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BELAIR

ACCIDENT, INCIDENT & DAMAGE REPORT

PLEASE COMPLETE ALL BLANKS
[ Minnesota ~ [] Colorado (7] Flovida

Day of Incident Date of Incident: ot/ PersonReporting Incident: Supervisor:
S M T WTH F Sa (Rev. 5/5/08; All Other Blank Reports before this Date are Void)
. -] Unit Involved in (] Dozer Describe Location of | Person(s) Involved in | Belair Job Ne.:
| Incident: ' [ Forklift Incident: {ncident: ‘ :
% : ] Bobeat s o o #
C# [] Front End Loader : . : ‘
1] Backhce i Belair Job Name:
] Off Road ‘
[ Truck
"] Packer
] Cther

_Please fill out this report completely & accurately, w:thm 12 hours. The same day is the best.

: WHO Wha was notified of accident?

\ : Wi_mt damaggz or injury was done?

|:| Tom Ludwig - ] Bryan Cook ] Rebecca English - ] John Stenglein - - [] Other (Who?)
(Al] Reports) . (C:D.Repoﬂs') " (FL Reports) {1" Repotts of Inj., GL& Auto MN.) N
 [WHAT:
R ) What happened‘?

WHY Descnbe in your wmd’.s'. why did it happen? - : ' :
" Primary or Indirect Cause A Hazard exists = An unsafe slope exists, a trench box or ladder is not in place, or debris or a shovel is in your way.)

Seco‘ndgrg or Direct Cause. The Hazard is was not removed, or an Injury Prevention Measure was not put in place = 4 poor slope is was not fixed,

a trench box or ladder not installed.

"WHEN:  When did it happen? Time: : [T aM CleM

How did it occur? ( In your own words )

HOW:

PREVENTION Very Important

| How could it have been prevented? (Remmove the hazard, Correct the Slopes, Install Trench Boxes, Wear Cloves, Re- Mark Line Underground
l 'Eael_l_ltscs, Pass mformatlon opto the Next Machine Operator. etc.) : ‘

L

‘Dtd you take Qhotogmg_hs? 1Yes [ INe Whyto? | -
Were Police notified? [[Yes []No CaseNo/Contact Info
Were locates current? [1Yes []No Ifno, whynot?
4 Wil Belair be billed or fined? [ ]Yes [INe If yes, approximately how much? § <t->

Names of witnesses:
Did you get business card(s)? O Yes [INo Whynot?
If utility involved, wility name and contact person(s):
Did you send all the invelved parties in for a post accident drug/alcohol test? Requn'ed for Significant Injuries or $1,000 + damage
or as determined by DOT Regulation/State Safety Coord. { ) Yes/Non-DOT () Yes/DOT { ) No-why not?:

Other remarks or comments;

Signed: Signed: Approved:
Person Involved In Incident Date  PersonReportinglncident Date Safety Director or 4ssociate
(Forker) {Super)
. . Date Report Received
EWO SIGT’(‘)};{URES‘ R;“ESIRFD Date Incident Occurred
TAGRAD PAGE QUIRED Initial upon Viewpoint Inpul

O::Safety' 2008 Avcident Reparting - Blank Founs\Accident Report Blank 050508.do¢




NOTE: All incidents/accidents, no matter how small, are reportable to the MN Office within {2 hours, in - ."
writing, per Company Guidelines. Always catry an updated incident report form with you. (Rev. 05-05-08)

EMERGENCY PROCEDURES

1. Assess the situation. Don't become a second victim. Think before you assist. (Gases, electrical shock, ete.) You won’t
be any help if you get killed trying to help. Many do. Stay out of cave-ins,

2, - Get help — call "911" (or ask someone else to call 911). Mandatory by law if a gas pipe is hit,

3. Provide emergency measures until help arrives (CPR/Mirst aid, etc.) Good Samaritan law covers your mistakes. 1tis
better to do something rather than nothing when it comes to helpless victims.

