What caused it? What were you doing? Include Vehicle, machinery, or tool used. (Example: fell ten feet when climbug an extension ladder carry a 40 Ib. box of

roofing materials) ^_.L Yp '^^^•v-^^^^? ^•^ C!:>vS'<, 1.0 o. ^ ^ ^V C^ovX^^c^J^y^ ,S;^,^
^ Wc\-^ ^^^-S^a-^ <t^^i_^^c5^^^^^\..- ~~ '~~'^"" ^~ ~ ""--—^.^ --

XX-
"w

11. Name of Witnesses:

W..Q r \ r-~. ^..'.. <? ^-'\<\-e -.

12. Have you previously injured or sought treatment for this body part?
No D Yes

21. Name of physician or healfh-care professional: p^-s^. ~^^'

23. Were you hospitalized overnight as an inpatient? 'Q, No DYes

24. Were you treated in the emergency room? @ No DYes

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

and address of facility: \ f 0 <S\ c\ e\'-\.C:e, \^C;A\C_cv\ G'?C^<--y4\

iLrno s\^ t.^i^Rc^ '&^'.\-c|
S Wa r I.,;)AO d 0 ^ ICH \ s~\ c-

n^
l-'.'to:

25. By my signature, I am giving notice of a claim, for workers' compensation benefits. The above information is tme 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 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 tbe same area of the body. A HIPAA authorization is not required

(45 CFR 164.512(1)). Release ofHIV/AIDS records, certain dmg 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 liave given is true and contains no false statements and/or

misrepresentations.

27. Completed by
(please print):

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

"•srs; ^i;'fc.¥^l 30:pio": .5%-^^' ^7<&Business name:

32. tf worker leasing company,^'

List client business name:

3 l.FEIN: 93-6002221

33. Client FEIN:

34. Address of principal place /Jj^ i ^ f^)^ ^j_ /f/y/}A^/, W ^y//.^ ^.
of business (not P.O. box): -Y/ ^ £7' W^'i 'Jr-/ /V liW l^t I t'j , L/K- 7'/ I •^y

35.Insurance

policy no.:

36. Street address from which

Worker is/was supervised:;2 ^3_^'. /4awdc A< ^^7 zip: ^^2.
38. Street address, city, and

State where event occurred:
r)"^
/'. C ^l^^/i S/. /^afr î

37. Nature of business in which worker

is/was supervised;

^\LinicJp^/jW^i'^ci

39. Was injury caused by failure ofamachineorproduct, or byapersonotherthan the injured worker? D Yes <Q;,E}o 40.NCCIcode: ^'&l0
41. Were other workers injured?

D Yes )B:No'
42. Did injury occur during course and scope of job?

D Unknowncl3-Yes D No 43.0SHA3001ogcase#:

44. Date ^mpl9yer knew of claim:

J//77/
45. Worker's weeklv/waee;>'7^7/%ge: 46. Date .worker hired;.

'W/'T^^
47. tf fatal, date of death:

48. Return-to-work status: Q~Nofreturned D Regular Date: D Modified Date:
49. If returned to modified work, is it at regular hours

and wages? D Yes D No

ier^.^y/ . . . ,/ V.. ///, | 51. Name, title and /^fffi IS C CH • ('/'. £7/2&yA/

signat^e^;^//^(Z;')^.^^.C. | phone (pmt): ' ]-^j /^/./^^r .^.^•537-,^^,
52. Date:

~T

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

"/Ml

x801 1/05
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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

Report of Job Injury
or Illness

Workers' compensation claim'%cF^
Worker

Complete this fonn and give a copy to your employer if it is your intention to file a claim for Workers' Compensation Benefits for this injuiy/disease.

NAME: (Last, first, middle) JOB TITLE:-;JD / ((_^ U^-'lC &. (

1. Date of injury or illness:

^ ^ \\
5. Time of injury or iltaess:'

'3p/!?0 Da.m.&P.m.

