SUPERVISOR’S FIRST REPORT OF INCIDENT / MISHAP

PLEASE PRINT — COMPLETE ALL ITEMS IF DWC —1 FORM SUBMITTED TO WORKERS’ COMP- SUBMIT IMMEDIATELY
COMPLETE HIGHLIGHTED ITEMS TO DOCUMENT FIRST AID INCIDENT ONLY

Classification: Parking Control Rep

. Employse:  Joe Williams Depl/Div: PW/Parking Services
||Address City/Zip: Home Phone:
. Bithdate: / / Age: Mo FO Date of Hire: f Shift: Day {1 Evening [ Night 1 _

Dale of Incident: 5/31/12 Time of incident: 810ﬂ\M) PM Time reported to work: Date:

5/31/12

Time: 8:306&9 PM

Date Incident Reported:  5/31/12

Reporl.ad to Whom? Security Guard and Arlene Armendariz

{lacatian of Incident: City Hall parking structure stairwell at main entrance.

Fall from stairs, / obstacle / elevation

[0 Defectlive equipmant i. Fall on floor / surface

f Ak ']Ih'ype of Incident:  Injury X’ Property Damage 1 Equipment Damage Vehicle Collision Near-Miss L:

. [(1) Was employee given 1* Aid Yoss No (2) Was treatment refused by employee Yest. Noyw

' |Notify Workers' Compensation for “YES" answers to items #3, #4 & #5

. |(3)Was employee sent to:  Emergency Room  Yes No T Name of Hospital Riverside Community Hospital

: Preferred Clinic  Yes & No ) Name of Clinic

ety Pre-designated Physician Yes™ No Name of Physician

foima Other

TR i {4) Was employee admitted to hospital Yesi: No?( (5) Fatality Yes i No%

g | pid employee wear protective equipment Yes}( No . List equipment used:

S

— | Part of Body Type of Injury (check)

| L No ln]ury J Reaction to foreign substance/object 73 Contusion racture
(=) 2 Puncture 7 Burn . Amputation
EE ; L N I Loss of Consciousness I Sprain / Strain T Laceration
@@ | W 2 Chemical Exposure i OPIM Exposure

o i Other

@.5 '€Fncldant Cause (check)

” &  Act or procedure < Injury from falling objects £: Back injury from lifting

i Improper use of equipment / instrument

17 Horseplay ’ Repetitive Mation
| -
=% uOther
— |Witnesses I s
o= 1)Name ~Jo N FE/NE Dept/Address: { MM . DE;Z, ‘5&& D Ly Phone: X S 770
W- | 2)Name: Dept/Address: Phone:
._I : =T ‘_
@5 ] City Vehicle Information: Year/Make/Model Type Vehicle Asset#
==L Headlightson: YesZ NoC Warning Lights on:  Yes . Nol Turn signals used: Yes (i Noli Homused: YesT NoD
i [Seatbelts Worn: Driver Yesi! Nol Passenger YesZ Nol Paolice Report # Reporting Agency
‘|Other Vehicle Informatian: (if applicable)
: ‘Driver Name: Address City Phone
. |[Driver's License # Vehicle Year/Make/Model Vehicle License #
finsurance Company & Policy #
> Damages: List all damage to property, equipment and/or vehicles
) ,IEQJQQQ.GQHQT!{Q!!-?RGM at time of Incldent:
~ Envirgnment (Internal / External) Equipment / Materials
" pASunny Rain i Tire condition i Lights inoperative (- Lubrication 75 Corroded
. /11Brightsun/glare riNight i Belt condition [ Insulation failure i Belt adjustment ©: Leaking hose / fitting
| i 7 Dusk / dawn (7 Improper adjustment £ Loose / missing hardware 1 Guards defective / missing
1 Windy 1 Other Jlncorrect tool i Defective materials 2 Incarrect materials
1 Hot or Cold ~ Improper design / type 1 Other
Facility Personne|
- Layout of equipment 1. Floors wet / uneven . Fatigue i Insufficient training = Improper work practice  _: PPE not used
Housekeeping .. Ventilation i Action of other(s)  :: Other
Lighting .. Other
Form No. 1210.041 (8/03)