4, Fill out incident report in complete detail. Answer every question and give enough information so our Safety

Committee and office can properly investigate incident and keep us all out of trouble. & helps us all to develop a
solution in order to prevent it from ever happening again.

WORKMAN'S COMP/INJURY RELATED

FILL OUT FIRST REPORT OF INJURY (Separate form. Specific (o state: MN, CQO, FL)

1. Is this injury related to vour work for Belair Excavating? ( YYES { )NO
2. Were you employed by anyone else or self employed at the time of this injury? { ) YES ( }NO
if yes, provide Employer name, address, phone:
3. Did you have any prior injuries or pain to any of the body parts injured in this accident? Please be specific.

IMPORTANT: DIAGRAM/MAP REQUIRED

A rough sketch is required here
(Please orient north the best you can)

Additional Information & Comments:

0 Sufery' 2008 Aceident Rupmfing - Blank FormsiAceident Repore Blank 030508 dog




Mirnesota Department of Labar and industry
Workers' Compensation Division

443 Lafaysite Road Morth

St. Paul, MN 55155-4305

(651) 284-5030

b
|
i

1. EMPLOYEE SOCIAL SECURITY # 2. OSHA Case# |

First Report of Injury
See Instructions on Reverse Side
PRINT ar TYPE your responses.

Erder dates in MM/DD/YYY'Y format.

ARIRIMRIRN

DO NOT USE THIS SPACE

i ‘
!
Dam

3. DATE OF CLAIMED INJURY : 4. Time of
pm ; of injury

i injury

i 5. Time employee
! began work on date

Dam

pm

5 EMPLOYEE Name (last_first, middie] =
M

7 Gender 'a Marital DMarried

F! .
; Stalus D Unmarried

19, Home Address
3

10, Home ghone #

i 11, Date of birth

i
1
i

City State Zip Code

12. Qgoupation {Union?) 13. Regular department

14. Date hired

715, Average weekly wage | 16. Rate per haur i 17. Hours per day

i

|
!
i
i

]

118 Days per week 75. Employmeni ] Full time
i Status
' D Seasonal

[_’Parf fime
|____| Volunteer

20, Weekly value of: | Meals Lodging

‘ 2™ Income

DYes DNO

21. Apprentice

37, Tell us how the injury occurred and what the amployee was dolng hefore the Incident {give detalls). Examples: "Worker was driving lift truck with a paliet of baxes when
the truck tippad, pinning worker’s faft leg under drive shaft.” "Worker developed soreness in left wrist over time from daily computer key enlry. "

23, What was the Injury or iliness ({Include the part{s) of body}? Examples: chemical
burn left hand, broken isft ley, carpal lunriel syndrorme In left wrist.

24. What tools, equipment, machines, objects, or substances were involved?
Exarngles: chionine, hand sprayer, pallat lift truck, computer keyboard.

+ 28, Did injury occur on employer's premises?
Yes L—_| No

26. Date of first day of any lost time

27. Employer paid for lost time on day of injury (DOI}
DpYes D No No lost fime on DOI

if no, indicate name and address of ptace of occurrence

i

28. Date employer natifiad of injury

29. Date employer notified of lost time

?‘3—0. Return to work

1

date 31. Date of death

732, TREATING BHYSICIAN (name, address, and phone)

33. HOSPITAL/CLINIC {name and address) {if any}

34, Emergency Room Vist
: [ves o
|

35. Gvernight in-patient :
E Yes D No j

36. EMPLOYER Legal name 37. EMPLOYER DBA name {if different)

BELAIR BUILDERS, INC. BELAIR EXCAVATING

38. Mailing address 39. Employer FEIN 40. Unemployment ID#

2200 OLD HIGHWAY 8 NW 141-0997613 |

“City State Zip Code ; 41. Employer's contact name and phone #
'NEW BRIGHTON MN 55112 'TOM LUDWIG {651) 717-3394 |
{42, Physical address (if different) . " '1'43. Wilnass (name and phane) o
|
i Clty - State ZipCode 44 NAICS code T45 Date form complgted

i

23891

46, INSURER name

51, CLAIMS ADMIN COMPANY (CA) r;ama (check ona)
SEABRIGHT INSURANCE / 888-782-6515

Insurer
[rea

|
!
f
{47 Insured legal name

[52.CA address
161 N. CLARK STREET, SU_l_TE 3525

. 4B. Policy # or self-insured cerlificate #
728, nsurer FEIN
i
!