S7Date you left work:-^'
6. Time you left work:

/)<? •^^E] a.m. D p.m.

Tshift on t {
day of injury: c]

(from) B-a.m. D p.m.

(to) Q a.m. |vt p.m.

7. Check here if you are employed by more

than one employer: D

4. Regularly scheduled days off:

D DDB E3B D
M T WT F S S

. What is your illness or injury? What part of the bpdy? Which side? QLeft ©Right

(Example: sprained right foot) (^k {^/t.y,J

9. Workers' language preference other than English:

D Spanish D 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)

d\]w\ bji/z<tf Uvi'^-is-^ Vl^^k 4^c/<z ^^-^n-UL^^ J^- <x Jtt^-/u^^ikuK^tWi
11. Name of Witaesses: i 12. Have you previously injured or sought treatment for this body part? Q

No D Yes--4-C.'; 5 C c- vs,

13. Your legal name:

16. Mailing address, city, state and zip:

21. NameoTphysician or health-care professional: J.^. f-i. n/-^ s-^^n̂ 22. If medical treatment was given away from the woiksite, print name

23. Were you hospitalized overnight as an inpatient? ®^'fo DYes

24. Were you treated in the emergency room? D No gSes

20. Work Phone: ^<y §^^ \

and address of facility:

^W\C -€r>
25. By my signature, I am giving notice of a claim for workers' compensation benefits. The above information is tme 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'

loropensation insurer, self-insured employer, claim adimaistrator, 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 HFPAA authorization is not required

(45 CFR 164.512(1)). Release of HIV/AIDS records, certain dmg 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 Iiave given is true and contains no false statements and/or

misrepresentations.

27. Completed by
(please print): 28. Date: 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.

29. Employer legal

Business name:;

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

'/^ ^/[Jin)l^ ^ 130: ph°": •5D3-S^-8 3SV_ 3 l.FEIN: 93-6002221

33; Client FBIN:

34. Address of principal place
of business (not P.O. box):̂  ^//¥ ^ fiY^ ^ MO^^ 0^ ^/z2 35. Insurance

policy no.:

36. Street address from which . //~\ i ^^.i—-f. '._._/ ,-'1, ,1 1 ''^/ />y ., /•i ^ , .-.lo'^^Z.^^ L/ff/ e~~/7i/^ ^ AM^W zip:f/^2-Worker is/was supervised:

Street address, city, and / .^o / .1 /•• / . „<,//-,, (''.>1 /l )„ '""V^., ,y-^ /~i ^/;^?/y^Z^e^cZed: rf-0^ ^ ^^^^^-g2 /UU^l^^Wi

37. Nature of business in which worker

is/was supervised:

^HL^I^^W^
L-^w"

39. Was injury caused by failure of a machine or product, or by a person other than the injured worker? D Yes /EWc? 40.NCCIcode: 7 7,:-h9

41. Were other workers injured?

D Yes'^No
42. Did injury occur during course and scope of job?

D Unknown "S-^es D No 43.0SHA3001ogcase#:

44. Date/employer knew of claim:lover k

/JP/_
45. Worker's weekly wage: M-'"I'J

$ W)(^
46. Date worker hired: -i

"77/^J
47. If fatal, date of death:

48. Return-to-.woTlr^tatus: C] Not rehirned .'B'feegular Date: '7//.9/// D Modified Date:

un- -_ /y i i^ V //„/ I S1 Mnmfi titls nnrl i'-//} W. C^i ..,51. Name, title and t'(QI/)tU^i ..J7 ^-r^-^iA , ,4^
phone (print): ^A^U-i-C'j^t/ - gQ-^ S3 7- / QG- /

49. tf returned to modified work, is it at regular hours

and wages? DYes D No

'P. Employer

signal^fM^M^~7' ' ' ^ ^ /7-r

52. Date:^//J/.//

801
x801 1/05

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

or Illness
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) JOB TITLE;

1. Dateofinjuiy or illness:

•^^-//
5. Time of injury onllness:

4^ria.m^B^.

