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. NULICE TO EMPLOYEES : U.S. Department of Labor
Defense Base Act , Employment Standards Admimstration
Office of Workers’ Compensation Programs

Enmpl .. .
MPOYET - Choctaw Archiving Enterprise

This employer is insured to provide compensation benefits (including medical and hospital care) to its employces, or monetary benefits to cligible
survivors, in case of work-connected injury, occupational iliness or death, in accordance with the provisions of the above law and rules of the Office
‘of Workers® Compensation Frograms.

« NOTIFY YOUR EMPLOYER IMMEDIATELY. If possiblc, complete Form LS-201,
Notice of injury, available from your employer. You should give notice of injury to
The following person(s):

. WHAT : Df d Ca ("( ] D
TO DO 210} West A a UeanT, Dk
WHEN Phone : SRO-9o4-R8D ext. 3130 Fax:S80
"~ » MEDICAL TREATMENT. Request authority (Form LS-1) from your employer for
INJURED ‘treatment by the physician you choose. “You may not select a physician that is not
AT WORK autharized by the Office of Workers' Compensation Programs to provide medical
’ care under the Act.. Your employer has a list of physicians who are not authorized
in an emergency or if unable to contact your employer, go to the nearest hospital
or physician, but be sure to let your employer know as soon as possible.

»  DISABILITY. If you are disabled more than 3 days, contact your emplayer or the
insurance company indicated below for payment of compensation, payable 14
days after your employer has knowledge of injury.

¢ IMPORTANT!I The law requires you to give written notice of injury (Form £.8-201)
to your employer and to the Office of Workers’ Compensation Programs within 30
days, Additional lime may be allowed for certain hearing loss and occupational
disease claims, The address of the Office of Workers' Compensation Programs

. District Office for (hi is:
Richﬁ?gmé{'ﬁb T E ??? District Director
U.S. Department of Labor ESA/OWCP/DLHWC
201 Varick Street, Room 750

P0.Box. 249 .
‘ New—Yark, NY¥-10014-0249
: E ) For Further Azsistance and information.
Insurance Carrier for This Employer: On request, the Office of Workers’ Compeasation Programs will explain benefits and

"| proceedings under the above Act. In addition, the Office of Workers' Compensation
Programs will inform employees receiving compensation about medical and
vocational rehabilitation services, and will assist in obtaining such services.

Name
Fidelity and Casualty Company of New York

Address :
180 Maiden Lane, New York, NY 10038

Telephone S

5 : 1-888-262-0042

olicy Numbe Expiration Date of Polic
bBA 25 727 4735 May 25, 2005 - October 01, 2008

Authorized Signature for the Employer : Date Signed

This Notice must be posted and malintained in a conspicuous place in and about the place of buslness. (33 U.S. C. 934)

Important Notice
Section 31(a)(1) of the Longshore Act, as extended to the Defense Basc Act, 33 U.S.C. 93(a)(1), provides as follows: Any claimant or representative
of a claimant who knowingly and willfully makes a false statement or representution for the purpose of obtaining a benefit or payment under this Act
shall be guilty of a felony, and on conviction thereal shall be punished by a fine not 1o exceed $10,000 by imprisonment not to exceed five years, or
by both. : .
Form LS-24) (OR)
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or Occupational iiiness

(Soe instructions an raveres - Leave iems 1 and 2 blank)

.

Employmant Standards Adminisiration
Otfice of Workers' Compensation Programs

P 03/06 F-T50

A

+5809245764 T-904

OMB No. 1215-0031

1. OWCP No.

2. Carrier's No.

3. Dee and Time of Accidant
Mo. ~ Day v
t [ 1
t [ [}

Hour
AM

PM

4. Name af Injured/Deceasad Employee (Type or print - first, M.1., last)

Telephone

5. Employee’s Addres;; (No., siraet, city, ;tala. ZIP code)

‘6. Injury Is Raported Undar the Following
Act (Mark one)
A D Longehore and Harbor Warkarg
Compensation Act