MN FROT (02/06)

50, Dt nsurer received noiice

Zplode |

City State
CHICAGO IL. 60601 |
N I ——

""54. Claim # ;
E i

Copies to; Insurer, Employer, Employee, and Workers' Compensation Division (if no insurer)




COLORADO DEPARTMENT OF

See insiructions on reverse side before
completing form,

DIVISION OF WORKERS’ COMPENSATION
EMPLOYER’S FIRST REPORT OF INJURY

LABOR AND EMPLOYMENT

Employee's name itirst, middle, last) Social Security # ] Male Employee’s home phone # OSHA
[l Female { ) Log #

Employee’s street address City State Zip code

Birth date Marital status Date of hire Qccupation Employment status For

/ / ] Masried [} Separated / / Bl Fuil time [Part time | Division
(1 Single [l Unknown Bl other CJUnknown § usconly

Employer’s name Employer's Federal ID # Employer™s phone # 01
Belair Builders, Inc, dba Belair Excavating 41-0997613 ( 363 ) 394-1300

Employer’s mailing address Citv State Zip code FoB
9405 Alton Court Henderson co 80640

Avcerage weekly wage at time | Check box if employee receives Check if these benefits are included in AWW NOI

of injury

5 3 Tips [T Meals TT: Tips [T Meals Coder
(see instructions on reverse side) | 7% Room 212 Health insurance {71 Room [T Health insurance

Is the employer self-insurcd? Were full wages paid for the DOI? Are wages continued per C.R.S. 8-42-1247 "

3 Yes [l No Cyes TINo [Cyes No
Injury/Ilness | Time employee Injury time Last day worked Date employer Date disability Date returned to
date began work notified began work

f —Qam | Oam / / / / / / / /

(Bee instructions I opm. | ___ _O p.m.

on reverse side} O unknown

If 50,
date of death

[/

Did injury cause

death?
[ Ne

[ ves

deathi

Namc, refationship, and address of closest depend

Injury occurred because of
"D Intoxication

D Safety violation

" ONot applicable

ent i["in'ury cauggd N

_Tell us the part of body that was affected
:

Tell us the nature of the injury/iliness’

What was the employee doing just boforc the acci

ubstance dircetly harmed the employee?®

[ 1Yes

Did injury occur
on pretmises?

I Ne

[ INone

JE]CIinic/hosp

lnjur.); site address/ 9-dlglt2|p code }Ihitial treatrnent (check one)

E]Minor on-gite

Was the employee hospitalized
ovemight as an in-patient?

[] Emergency room [{JYes [INo
7] Hospital >24 hrs

ital

| Name of employer representative notitied

Name and address of treating doctor or other health care professional

Name and address of facility where treated

(fbfnplctcd ‘b)‘/ ('fﬁuﬁe) ' Tie Phone # Date completed
¢ ) - / /
The following is to e completed by the insurer prior to filing with the Division of Workers” Compensation.
Name of insurance company Address
SeaBright Insurance Co. / 888-782-6515 161 N. Clark Street, Suite 3525, Chicago, TL 60601
Name of third partv admiristrator (if abolicable) Address
Adjuster name Adjuster phone #

Policy # Carricr claim #

Date insurer received first report Block # Adj. Code

/ /

CWC T Rev 01706




FIRST REPORT OF INJURY OR ILLNESS

FLORIDA DEPARTMENT OF FINANCIAL SERVICES
DIVISION OF WORKERS' COMPENSATION
For assislance call 1-000-342-1741

or contacl your local EAQ Office
Reporl all deaths within 24 houes 1-800-218-8953 or (850) 922-8083

RECEIVED BY
CLAME-HANDLING ENTITY

SENT TQ DIVISION DATE

DIVISION RECE!VEDR DATE

PLEASE PRINT OR TYPE

EMPLOYEE INFORMATION

NAME (First, Middle, Last)

Social Security Mumbar

Date af Accident {Month-Day-Year)

Time of Accident

0 am O em

HOME ADDRESS

Strootapt ¥ ... .