2. Date you left work:

'7- )'}--/!

6. Time you left work:

^~CO Da.A^B:i?m.

3. Shift on

day of injury:

(from) ^a.m.^'^^

^ f J_
1^ i -e^T ,1^^2.1 *• vs. t5<5>- ^f^s.

STZi^'

(to) D a.m. D p.m.

7. Check here if you are employed by more

than one employer: D

4. Regularly scheduled days off:

D a D a D
M T WT F S S

.What is your illness or injury? What part of the body? WMch side? DLeft DRight

(Example: spramed right foot) /•/ij. /-^ ^ /^ //^/$H/

9. Workers' language preference other than EngUsh:

D Spanish D Other (please specify):

10. What caused it? What were you doing? Include vehicle, machinery, or tool used. (Example: fell ten feet v/hen climbing an extension ladder carry a 40 Ib. box of

roofing materials) , / , f;

w K ! VW u^^^k^ ^ ^((-^ /^. ^^.^^to^l^^S^
h911. Name of Witnesses:

_CI/A^ JL^^-
7

12. Hays-you.previously injured or sought treatment for this body part? D

^/_

13. Your legal name:
~7» H.Birthdate:,

16. Mailing address, city^state and zip:

18.SSN: 19.Dept.: P^) /^2-/<(^^L^_L

15. Gender: H?l D F

17. HomePhoi

20. Work Phone: j^". ^"y 'f-/Jf-^

21. Name of physician or healfh-care professional:^ ^,'^ ^y ^ \^^ ^

23. Were you hospitalized overnight as an inpatient? [3 No DYes

24. Were you treated in the emergency room? D No

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

and address of facility: , /

^^^.•^ //^•s^p<-
25. By my signature, I am giving notice of a claim for workers' compensation benefits. The above information is tme to tHe best of my knowledge and belief. I

•-rthorize health care providers, insurers, self-insured employers and claims administrators to release relevant medical records and claim records to the workers'

J)mpensation insurer, self-insured employer, claim admmistrator, and fhe 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 CPR 164.512(1)). Release offflV/AroS records, certam 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
Signature:

27. Completed by
(please print): 28, Date: ^l/-//

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 name: MAh 30: Phone: ^-6% 7- /^.'^ 31. FEIN: 93-6002221

32. If worker leasing compani',

List client business name:
33, Client FEIN:

"• ^S.£^/4/ A /^^^. //fe)^^, ^ ^7/5^ 35.Insurance

policy no.:

36'S^^S ^o ^' "i1/i^ ^ /i^/^j o^ zip: ^^Worker is/was supervised:

38. Street address, city, and

State where event occurred. ,560 1^' "fkti^Si. /J&&0^.0^ ^45

37. Nature of business in which worker

is/was supervised:

IW^H /^^ma^f^p0-

39. Was injury caused by failure of a machine or product, or by a person other than the injured worker? D Yes ^jsl-'Pfc?' 40.NCCIcode:'g":58'6'

41. Were other workers injured?

a Yes C&N?
42. Did injury occur during course and scope of job?

D Unknown ^B^s, D No
43,OSHA3001ogcase#:

44. Date eiyployer knew of claim:

^
45. Worker's meekly wage: c?fc*;i 't

"iSMi_
46. Date worker hired

•/^/^C1
47. tf fatal, date of death:

Return-to-wcrlt status: D Not returned /0-Regular Date: ///.?/// D Modified Date:

51. Name, title and /'Ce./^C.'C.^L <J. .<g^ U-l .

phone (print): ^ /4!&UL(^/. Sff3-S~5 "j - l3-Cf(

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

and wages? d Yes D No

_§^^^^ 52. Date: l/fS/^
~7~ 7/'

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

xSOl 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 PW1VI - 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

Md Business:

Anti Slip resurfacing ADA ramp - Library - Status

Inspection Forms - Revisions due August 3 Meeting

Risk Mnsmt Grant Proj ects: 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:

Mjoum

^nfpf\) Cnmmittpp Avpn^n



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:

^inal 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:

Juh? Lunch Coordinator:^^^

adjourn 1:3 Opm

Safety Committee Agenda
/lnril77nin



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:

• 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 -
• Work order to Maint to speak with janitorial re: products ?
• 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 8 01 form
(New) Back Strain at City Hall 801form
(New) Health Exposure - NPD 801 form

Reports or Items from Departments:

idjoum 1:3 Opm

Safety Committee Agenda
Anri]77niH



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 - WTP 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:

• Wellness Fair - Setup at 1 Oam April 14th 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 Rep orts:

(New) Fall at Library Annex 8 01 form
Wew) Back Strain at City Hall 801 form

ieports or Items from Departments:

NextM^^^ Lunch Orders arranged by Caleb

Adjourn 1:3 Opm

Safely Committee Agenda
Anri17Win



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 (Archive & 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:

• Update: City Hall Hatch - completed
• Update: Wayne - Status wellness fair - assignment of duties for fair

• Update: Karen - Vent Cover at Achieve Bldg- pending

"New Business:

City Hall AED: Training Dates - March 16th
Class 1: 8:30amto9:15 Class2: 9:15amto 10am Class 3: lOamto 10:45am Class4: 10:45amto ll:30am

March 15 l-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 l:30pm

Safety Committee Agenda
Unrrht 707,



Safety Committee Agenda
February 2 2011 Noon
Public Safety - Training Room

Jail 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 l:30pm

Safety Committee Agenda
Anril 7 fnlH
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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

Report of Job Injury
or Illness

Workers' compensation claim

Worker
Complete this form and give a copy to your employer if it is your intention to file a claim for Workei-s' Compensation Benefits for this injuiy/disease.

NAME: (Last, first, middle)

1. Date of injury or illness:

c>^. ly^'iftf

5.,Tim9 of injury or iUness:

)J D a.m. D p.m.

JOB TITLE:

2. Date you left work:

Mi (Mvl^^.
6. Time you left work:

D a.m. D p.m.

f-

'S.SMfton^,-^ (from)^^.m. D p.m.

day of injury: ^';'y() (to) D a.m.Jxi-p.m.

ff-s & ^ ft^&iA JCa.v^s. {^^^e-^^

7. Check here if you are employed by more

than one employer: D

.What is your illness or injuiy? What part of the body? Which side? HLeft LtHSght

(Example: sprained right foot) ^n/^ ff^ A...^L

4. Regularly scheduled days off:

D D D D D 0^0'
M TWTF S S

9. Workers' language preference other than English:

D Spanish D 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 cany a 40 Ib. box of

roofing materials) ^' ^ ^ ^^^ '^W^- ~^^^ ^f.-^^. ^^ /> ^^^ ^^ ^^
n-&^_.__ /•e^-t r^ A;^? p^^^i's.^-

be

11. Name of Witnesses: 12. Have you previously injured or sought treatment for this body part? B""T

13. Your legal name:

16. Mailing address, city, state arid z '&^k^^ ^ y-7) ^3.

^^£>Ppd21. Name of physician or health-care proFessional:

23. Were you hospitalized overnight as an inpatient? fftio D Yes

24. Were you treated in fee emergency room? D Yes

K. U^ff-y^'^ ^<a'rvd»-<€t

15. Gender: DF
H.HomePhom

,20. WorkPhone;^^^^^'- ff-^^

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

and address of facility: . ^ ^'/>-s. •^-"z ,9' .^nj^y^'e/< ^ w-^ ^' <

25. By my signature, I am giving notice of a claim for workers' compensation benefits. The above information is tme 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

pmpensation insurer, self-iasured employer, claim adiuinistrator, and the Oregon Department 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(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 aU information I have given is true and contains no false statements and/or

misrepresentations.