7. Indicate Whare injury Occurred
(Langshore Act onlg (Mark one)

A [

Aboard Vessal or Over Navi-
gable Waters

8. Sex Q. Dats of Buth

(Iwm Or

10. Socisl Security No. (Required by Law)

8 [] pefense Base Act 8 [ Plarwhart [ ] [ ] ! | l |
e D Ory Dock 11, Did Injury CauEIDenm?
i ~If yes, §kip to 18
o} Nonappropriated Fund instru- D Marine Terminal No Yes - If yeg,
D mentaiitles Act D rine fem 12. Did Injury Cause Loss of Time Bayond D Yes
E E] Building Way Day or Shift of Accident? n D ;
i No
D Outer Continental Shalf Landz | F
a Act O marine Raimay 13- Date C“d Hour Employes Mo, Day vr. Hour
i ret Lost Time
G (] Omer Adjoining Aree beAregitic iy Do : AM
. . 1 i ! ! PM
14, Did Employee Stop Wock D ves |1S. '%awoa(r;d Hour Employea Returned [16. Was Emplayea Daing Usual Work When D Yos

Immadiately?

D No

Injured/Killed? (If no, oxplain in itern 2€)

DNO

17. Did injury/Death Occur on
Employer's Premicas?

[Jes
D No

18. Dept. in Which Employea Normally Worke(ed)

18. Occupatlon

20. Date and Hour Pay Stoppad

21. Whic¢
(Mark (X) days)

h Days Usually Worked Per Weak?
S M T w T

F

22, Date Employar ar

Forn Firet Kna
u?Aca L) "~

S .

23. Wages or Esmings (Include
ovartime, allawancas, eic.)

8. Hourly 3
b. Dally s
. €. Weakily '$
da. Yearly . $

24. Exact Place Where Accident Occurred (See instructions
on raverse), This itam should specily area If accldent
wag in maritime employmaent and occurred in area

adjoining navigable waters.

—

25. How was Knowiedge of Accident or
Occupational llinese Gained?

26. Describe in full how the acelident occurmed (Relate tha svents which rasulted In 1Ne injury or occupational diseass. Tell what tho

Injured was doing at the time of the accident. Tell wha
how they wers involved. Give full details on-all factor:

1 happenad and how It happened. Name any objacts or substancas involved and téll
s which led or contributed 10 the accident.)

(Use additional shaey(s) If required and atrach to this report)

(Name pan ol

- 27.Nature of inju
-?ac(ured lan log,

¥
bady affecte :
truisad right thumb, erc.) !f there |
wis amputation of a mamber of the |
i
]
]

body, dascribe.
28. Hae Medical Ananti .295 o] { Authorizan Flret T 3L H
. adi antion Yeos |<3. ENar Date of Authorizanan 30. was Flrst Troaling 1. Has insurance
Baan Authorized? E Phyzlcian Chasan D Yas Carrier Bagn D Yes
No by Employee? (I Ne|  Rotifiea? ™
> Name Address - Enter Number, Streat, City, State, 2IP Code -
32. Physician .
i
33 Hosplal |
:
34 ngurance Carrier ¢
[l
]
]
35. Employer )
i
38. Natura of Employer's Business 37. Signalure of Persan Authorized 1o Sign for Employer
38. Official Titla of Parson Signing This Repon 35. Date of This Repon
Form LS-202

WC T750d (1 0-98) UNIFORM INFORMATION SERVICES, INC

Rev, Oct. 1958
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This repant is 1o be filed in duplicate with tha District Director in
tha apgroprigle district office of the Offica of -Workers’
Campensation Programs and Is required by 33 U.S.C. 830 (a).
Flle form within 10 days from the date of injury or death or
from the dale the employer first has knowledge of an infury or
death. Under the law all medical reatment and compeansation
must he fumished by the amplayer or its insurance company.
Treatment must he hy a physician chosen Uy the employee

+5808245764 T-804 P.04/06 F-T50
unlass the physician s on & ust of pnysicians currently not
autharized by the Departrment of Labar 10 render madical
care under tha Act. Compensatlan payments become dua and
ars payable on the 14th day afer the amployer flrst has knowledge
of 1he injury or death. Penalties may be charged (or failure to
comply with provisions of the law. The information will be used to
detarmine antitiermant to bendlits. Persons are not raequirad o
respond to this collection of Information unless it displays
a curently valld OMB control numbaer.

allaged lnjury or death.