EMFLOYEES DESGRIFTION OF ACCIDENT (Inchude CALE® of Injury)

City: State: __ oo . S
TELEPHONE Area Cuds Number
QCCUPATION INJURYHLLNESS THAT OCCURRED PART OF BOGY AFFECTED
TATE OF BIRTH SEX
- i f - Y B or
EMPLOVER IRFORMATION
) : FEDERAL |.0. MUMBER (T £(N] TATE FIRST REPORTED (MonthiD 2yl aar)
company Nane: __Belair Builders, Inc,
. . 41-0997613

p.ea: _Belair Excavating S !

NATURE GF BUSHESS POLICYTMEMBER NUMEER

Slreet: ,..ZZOILOId_I-Ing:Lwa.y.S_N,\M___..W,_-_.__“H____
Gity _._N.muﬁdght().ﬂﬂﬁ s MN_____ze 3512

Earthwork, Utilities, Concrete

Aran Code Numbpar

239-513-1300

TELEPHONE

DATE EMPLOYED
[ !

PAID FOR DATE OF INJURY

O ves [1 no

EMPLOYER'S LOCATION ADDIRESS (H differant)

swer 0220 Taylor Road Suite 106

LAST DATE EMPLOYEE WORKED
1. !

RETURNED TO WORK L] YES ] NO

WILL VOU CONTINUE TG PAY WAGES INSTEAD OF
WORKERS'COMP?  [] YES

LAST DAY WAGES WILL BE PAID INSTEAD OF

cry:_Naples state: __FL. zp:_34109 \F YES. GIVE GATE WORKERS' GOMP
LOCATION # {If applicable) __ o o — ! i [EEURIY PSR R
DATE OF DEATH (If agplicabfa) RATE OF PAY
£LACE OF ACCIDENT (Street, City, State, Zip) D HR D wK
! I_ - % __ oo _FER
Streel ____ H cav O wo
AGREE WITH DESCRIPTION OF ACCIDENT?
Gity: - Siate; Al Number of hours per day
Y&S NO
COUNTY OF ACCIDENT - D O Wumber of hewrs por woek

Number of days pey waek

Ao person whe, knowingly and with ntenl lo injure, delfaud, or decclve iy employer or amployes,

neLLANCE Comgany. 3 sell-insured pragram, [les & slatemant of

cinion contening any [1lse or misipadiog information commils insurance fraud, Fumishuble As providud i1 s, 817 234, Seclon 440.105(7), F.6.

| have reviawed, und 1d and ach lndge the above statement.
T T T T EMFLGYEE SIGRATURE (F availabia Lo sign) - o BATE o
EMPLOYER SIGNATURE - CATE

MAME, ACORESS AMD TELEFHONE
OF PHYSICIAN OR HOSPITAL

AuTHORIZED BY EMPLover [ ves O ne

CLAMS-HANDLING ENTITY INFORMATION

[ 1{a) Denied Case - DWC-12, Notice of Denial Atached

[ 2. Medical Only which became Last Time Case (Compiate all required information In #3)

[} 1{b) Indemnity Only Denied Case - DWC-12, Notice of Denial Attached Employee's 8™ Day of Disability . ! ) _—
Entity's Knowledge of 8™ Day of Disability ! .
{1 3. Lost Time Case - Tst deyofdsabifity ¢/ ... FulSalaryinliey of comg? [0 YES FullSalaryEncOate . f . _.f..
Dale First Paymanl Mailed 5. ! - AW CompRate ____ o
Ot O 7T7.-8% O TP [J#B O eT {J DEATH [0 SETTLEMENT ONLY

Penalty Amount Paidin 1% Payment §_ Interast Am

ount Paid in 1% Payment 3. __ ... __.