26. Worker

Signature:

27. Completed by
(please print):

28. Date: ff/-^/-

Employer
Complete the rest ofthis,form and givea 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 nam< 30:Phon^.^J7-/c53/ 31. FEW: 93-6002221

32. If worker leasing winff&yly,

List client business naftfe:
J 33. Client FEIN:

34. Address of principal place
of business (not P.O. box):":SDD WThl^Sf-. /^y ^/^& 35.Insurance

policy no.:

36. Street address from which

Worker is/was supervised:£2 6?) ^ riAj^d. f{)'6u)^ z^M>
IS'S^r..^^ A). 7W-^ A'^A^ ,5^ w^

39. Was injury caused by failure of a machine or product, or by a person other than fhe injured^vorker? D Yes^-@:No

37. Nature of business ia which worker

is/was supervised:

^M,a^^^
40.NCCIcode: ^*5 ^€)

41. Were other wp^eis injured?
a Yes <01^o

42. Did injury occurdupng couise and scope of job?
D Unknown 0¥es D No

43.0SHA3001ogcase#:

44. Date employer }aiew of claim:

//^'//u
Wbrkejr'swseKi^age: | 46.Patg worker Aired:rwwwse'' \ WJ°6 47. If fatal, date of death:

Sgular Date: D Modified Date:

51. Name, title and ^^(^dC.^ c// 6^6.^,_, ^ ,_.,
j/ phone (print): /-^{€^ ^U^-fft^ ^S'^ I' ii

49. ff returned to modified work, is it at regular hours

and wages? DYes D No

52. Date;TMli7,

x801 1/05

OSHA requirements: On the job fatalities and catastrophes must be reported to OR-OSHA within eight hours. Report any
accident that results m overnight hospitalization within 24 hours to OR-OSHA. Call (800) 452-0311, on nights and weekends. 801
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0:CIS Workers Compensation Group
c/o City County Insurance Services
PO Box 1469
Lake Oswego, OR 97033
Phone: 1-800-922-2684 Fax: 503-763-3901

^A/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 iajuiy/disease.

UJ
u

?AS
,<^

or Illness
Workers' compensation claim

NAME; (Last, first, middle)

1. Date of injury oriUness:

0//^/'Z.or
5. Time of injury or iUness:

^;/"7 D a.ra. Sp.ni.

2. Date you Ipft work:

OS/rf fZQU
6. Tims you left work:

(S^'S Da.i^a^m.

JOB TITLE: ^//^ Offi^ir'
3. Shift on ^/;(J6 (from) D a.m.JMp.m.

day ofinjuy: ^ ^() (to) ^a.m. D p.m.

7. Check here if you are employed by more

than one employer: Q

. What is your illness or mjuiy? What part ofth^body? Which side? DLeft DRight

(Example: sprained right foot) V^lf'd^. ^j/'^/'E/'

4. Regularly scheduled days off:

D a D a B-
M T WT F S

9. Workers' language preference other than English;

D Spanish D Other (please specify):

10. What caused it? What were you doing? Include vehicle, machineiy, or tool used. (Bxample: fell ten feet when climbing an extension ladder cany a 40 Ib. box of

roofing materials)

T- ^Jfi-j dfl\liV^C, CX. Ci^r ^^ ^^ Ut'l- A? ^ ^A ^ ^-'fz^i
12. Have you previously injured or sought treatment for fhis body part?
No Q Yes

13. Your legal name:

16. MaiHng address, city, state aadzipj/

18.SSN:<

21. Name of physician or health-care professional: '[)<-. l-^-(Xi.-(^AJ^U.yn

19. Dept: ^ ^ p^ ^ l<i&JW3." ^&w(-&&6'

23. Were you hospitalized overnight as an inpatient? jS.No D Yes

24. Were you treated in the emergency room? D No INYes

ZO.WorkPhone; ^3-^36'-&^i\

22. ff medical treahnait was given away &om the worksite, print name

and address offecility:

h/ \A
25. By my signature, I am giving notice of a claim for workers' compensation benefits. The above information is tme to the best of my knowledge and belief. I