REPORTABLE INJURY - Any accidental Injury which causes loss of one or more shifts al work ar daath allagedly arising out of and
In the caurse of employment, including any occupational disease or infection halieved or allegad (o have arisen naturally out of
such amployment, or as a natural or unavoldable result from an accicantal Injury. If (he employer conwaverns the right to
campensation it must also file a notice of contraversion with (he Disirlct Dlrector within 14 days afler it has knowledge of the

. Itam 6 - A, Longshore and Harbor Warkers' Campensation Act
covers employaes injured while engaged in maritima
employment upon the navigable waters of (he -United Statas
(including any adjoining piar, wharf, dry dock, temminal,
" building way, marine rallway, or other adjoining area
customarily used by an emgloyer in loading, unloading,
rapalring, oc building a vessal); -amplayeas injured upon the
navigable waters of tha United States and othar described
arans who at the time of Injury wers engaged In marltme
- amployment and are not otherwise specifically excluded under
the Act (33 U.S.C. 902).

. ODafanse Baso Act covers any employment (1) at militacy,
alr, and naval dases acquired by tha Unltad Statas from foreign
countrles; (2) on lands oceuplad or usad by the United States
faor military or naval purposas outside the coatinantal limlts of
tha Unlted States; (3) upon any public work in any Territary or
possesslon outside the comtinental United States under a
conract of a coawactor with the Unlted States; (4) under a
coafract enterad into with the United Siatas whare such
cantract Is to be performed outside the coacdnental United
States and at places nat within the areas described in (1), (2),
and (3) above for the purpose of engaging in public work: (5)
undaer certain contracts approved and financad by the Unitad
Statas under tha Mutual Security Act of 1954, as amanded; and
(6) in the sarvice of Amarican employers providing welfare or
simnilar services for the banefit of (na Armed Forcas outside tha
Contineatal Unitad Statas.

C. Nonappropriated Fund Instumentalitles Act covers
amployees of nonappropriated fund Instrumentalities of the
Armed Forces, e.¢., post exchanges, matlon plcture sarvice,
ec,

D. Outar Continental Shelf Lands Act covers emplayees of
private amployers sagagad in operations conductad an the
Outar Continenmtal Shelf for tha purpasa of exploring for,
developing, remaving, or transporting by pipeline the natural
resources of submergad lands.

ftem 24 - "Exact place where accident accumed” raquires the
nearost siraet address, city and town. In addition -

. If on a vessal,
Give place on vassel where injury happenad (Deck hotd,
twaaadock, engine room, atc.) Name of vessal

. If aither on an adjoining pler, whaet, gry dack, terminsgl,
building way, marine railway, or other area customarily
usad in lodding, unloading, repairing, or building a
" vessal

Nama or number of plar, dry dock, marine raliway, efc.
Name ol the temminal or shipyard
Naarast street addrass - Clty and State

. If an mitltary ar Dafansa Base,

Give axact place on basa whera Injury happaned
Nama of base
Location of hase - town or. country

. If on tha Outer Cantinental Shelf,

Giva drilling site and block nurmber

Araa nama (9.g. Wast Delta Acea)

Fadacal Lease Number, Stata Lease Number
Distance from.and name of nearest fand,
name of State

NOTE: FILING THIS FORM DOES NOT CONSTITUTE AN ADMISSION OF LIABILITY UNDER THE COMPENSATION ACT. Any
omployer, Insurance carrler, or 2elf-insured emplayer who knowingly and will{uily falls to submit this repoct when
required or knowingly or willfully make a falte statemeat or mispresantation (n this report shail be subject to a clvll
penalty nat 10 exceed 10,000 for each such (ailure, refusal, false statement, or mispresentation. [33 U.5.C. 330(e)] This
repart shall not be evidence of any fuct atated hersin In any proceeding [n respect ta any such lajury or death on
.account of which the report Is made. {33 U.5.C. 330(c))