REMARKS:

INSURER CUDE # EMPLOVYEE'S CLASS CORE

EMPLOYER'S NAICS CODE

23891

SERVICE COTPA CODE # CLAIMS.HANDLING ENTITY FILE #

INSURER NAME

CLAIMS-HANDLING ENTITY NAWME, ADDRESS & TELEPHONE
SeaBright Insurance Co.

161 N, Clark Street, Suite 3525
Chicago, 1L 60601

288-782-6515

Form CF5-F-DVC-1 108,2004)




““““““““““““

B>

SeaBRIGHT

AUTHORIZATION FOR MEDICAL RECORDS
AND COMMUNICATIONS RELEASE

Claim #:
Clamant;

I have submitted a worker’s compensation claim to my employer and I hereby
authorize any licensed physician, chiropractor, medical practitioner, hospital, clinic,
pharmacy, or other medically related facility, insurance company or other organization,
corporation, institution or person, that has any records or knowledge of my mental or
physical health, history, condition or well-being, to supply all such information to my
employer or its insurance carriers, third party claims administrators, attorneys,
consultants, nurses and vendors which may participate in coordination of my medical or
vocational rehabilitation, or make a determination of my entitlement to benefits under the
Workers’ Compensation Act.

I specifically authorize any treating physician or other medical care provider to
communicate orally or in writing with my employer or its insurance companies, including
SeaBright Insurance Company, claims administrators, rehabilitation or medical
management consultant, nurses, vocational counselors, or attorneys, as to my past and
future care and treatment, and as to any other issues including diagnosis, prognosis,
causal connection, treatment plan, and ability to work. I hereby waive my physician-
patient privilege and any privacy regulations under the Health Insurance Portability &
Accountability Act. In conjunction with this release, I also authorize any treating
physician or medical provider to review any additional materials provided to them.

A photocopy of this authorization shall be as valid as the original. This release
shall remain valid for the length of my claim.

NAME (PLEASE PRINT)

SIGNATURE DATE

161 North Clark Steeet, Suite 3523, Chicago, Winois 60601
Telephone: 8Y8-782-6515 Facsimile: §88-7T82-03 (6
Website: www.sbic.com




Fok

%)  WORKERS’' COMPENSATION Rx PROGRAM:

SEaBRIGHT
SHEVRANGE COMFANT TR0 SEAR CREY
The top portion of this form must be complated hefore giving it to your pharmacist.
Injured Employee! Soclal Security # Date of Injury:
Employee Phone: Ewmpluyee Date of Birth: Description of Injury:
Employer Name: ' Employer Representative: Phone:

To Employee:
On your Tirst visit, please give this notice ta any pharmacy listed on this panel to expedite the pracessing of your appraved workers® compensation

preseriptions.

To Pharmacist:

This employer has selected MSC — Medical Services Company to adminser its workers’ compensation preseription drug program through the
RESTAT network. Por immetiate authorization and on-line billiag informotion contact MSC at; 1-800-848-1983 ext 1414, state that you have
received a letfer of intent amd give the MSC putieat care coovdinater the conivol number locafed in the bottomn vight hand corner of this form.

CHAINS PARTICIPATING IN THE PRARMACY NETWORK

A & P PHARMACY GENOVESE DRUG STORE PRICE COSTCO PHCY.
ALBERTSONS GIANT EAGLE PHCY. PUBLIX PHARMACY
ARBOR DRUGS GIANT FOQOD INC. RANDALL'S FOOD MKTS.
ARROW PRESC. CTR. GIANT PHARMACY RITE-AID PHARMACY
AURQORA GRAND UNION PHCY. RITZMAN PHARMACY
BARTELL BRUG HANNAFORD DRUG SACK N' SAVE

