.

guitty of 3 feiony.

[Stats of Camarnia 5 :
e Thenr o ACCLAMATION tNSU\%ﬂ}S?_&;)\;ﬁNA GEMENT SERVICES OSHA CASE NO.
OCCUPATIONAL INJURY OR ILLNESS PO Ben 38160
FRESNO. CA 03729 fataury  [J
Any persan who makes of causes (o be made any California law requires employers 1o report within five days of knowiedge every occupational injury of iiness which results in lost ime deyond the
k v ..,‘. taise or fraud material . o date of the inciden! OR requires medical realment beyond firs! 2id. if an employee subsequently dies as a resull of 2 previously reported injury or
p for the purp 9 or filness, the employer must file within five days of knowledge an amended report indicaling death. in addition, every serious injury, iiness, or death

denying workers compensaticn benefits o pryments s | ) v renaried immediately by telephone of lelegraph to the nearesl office of Uie California Division of Occupalional Safety and Health

18. GROSS WAGESISALARY

39, OTHER PAYMENTS NOY REPORTED AS WAGESISALARY (e.g. tips, meals, ovariime, bonuses, elc.)?|

e -
1. FIRN NAME fa. Policy Number Piease do not use
OIIN _CO. MOSOUITO & VECTOR CONTRQIL DISTRICT this cotumn
£ MAILING ADDRESS: [Number, Street. City, Zip) o 23. Phono Number
w7 SOUTH AIRPORT WAY CASENUMBER
% 7759 sSOU STOCKTON_CA - 95206 409 _982-4675
T TOCATION 1T differant from Malling Adoress (Numbar, Streel, City and Zip) 3a. Locaticn Code
(] OWNERSHIP
; 4. NATUI Hi s o.4.. Painting conlractor, wholesaie grocer, sawmill, hotei, ste. £, State unempioyment insurance accl.no
R
MOSQUITO CONTROT,
6. TYPE OF EMPLOYER:
[ [ [ Jm [ o Llecomnecisl oige. >
. DATE OF INJURY / ONSET OF ILLNESS [8. TIME INJURY/ALLNESS OCCURRED 4, TIME EMPLOYEE BEGAN WORK 10. ¥ EMPLOYEE DIEC, DATE OF DEATH {mmvddlyy)
i P RS (P P 7230 Av »u OCCUPATION
{1, UNABLE ONE {42, WORX ¥ o
i AR TERDATE OF BuURY? | > DATE LAST ED (mmiddiyy) 3. DATE RETURNED YO WORK {mevddyy) 14, STILL OFF WORK, CHECK THIS BOX:
T gl e g 1/25/05
15, L WA EOFi16, RY BEMNG CONTINUED? 17.DATE OF EMPLOYER'S KNOWLEDGE /NOTICE OF |38, DATE EMPLOYEE WAS PROVIDED CLAUN FORM SEX
NJURY OR LAST e [ Jwe INJURY/LLNESS {momiddiyy} FORM (mmiddiyy)
oavworkeo? fiz]ves [ o a S
79, SPECIFIC INJURY/ILLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSIS ¥ availabie, ¢.9.. Second degres bums on night mm%‘gﬁ%w. leadpoisanlng =7 = VIEE AGE
t
N A |
) [70-LOCATION WHERE E . City, Zip) 202. COUNTY 24. ON EMPLOYER'S PREMISES? DAILY HOURS
u R Yes DNo
- District ward San Joaquin
27, DEPARTMENT WHERE EVENT OR EXPOSURE OCCURRED, e.g.. Shipping depadtment, machine shop. . Other Workers injured or i in
a os No DAYS PER WEEK
24. EQU‘PMENT, MAiéw AND CHEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPOSURE OCCURRED, &.g.. Acetyiene, weiding torch, farm tractor, scaffoid
O
R
weeds WEEKLY HOURS
75. SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, ¢.g.. Welding seams of metal forms, loading bexos onto truck.
: XHXXHEXAREXNYX Standing and jumping on the weeds to pack
.| them down in garbage dumpster. WEEKLY WAGE
L. [36 HOW INJURYALLNESS OCCURRED, DESCRIBE SEQUENGE OF EVENTS. SPEGIFY OBJECT OR EXPOSURE WHICH DIRECTLY PRODUCED THE INJURYELLNESS, e.g.. Worker stepped back lo inspoct work
N | and slipped on scrap material, As he fell, ho brushad againat Iresh weid, and burnaed right hand. USE SEPARATE SHEET IF NECESSARY
=
S COUNTY
s same as above
27. Name and sddress of physician (number, street, ci('y. 7ip) D)£ x ROS imﬁn i l 279, Phone Number NATURE OF INJURY
Dameron Occupational Health Services
525 W Acacia St Stockton CA 95203 209 461-3196 #3
28. Hospitalized 8s on inpatient overnight? @No Dm If yes (hen, name and address of hospital (number, strees, cily, zip} 28Ba. Phone Number
PART OF BODY
29. Employee (reated In emergency room?
Ciw | =
(ATTENTION This form ins fnf d {attng to employee health and must be used in a that g ts the fi iality of employ to the extant passib SOURCE
while the Information Is being used for occupational safety and heaith purposes. See CCR Title € 14300.29 (b)(6)-(10} & 14200.35(b)(2){E)2.
HNote: Shaded boxes indicae us listed in CCR Title & 14300.3MbHIHEIZ".
30, EMPLOYEE NAME 2 31,SOCIAL SECURITY NUMBER | 32 DATE OF BIRTH {mm/ddlyy)
EVENT
Tiffany Anderson 549-23-5133 08/22/70
33. HOME ADDRESS (Number, Street, City, Zip) 33a. PHONE NUMBER
L % . L SECONDARY 50OURCE
“1830 S Hutchins #304 Lodi CA 95240 209 333-1037
L | 34.86X 35. OCCUPATION (Reguiar job title, NO iniials, abbreviations or numbers) 36. DATE OF HIRE {nonfddlyy)
ot fhale Femile  |Mosquito Techpician T s‘wl/uo o
. U A 1]
E 37. EMPLOYEE USUALLY WORKS 37a. iMP;I;SYm:TATUS D e POLeY WHERE WAGES ASSIGSEO
E| 8  hoursperday, 5 daysperwesk, _4 ()  lolal weskly hours % R D
temporary seasonal 3 7 I
dalaries/wages EXTENEOEILRY

$ 1421, pi-weekly e [
Complsted By {type or print} “ISignatura & Title Date (mm/cdiyy}
Carol Aksland Q\Lo)\.e/Q_, Q}_&u&c\*’ D\ |-2b-05
« Confidentia information may be disciosad only fo the empidyes, lormer employee, or their p | repe talive {CCR Tille 8 14300.35), to others lot the purpose of p g a workars’ comp lon or other
clalm; and under certain circumstances 1o 3 public health or law enforcement agency of 1o 2 ftant hired by the empioyer {CCR Tille 8 14300.30). CCR Tile & 143¢0.40 requires provision upon roquest to certain slals and
federal workplace sofety agencies.
FORM 5020 {Rev7) June 2002 FILING OF THIS FORM S NOT AN ADMISSION OF LIABILITY

DISTRIBUTION: WHITE=WORKERS' COMPENSATION » CANARY=WORKERS' COMPENSATION « PINK=PERSONNEL DEPT