SUPERVISOR’S FIRST REPORT OF INCIDENT / MISHAP
ATTACH ADDITIONAL SHEETS OF PAPER AS NEEDED FOR NARRATIVES

Employee statement on how incldent occurred: 7 check box if statement is attached

S6r ARSI

Employee statement on how recurrence could be prevented: ¥ check box if statement is attached

SPLOVES SE6TIoN

| Describe in detail what employee was doing at time of Incident (what, how, why): [ check box if statement is attached
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Describe what act / conditiog{s) contributed to the incident (i.e. improper use of equipment, wet floor, etc.): I check box if statement is attached
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| Supervisors conclusions: | check box if statement is attached
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Supervisgrs rcommendation(s) to prevent recurrence: (Type of training, repaiffeplace &juipment, ef€.) = check box if statement is 4ftached
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P23

Employee's Signature: s — Date: 4 /4£/r2

-

Supervisor's Signature: ,}L‘———\ Date:

Superintendent/ Manager Signatu __A,::_g; Q Date:

Distribution: City Safety Officer (Original} Safety Officer will route copies as needed
Department / Division (File capy)




PCR INCIDENT REPORT
PCR Name: jo-¢ v/ /iamcs # /o0

Date of Incident: 5 /3, /)2

Time of incident: §:/2 4.4

Citation #:

Location:

Vehicle Information:

Summary of
Events: AT Asreny, RrotKs 0w May 37,2002, 7 wewr 7o
ZHe Frreivy GaRage AT (/74 Al 7o ge7 aty m/STek 0uToF

? 4 § QAL 7 <72/, E - L {2

Fel Dowa Tie STakse LagameD/cs e xe. Ve S W g

My RiGHT ak! B wRiST T cipg 7AKEn, T THE HES) Tt 72 967 CHe ke,

AL LU THEL plTionw TRKE .
* Attach any additional notes taken during incident that would

support your summary of events

PCR Signature: _%9 wtlliiz? Date: ¢ /22

Administrators Signature: Date:




SUPERVISOR’S FIRST REPORT OF INCIDENT / MISHAP

mdbllc_ Works / Parking Services

City/Zip: Home Phone:

Mxchl Date of Hire: I i Shift: Day O Evening D Night O
dont: 10.00 (AM) PM  Time reported to work: Date: / /  Time: AM PM
Rapol ad to V! uf'ii
: 4000 block of Orange Street, between 10" and 11™ Street
Injury O Property Damage 0O Equipment Damaga CI Vehicle Collision O Near-Miss 0

] ] Yesxx NoO (2) YesQ Noxx
Noﬂfy Workers' Compensation for “YES" answers to ltems #3, #4 & #5
[ESEE| (3) Was empioyee sentto: Emergency Room  Yes xx NoD Name of Hospital Riverside Community Hospital
Preferred Clinic Yes 0 NoO Name of Clinic
Pre-designated Physiclan YesO NoO Name of Physician
Other
(4) Was employee admitted to hospital YesDd Noxx (5) Fatality Yes 0 Noxx
2 Did employee wear protective equipment Yes[] NoO List equipment used:
i l}- = ' L) i i w Hech
. xx No ln]ury {1 Reaction to foreign substance/object 0 Contusion 0 Fracture
(( <55 Yi O Fill in Blank (be specific) O Puncture 0 Bum 0 Amputation
I ": 1 Loss of Conscicusness O Sprain / Strain 0 Laceration
(i) 0 Chemical Exposure 0 OPIM Exposure
} - xx Other - Possible brain seizure
(@' Incldent Causé (check)
@ Fall from stairs / obstacle / elevation 11 Act or procedure O Injury from falling objects 13 Back Injury from lifting
o 0 Defective equipment 01 Fall on floor / surface O Improper use of equipment / instrumant
j 1 Horseplay 0 Repetitive Motion
| xx Other - no apparent cause
-'lti‘l 58569
1)Name unknown female (called 911) Dept/Address: Phone:
¥ }Narne. Wario Hemera (notified parking services dispatch)_ Dept/Address: Phone: (909) 533-9774