BI-LO PHARMACY HARCO DRUG SAFEWAY PHARMACY
BI-MART DRUG HARVEST FOODE PHCY. 8AY-ON DRUGS

BIG BEAR H-E-B PHARMACY SAVE-MART PHARMACY
BROOKS PHARMACY HI-SCHOOL PHARMACY SCHNUCK'S PHARMACY
BROOKSHIRE HORIZON SHOP ‘N SAVE DRUGS
BRUNO'S HY-VEE PHARMACY SHOPKO PHARMACY
CARRS INTEGRATED PHARMAGY SMITH'S FOOD & DRUG
CITY MARKET K & 8 PHARMAGY SNYDER

GCOSTCO K-MART STOP & SHOP PHCY.
GCUB PHARNMACY KARE DRUGS SUPER D DRUGS

GVS PHARMACGY KASH & KARRY PHCY, TARGET PHARMACY

D & W PHARMACY KERR DRUG STORE TEXAS DRUG YWRHS.
DILLON PHARMACY KING SOGOPERS TEXAS ONOCOLQGY
DISCOUNT DRUG MART KINNEY DRUGS THRIFT DRUG
DOMINICK'S KROGER DRUG THRIFTY/PAYLESS DRUG
DRUG EMPORIUM LONG'S DRUG STORE THRIFTY WHITE DRUG
CRUG FAIR MANAGED PHCY CARE TIMES PHARMACY
DUANE READE MARC'S PHARMACY TOM THUMB/PAGE DRUG
EDGEHH.). PHARMACY MAXI/BROOKS PHCY, TOPS FHARMACY
EPWARDS PHARMACY MEDICAP PHARMACY UNITED MANAGED CARE
FAGAN PHARMACY MEDIC DISC. DRUG UNITED PHARMACY
FARMER JACK PHGY. MEDICINE SHOPPE VON'S PHARMACY
FAY'S DRUG STORE MEDISTAT PHARMACY WALMART PHARMACY
FINAST PHARMACY MEKWER PHARMACY WALGREENS

FOOB TOWN PHCY. 0SCO DRUG " WEIS PHARMACY

FRED MEYER PAMIDA PHARMACY WELBY SUPER DRUG
FRED'S PHARMACY PATHMARK PHARMACY WINN DIXIE PHARMACY
FRY'S FOOD & DRUG PERRY DRUG STORE

FURR'S PHARMACY PRICE CHOPPER Control Numbey: M2563



PRODUCER

. (716, N, Enu(952)707 -8200 o) oeCSEREGe
FAX (952)890-0535 - NOTICE OF CLAM )

Kraus-Anderson Insurance EFFECTIVE DATE | EXPIRATION DATE |

420 Gateway BouTevard 04/01/2003 04/01/2009

Burnsville, MN 55337-2790 ‘CoNPANY

Zur1ch Amer":can Ins Co

f.ﬁ!:]_B"E?PE:....,....,‘,,,, ) POLIC‘{ NUMBER

coos: " 60097186
C551Shen . 00005611 _ _ .59‘56457700

NAME AND APDRESS NAME AND ADDRESS : WHERE TO CONTACT

Belair Builders, Inc.
2200 01d Highway 8 NW i
New Brighton, MN 55112

“WHEN TO CONTAGY

‘RESIBENGE PHONE (i€, No) " | BUSINESS PHONE (A7C, No, Exy | RESIDENGE PHONE (AIC, No)

{ BUSINESE PHONE (NG, No, Bxt)
(651)786 1300 ;

2o
LOCATION QF
OCGURRENCE
(In:luda clty & stata)

; AUTHORITY CONTAGTER

DESCRIPTION OF
QUCURRENCE
{Use revoerse sids,
if necessary}

COVERAGE PART OR
FORMS (Insert form
#s and edition dates})

|
|| GENERAL AcRESATE T BRODICONH GF AGE T BERS & RBVIN
| 2,000,000 2,000,000, 1,000,000

PMBRELLAL LmBRELLA '

'EAGH GECURRENGE 1 FiRE DAMAGE :
1,000,000; 300,000 10,000

EXCESS : CARRIER: | LINITS:

_PREMISES INJURED (8~ & | TYPE OF PREMISES

QUINER'S HAVE _
& ADDRESS i

{if not inaured) OWNERSPHUNE
HAIC, No, Bxt):

PRODUCTS:INSUREDIS | ~|MANUFACTURER @ {VENDOR | [oTWeR: ~  iTYPEOFFRODUGT

MANUFACTURER'S
NAME & ADDRESS
(If nat insurad}

EMANUFACTPHUNE T T TELACL L ERLEETErII L
GIMGNG B

WHERE CAN PRODUCT BE SEEN?