'•orize health care providers, insurers, self-insured employers and claims adimmstratois to release relevant medical records and claim records to the workeis'

ipensation insurer, self-insured employer, claim admiaistrator, 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 of of injuries to the same area of the body. A HIPAA authorization is not required
(45 CTR 164.512(1)). Release offflV/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 ray signature and under penalty of law that all information I have given is frne and contains no false statements and/or

misrepresentations^

27. Completed by
(please print):

Employer
Complete the rest of flu's 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 ,4 I,

Business name:

32. If worker leasing compafiy,

List client business name;

sâ ..phon. 5Z)S/53^S5cW

'"SSSS 461 5.^1mt 6t- ^fi.sber? Oe.91iy>

31. FBIN: 93-6002221

33. Client FEW:

36. ^)i & ,^h^ ^/\)&u)l^/ Ot ^.W^
38. Street address, city, and

State where event occuired:: i4wif^^ ^S-^^^t^^ Q^-
39. Was injury caused by failure of a macirihe or product, or by a person other than the injured worker? D Yes

41. Were other -wySssfS, injured?

DYeI
42. Did injury occ.ur dupng course and scope of job? ^

D Ui&nown'>S¥gs D No

44. Date employer knew of claim:

LLL
10''

jdl
3. Retuni;to=woTfe^(afus: D Not returned

4,—J—,^, .,-; t.

w\. 46. Date worker hired:

/i^nL
••.//^///OModrModified Date:

35, Insurance

policy no.:

37. Nature of business in which worker

is/was supervised:

j/i^n/^/a/ SDJ^VW^^
40.NCCIcode; "~7 7^0

43. OSHA 300 log case;?:

47. If fatal, date of death:

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

and wages? D Yes D No

51. Name, title and ^i60&<i{^ •3~' (=)?&i/l / fiffZ. j/yWWt^tV
phone (print); 5Z>5'-^~?-/3-^/ 52. Date: //^///

x801 1/05

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



r,y Attorney
503)537-1206

;ity Manager
503)538-9421

115 South Howard Street
PO Box 970

Newberg, Oregon 97132

INCIDENT-REPORT
(TO BE COMPLETED BY CITY STAFF)

DATE OF INCIDENT:' /°^-//

, NAME OF PERSON REPORTING INCIDENT:
f CITY DEPARTMENT: Po//^&/

NAME OF INJURED PARPf OR OWNER OF DAMAGED PROPERTY:

ADDRESS:
TELEPHONE'

EXACT LOCATION OF INCIDENT (BE SPECIFIC): H-u^g Al£? / 6/4,^^ A^ ^

BRIEFLY DESCRIBE EX4CTLVWHAT HAPPENED: Q^
•ttJ^n«t.

<a^ iJiD tevfs'-T..

^8- f^J^,<.

\-eJ^,^n.

^J

A

CtO./e^ia

^ ^
5^y^c k

^yL

£^t

J-^j^4^

iU ^-
~3~

Cwy^

' h5

.js&jSfe£l

p.. ^if^js 4-^
T

^la-c

,^r|
JSKL

^J"^r

^S'k AA<

m.

Li-s

^Gri^

A.

_gL^_B<L

^J °K •

•^0 d^6

•^f^r c3 .

2. /^7<-^^r^l3»

TO WHOM WAS INCIDENT REPORTED- C^Q kg_^ DATE REPORTED: /- ^/ ^ I i
POLICE CALLED? "^5 F!RE DEPT. CALLED? c^

NAME OF WITNESS(ES):
Name Telephone No. Addres_

R:\FORM5WC1DENT. WPD Page I of 1

® CITY ATTORNEY'S OFFICE; e-mail: nleeal®,ci.newbere.or.us Fax: 537-1277 •

Building: 537-1240 9 Community Development: 537-1210 9 Finance: 537-1201 9 Fire: 537-1230
Library: 538-7323 • Municipal Court: 537-1203 9 Police: 538-8321 C Public Works: 537-1214 • Utilities: 537-1205

