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U.S. Department of Transportation
Maritime Administration

INITIAL REPORT OF
PERSONAL
ILLNESS/INJURY

OMB Control No. 8000-0077

Public reporting burden of this ion of information is estimated to

one hour per response. -Send comments regarding this burden estimals o sy |
other aspect of this information coliection to the Maritime Administratice:, T o
Management Services, 400 Seventh Street, S W,, Room 7225, ]
Washingtoh, DC 20580, and to the Office of Management and Budget,

Papsrwork Reduction Project (8000-0077), Washington, DC 20503,

Ship manager Vessel, Voyage humber Dale of report
Type of incident Daie of incident Date first reported To whom reporied (name)
[ JILLNESS |
[:] INJURY Time of incident (local) Time firsl reporied (local) To whom reported (raling)
Sealarer's las! name Firt name Middie name(s) Social Security Number
Rating . Job type Foreign voyage
- [Jpermanent [ Jrelief
Lost time accident Waiches missed Was medical care Medical care Medical care Dale senl ashore Detached from vessel
3 ided aboard i
D Yes p{jrcr;od pEIVY a Ev:od ashore L__‘ Yes
[INo Days missed % e i Time senl ashore [JNo
[(INo [INe [iNo

Pertinent entries made in. [ |medicallog [ |deck log

[ lenginelog [ _|ofMcial log

Dutyiwaich slatus Weathar conditions

[day [Jreguiar [ Jovertime [ off duty [(eiear [ Jtog [ Jrain [ [snow [ Jother
Location where accident occurred:

[Jbow [Jstern [Owesther dack [ jecatwalk [eresswaik [mantfoid area [ Jgangway [Otank
[[]pumptoom [Cerew quarters [ Jengine space [ [steward spaces [ Jfreezer area [Jwader [[Jashora Cother
If LADDER, specify location:

if OTHER, specify location:

Activity causing injury

[Janercation Dnuult Dblasdng [:]cafrylng objects Dchlpplnglu:ltlng

[(Jetimbing [Meutting [[Jdescending [driving [erinding

[Thandling Uiquidsisolikds [ jumping [(Jiashing [Jtine handiing [OJuming

(Toperating machinery Oputiing [Jpushing [CIroutine work assignment [ ]running

{"|tmnk cleaning [Jusing hand woots [Jwaixing [Cwalding Clother

If "OTHER" accident, descnbe

Vessel equipment involved (if none, write ‘'NONE')

Type of accident

[Jabsorption

[Ceentact with slectrical current

L ]tall from elevation {unencumbared)

[]tall on same levet (encumbered) [Jingestion
[irrttation

[(stip {no tan) [Ctrip (no tat
[Cstruck by [Cerame

[[Jarc cay exposure
[[Jexposure to chemicals
[TJtall trom slevation (encumbered)

[:lmlingfpulllnglpushlng axertion

[esught intunderbetwean objects or machinery
[Cexposure to temperature axtremes

[Jtatt on sama lavel (unancumbered)
[[Jinhatation

[ ]rubbed or abraded

[Istrixing against

Cotner

If "OTHER" accident, descnbe

If accident caused by the presence of a foreign substance, identify.

if OTHER substance, speciy.

Nature of illnessﬁnjury

Supervisor (name)

Supervisor (rating)

Supervisor's signalure

Watch officer (name)

Waich officer (raling)

Watch officer's signature

Reporting officer (name}

Reporting officer (rating)

Reporting officer's signalure

IF TREATMENT RECEIVED ASHORE, ATTACH COMPLETED REPORT OF ATTENDING DENTIST/PHYSICIAN®

Form MA-1001C (6-94)