OTHER LIABILITY |N-
CLURING COMPLETED
OPERATIONS (Explain}

PHONE {A/C, No, Ext)
ADDRESS :
(I n_IuredIDwner)

| PHONE (AfC, No, Bx)

. NAME &
~ ADDRESS

FATALITY

PROPERTY - ! PROPERTY :
{Type, model, etc} i BE SEEN?

BUSINESS PHONE (AJC, Mo, Bxti

NAME: & ADDRESS o erroesrrrnen

RESIDENGE PHONE (A/C, Na)

REMARKS




s

. ACORD@

.»*oc-‘+ AT AN B0

PRODUGER ; HONE, . (952)707-8200
Kraus-Anderson Insurance Amer Guaranty & Liab Ins
420 Gateway Boulevard ‘

Burnsville, MN 55337-2790 ROLIGY NUHBER
5966468-00

i s
: 04/01/2008

cada}

MIBGELLANEOUS INFC {31

FIRA
04/01/2009

con: 60092186
§EE¥3V500005511
NAME AND ADDRESS
Belair Builders, Inc.
2200 01d Highway 8 Nw
New Brighton, MN 55112

i
WHERE TO CDNTACT

| RESIDENCE PHONE (AIG, No}  ©

" BUSINESS FHONE (A/C, No, Exty | RESIDENCE PHONE A/, No) , BUSINESS PHONE [/
‘ (651)786-1300

LOCATION OF
ACCIDENT
{Include city & state)

DESCRIPTION OF
ACCIDENT

SUsa reverse side,

f nacapsary)

OTHER COVERAGE & DEDUCTIBLES

P Biicer™ BlesL

SINGLE LIMIT

1,000,000

R HE
8 1Pelprfarsor|) : PROPERTY DAMAGE

UNERELLAL
EXCESS

fuamims:

| UMBRELLA

oS
NAME &
ADDRESS

bﬁlVEﬂSNAME
: (Chet'.k |f

wher) . __
- F— — S —
fﬂ-ﬂﬁf‘{f nﬂﬁfgﬁs DATEOF BIRTH . GRIVER'S LICENSE NUMBER Egm‘{\ggfgy 2.
{YES !

Ty | Hisva

i BE SEEN?

I:IESCRIBE PROPERTY
{If aulo, year, make, : 2
mode!, plate #) : :

OWNER'S

NAME &
ADDRESS

‘GTHER DRIVER'S ™
NA ME. 3 ADDRESS

[ & A
e enen At R

{ ESTIMATE AMOUNT

AEiGENCE B e e
C, N

OESCRIBE
DAMAGE

NAMEBADDRESS oo roeeseeoee CEXTENTORINJURY e

L B

CMAMEBADDRESS i s

REMARKS {Include
adfuster asslgned)

REPO'RTED v REPORTED‘FU SSATIRE OF SRODUGER OR SURED




Project
Name:
Address:
Division:

Step #

Demolition
Environmental
Utility
Earthwork

Sequence of Basic Job Steps

BELAIR

EXCAVATING

Job #

Personal Protective Equipment:
Level D

D Mod
c B A

Physical Requireﬁuents

Potential Hazardé

Analysis by:
Date:
Reviewed by:
Date:
IApproved by:
Date:

Racomménded Safe Job Procedures

10

13

FORM




TOOL BOX SAFETY MEETING

PROJECT NAME: JOB #
. DATE: TIME: SUPERINTENDENT _
+ FOREMAN: | ‘ N

'1'\"

Attendees Signature

21,
22
23.
24,
25,
26. __
27.
| I - A 29
G QR e e 30. -
1 R 31,
12, X R 32.
13. , B - 33.
14, IR . 34.
15. 35.
186. 36.
17. 37.
18. ' 38.
19. | 30.
20. 40.