Ivfunicipal Court Fax: 537-1277 ® Community Development Fax: 537-1272 9 Library Fax: 538-9720

"Working Together For A Better Community-Serious About Service"



Safety Equipment/ Personal Protective Equipment In Use At Time ofAccident/Incfdent:

^o^L' bp.l4-\^
Describe y/hat happened (include sequence of events; equipment, materials, and substances being used;
an4 environment--PLEASE BE SPECIFIC): Ofe^r^^^^^^< ^^Ay//,°/ ^/< /o<^//^ c=^
o,/»\<3) QiJ^&!«tM&^_ C^. 0 4-t^fl -te ^.'s^S-L <^ j/tf'ri^-y^iA" ?4- 0.e:'i'rW%A i^c'X en^j-L^ tfij ?.»4 4.53-

i^v\^ -^/^S^, ./^- ij?<&< 'S^ruc.k hu ^\ <l.^t cJUcJi ^o.c/ ^>A^^, ^//(^cJjQ;^.
~=3

How long have you been doing this particular job?: LJy\,e- UCCLcT.

Have you had any similar incidents in the past? Yes , QSo^_, (Tf yes, please
describe by mcludmg date, -type of incident, and if any action was taken):

Have you injured this part(s) of your body previously or .is there any pre-exisfmg coadition that could
affect the injury? Yes _ (NgJ ' < ' (if yes, please explain):__

What do you think can be done to prevent this incident from reoccurriag? . •

To Be Completed By Employee's Supervisor:

Why did the accident/iacident happen or the condition esist? .I" ^z w, ^ ,/ijj-^A..

<?. .„ .

7haf could have been done, or should be done, to prevent this accident/iacident?: /^/<?y^-
^"^ert^an <

Have there been accidents or incidents in this same activity? Was action taken? A}ci-

** ^Please Provide Witness Information On A Separate Piece of Paper* Ji*f

Employee's Signature: C ^-^~/'~^^^^=^^——^ _ Date: _^/^T^2^/^_
Supervisor's Signature; ^//mi/-4—/^^-— _\ _ Date: _/^_^

Risk Manager's Signature: / _ Date;

• SAFETY COMMITTEE EVALUATION OF ACCIDENT/TNCIDENT
Corrective Action Needed:

Corrective Action Assigned To (if applicable):

Date Corrective Action Completed;

Committee Recommendations:



Safety Committee IVIeeting Minutes
January 5, 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 :

MDTION#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
• Risk Management grant application is ready to be submitted
• The new handrail at the library has been installed

NEW BUSINESS

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

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

® Incident reports were discussed

Meeting adjourned at 1:52 p.m.

Safety Committee Meeting Minutes
.fw)nnf'\} 5 ?/)// Pnvp I



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:

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

New Business:

• Set Date for Wellness Fair - Current dates PSB Room avail in April are 7th, 13th, 14th, 20th, 2 1st, 27th

• 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 ah-eady 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:OODm

Safety Committee Agenda
.fnr)nn^\> ^ ?/)/ /



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: 0 J^I/"

1^^.^ ^
• Update: Andy/Becky - Risk Management Grant application status ^} | f/v/,/-f)j/i-^ j ^

New safety railing at Library has been installed. '" ]/ (j^' r<%'New Business: ^ ^ u ^^
^"' .'^~

• Set Date for Wellness Fair - Current dates PSB Room avail in April are 7th, 13th, (l4tl) 20th, 21st, 27th

• 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. ^Uh ^?6f- ^U^ - ^r 5^7^ aSd(£ ^^•S-

Vests are ah-eady 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 N^D - Keyboard
- ^^^i^\<^^^
Ergonomic 'station review / Chair - IT Dept

Reports from Departments:

Adjourn 2:00pm

Safety Committee Agenda
.Jminmv I Wll



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. (JVIinimum 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 HSAFETY COMMITTEE MEMBERS 2011,doc