Publlc Burdeo Statemant

We estimare that it will take an average af 15 minutes to complate this callaction of informatlan, including tima for reviewing instructions,
searching existing data sources, gathering and maintaining the data needad, and completing and reviawing the coltection of information. If
you have any comments ragarding thasa estimates or any othar aspect of (nis collectian of infarmation, including suggestians (or reducing Inis
burden, sand them to the U.S. Depanment of Laber, Division of Langshere and Harbor Warkers* Campensation, 200 Canstitution Avenus, N.W_.
Washington, 0.C. 20210. DO NOT SEND THE COMPLETED FORM TO THIS OFFICE
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Part B - Atteading Physician's Report af Injury and Treatment :

Instructians To Physician: Thiz initial report shouid be completed and submitted within 10 days. Mali the ariginal to the
District Director (see Item 12 for address), and a copy to the company listed In itam 13. Subsequent repors should be made
rogularly on form LS-204 and/or in narrative form while the employee iz In your care. Please read Itam 7 on the front of this
form. Your Soclal Security Number is voluntary and is used for ldentification purpaaes only.

4. what history of injury or disoase did employee give you?

15. Is there any history or evidenca of pre-existing Injury, disasse, o¢ physical impairment?
CInNo [ vyes - Pleasa dascribe '

16. What are your findings (include rosults of x~ays, labaratory tests, otc.)? 17. What is your dlagnasis?

18 Do you believe tha candition lound was caused or aggravated by the employment activity dascribed? (Please explain your answar if thare is
daubt.) . .

{Jves [ No
19a: Old Injury raquire hospitallzation? ] No [T] Yes - Complete b, ¢, d .20. Is additional hospltallzarlon
. : . required?
h. Name af-hospital . : :
c. Date admited {Month, day, year) O ves (N
d. Date dischargad
21. Surgery (il any, describe typa) 22. Date surgery performad
. (Month, day, year)
23. what type of freatment did you provide other than haspitalization or surgery?’ 24. What parmanent affects of the
. . o : injury, if any, do yau anticlpate?
25. Date of flrst examination 26. Data(s) of trealmant ) ] 27. Date of discharge {rom wreatrneat
{Month, day, year) - (Manth, day, year) . {(Month, day, year) -
28. Perlod of disablllly (If tarmination date unknown - $o indicate) ’ . 29. Date employee abla Jo resume work
(Month, day, year i . - (Month, day, year)
Taral disability: . From To ' - (3 7o tight work
Panlal disability: From ., To : ' [ Yo regular work

30. If employee is able to resume wark, has he/she beon advisad? L D Yes - Furnigh date advised (Month, day, year)
. ' v " ' !

[

31. Il employee Is abla 1o rasume only light warlk, indicate physical limltations and the type of work which can reasonably be performed with
thasa limitations. : )

32. Remarks and recommendation for future care, If Indicated.’

33. Do you speciallze? [_] No [7] Yes-Staw speclalty

34, Slgné(ura and typed name of physician 35. Addross (No., stresl, clty, state, ZIP code) 36. Physician's soclal security numbar -

37. Date of this report(Montn, day, year)

38. Medical bill (Charges far your services may be presented |n the space belaw or on your billhead stationery.)

Date or ) o ! : Qty. Unit price Amount
periad of | Sarvices and supplies must be itamized of
trealment No. | = Cest Per $ ¢

- Tolgl ===
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T LR S et RN A

Employment Standards Adminisation’

C *
Treatment - ) i ce of Workars' Compensation Programs ) “)/
| OMB No. 1215-0066