City Vehicle Information: YearMake/Model__n/a @

Headlights on: YesD NoQ Waming Lightson:  YesO NoQ Tum signals used: YesOU NoO Homused: Yes®@ NoO
Seatbelts Wom: Driver YesUO Nol Passenger YesO NoD Police Report # Reporting Agency

{Otrier Vehicle information: (if applicable)

Driver Name: Address City Phone
Driver's License # Vebhicle YearMake/Model Vehicle License #
nsurance Company & Policy #

P e

Yequipmant and/orvehicles ___n/a

S Rldant

nattimeof incident.
Internal / External) Equipment / Materials

[ Sunny ORain (0 Tire condition O Lights inoperative O Lubrication 1 Corroded
] Bright sun/glare O Night OJBeftcondition [ lInsulation fallure 0 Belt adjustment T Leaking hose / fitting
bocCloudy / fog O Dusk / dawn 0 Improper adjustment [ Loose / missing hardware O Guards defective / missing
[ Windy 0 Other 0 Incorrect tool 0 Defective materials d Incomect materials
L) Hot or Cold O Improper design / type 0 Other
acility Personnel
L) Layout of equipment [ Floors wet / uneven OFatigue 0 Insufficient tralning 0 Improper work practice 0 PPE not used
(1 Housekeeping O Ventllation 0O Action of other(s) T Other
] Lighting 0 Other

Form No. 1210.041 (8/03)

ATTACH ADDITIONAL SHEETS OF PAPER AS NEEDED FOR NARRATIVES



SUPERVISOR'’S FIRST REPORT OF INCIDENT / MISHAP

= 0 check box If statement Is attached

Mr. Williams (l_’lrking Control Representative) was on his normal foot patrol of the downtown area for parking enforcament duties. Mr. Willlams had
stopped to talk to an unidentified female on th 4000 block of Ornage Street between 10" and 11™ Street. It is unclear what transpired next, either the
unidentified female or 8 second person (Mr. Mario Herrera) noticed that Mr. Willlams was “blanking out” and called 811 for assistance.

Approximately 10:03am, Sr. Office Specialist (Ms. Anna Riddle) received at telephone call from Mario Herrera (809-533-9774) advising that Mr.

Williams hed a possible selzure and emergency responders were on scene. Two other Parking Control Representatives (Juan Moreno and Andrew
Medrano) in the downtown area arrived at the scene and observed that Mr. Williams was responsive to emergency f nders.

Mr. Willilams was taken by ambulance to Riverside Community Hospital Emergency for further diagnoses and treatment an. Mr. Williams wife was
notified and met Mr. Willlams at hospital.

| Describe in detail what employee was doing at time of incident (what, how, why): O check box if statement is attached

Describe what act / condition(s) contributed to the Incident (i.e. improper use of equipment, wet floor, etc.): O check box if statement is attached

Supervisors conclusions: O check box if statement is attached ,

Mr. Williams has not fully disclosed to his supervisor the extent of his medical history or medication (if any). However, Mr. Wililams wife stated today
i that he has gone through cancer treatment some years ago.

SUPERVISOR SECTION

Additionally, Mr. Willlams has been observed by his co-workers and supervisor to be “spaced or zoned out’, but usually become responsive within 15
| to 20 minutes.

Supervisors recommendation(s) to prevent recurrence: (Type of training, repairfreplace equipment, etc.) O check box if statement is attached

R Date: ’ ;
SUpervisorsSignature: Aot Date: {i/ ! -r/; 2«
Superintendent/ Manager Signature: mhm:ﬂat&: -

Distribution: City Safety Officer (Original) Safety Officer will route coples as needed
Department / Division (File copy)