" Pant A - Authorization

instructions to Emplaoyer. This side of the torm must be compi.gied In full, 1. This Autnorization s for
and authorizas a physician of the emplayee’s cholce (*See hem 2 below) examination and/or

to axamine and/or treal an employsa, covered by the Faderal workers’ troatment under the
compensation act marked In the box at right, for aceidental Injury, iliness or Workers' Compensation
dicgasa arlsing out of and In the course of amployment. . Act marked below:

Mark alther Dox A.o¢ B In item 7. The original and at least two coples of this A O Longshoré and Harbar

form are 10 ba glven to the physician. The physiclan is o complete the

madical repont and the Iinltial bill on the reverse, sanding within ten days the Workars' Compensation Act

original of the report to the District Diractor and copies to the insurance | g [OJ Delanse Base Act

compady ar employer named In item 13. Subsequent and ragular follow-g:p

repons should be submired by the physician on Form LS$-204 and/or In 20003

narrative reports, whanavar requested. . . ¢ l':\z?mfnpen?arl‘i?i(:sd f C‘;"d

An ampl may not salect a physician who Is currently nat autherized b : )
mplayee may pIvsIC M Y 0 O outer Continental Shelf

the Departrnent of Labor to provide medical care under the AcL Lands Act

Persons ara nat required 1o respand, to this collection of Information untess It
displays a currently vaiid OMA control number. The Informatian collectod will be
usad to supervisa the medical care renderod to Injured employoes and
furnishing the Information is mandatory (20 CFR 702.419). ’

2. Neme end address of physiclan or medical facility authorized to provide medical sarvice
*(The tarm “physliclan” Includes dactors al medicine (MD), surgeons, podiatrists, dentists, clinical psycheloglsts, optamevists, osteopathic
practitionars, and chifopractors. Payment for chirapractic services is fimited to chargas for physical examinations, relaisd |abocatory tesis,
x-rays to diagnose a subluxation af the spine, and reament consisting of maniputation of the spine to correct a subluxatlon demanstrated
by x-ray. Sae 20 CFR 702.404) : .

9. Employee's name (Last, first, middle) 4. Date of injury (Month, day, year) . | 5. Occupation

6. How aceidant or lfinass occurred

7. You are authorizad to provide medical services to the employee as fallows:

A O if you believe the eondilion is ralaled to the injury, of the embloyee's occugation, fumish offico and/or hospital treatment &s
nocassary for the.effacts of this Injury. ) ' : : '

B8 3 1f you are in doubt as to whathar the condltion(s) found on sxamination ls ralated 1o the Injury, you are amnorizad to examine the
employee, using Indicatad nan-surgical diagnostic studias, and should prompily advise thasa listad In item 13 whather you believe
the disabllity is due ta the alleged Injury. Pending furthar advice you may provide necassary consarvative treatment. .

You sre vequested to submit u written rapart of ficst treatment within 10 duys to the District Director at the Offica
named In item 12 balow (Seo back of this form for instructlons ac to medical report and the submisslon of your charges).

8. Signatura and title of authorizlng officlal (Sign all copies) 9. Name and address of amployar
10. Telephoone (Area coda and lacal number) : 11. Date autharized (Month, day, ysar)
12. Send ane copy of your repon ta: 13. Name and address af insuranca carrier or saif-insured

amployer 10 wharn blll and capy of raport are o be sant
U.S. Department of Labor

Employment Standardx Adminixtration
OHice of Workers' Componsation Programs

Public Burden Statement

Public reponling burden for this collection of information is estimaiud to avarage §S minwtes per responsa, Including time lor reviswing
[netruttions, searching existing data sources, gathering end maintaining the data needed, and completing and reviewing the collaction of
information. Send camments regarding thie burden estimaie or any other espact of this.collection of lnfarmation. Including suggestions lor
reducing this burden, to the U.S. Deparmant of Labor, Division of Longshora and Harbor Warkers' Campansation, 200 Conetilution Avenue,
N.W,, washington, D.C. 20210. DO NOYT SEND THE COMPLETED FORM TO THIS OFFICE .

. ) . Form LS-1
WC 7560b (5~3B) UNIFORM INFORMATION SERVICES, INC. Rev. May 1998