OCPINDN B WN =

Safety ltems Discussed

I Er'nplc;.yéé S'uggésfions

Safety Protection/Equipment Used

Superintendent Signature

| FORM
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Job #

~ Job Name

Date:

Time:

WEEKLY SAFETY MEETING AGENDA

1. Use weekly handout, discuss its topic, all people to sign in.

2. Discuss any mjunes in the past week; remind employees to report all
injuries.

3. Discuss emergency action and medical procedures.

4, Discuss any known safety violations. |

5. Discuss operation of mobile earth moving equipment and train employees

on precautions to take. Each employee working on the ground who is exposed ™ -

to moving equipment must wear a high-visibility vest ar garment. See standard '
for training information. .

6. Discuss any near misses or unsafe cqnditions.

7. Discuss any new chemicals on site — material safety data sheets.

8. Discuss any possible asbestos or lead exposures.

9. Discuss any safety concerns on work for today, this week, or next month.

10.  Ask if ail people have received “Right-To-Know” training. Give specific
training for your jobsite to employees new 1o jobsite.

11.  Discuss harassment policy. Teli people to report to you if they encounter
any harassment or report it to Belair Excavating, Vice President.

12.  Open discussion.

13. Fax or mail to office:
a. this agenda
b. weekly safety topic sheet with signatures and/or Tool Box Safety
Meeting sheet with signatures
c. Weekly safety check off list

Copies to:  Jobsite Superintendent

Safety Director
Project Manager

FORM




WRITTEN SAFETY OFFENSE WARNING

Individual's name committing the offense

Date of the Offense:

Time of the Offense:

Job Name:

Job #:

Check which of the following that applies:
First Safety Offense: Verbal Warning (Use this form to document)
Ssecond Safety Offense: A Written Warning (Use this form to document) -

Thirty Saféty Offense: A Written Warning and Three Days off from -
work with NO pay

Fourth Safety Offense Termination

This listing of violations and penalties is intended to serve as a general guideline. Belair
Excavating specifically reserves the right to modify the penalties or impose other forms
of discipline, based upon the specific circumstances involved in each individual case,
including termination on the first violation for particularly severe violations.

DESCRIPTION OF OFFENSE:

Name of Person Issuing Warning: Signature of Person Issuing Warning:

Copy to: Employee; Superintendent; Safety Director; Employee File

FORM




BELAIR
EXCAVATING

CITATION FORM

Colorgdo Horida Date Hlinoiy Minnesota
. ate:

EMPLOYEE CITATION & CORRECTION FORM FOR TRUCKS, EQUIPMENT, AND EMPLOYEES

(Sub-Contractors and Vendors will pay any and alf costs associated with violated incident).
EMPLOYEE:- DATE OF INCIDENT:
LOCATION: TIME QF INCIDENT;
SUPERYISOR: . TRUCK/EQUIP. NO:
JOB NO,: PERSON CITING:
——— ST e —
NOTE: L First Offense - Warning
] Second Offense - One week suspension without pay
M Third Offense - Termination
(A} citetions valid two (2) years, unless extended below)
g:‘.rar:‘on Ciration #
1H2i3 : 112173
- L | Speeding 10, Use of Non=1irect Route to Project
" Obseene Language 2t Failure to Fullow DOT Regulations
3 Ohscene Gestures 22, Faiture to Call inderground Eocatiuns
4 Unuuthorized Use Company Equip/Truck/Muterials 23 Improper Maintenance ol EquipmentTrucks
§, | Ungafe Use of Equip/Trucks | 24, | Xey Left In Equip./Trucks . ;
6. Unsate Acts or Horseplay V 28, Failure 1o Repont Unsale Condition i
7. Expired Commercis License or Insurance Palicy - ] . 26. Faitup to Folluw Supervisar or D.in:ctur.q Orders
1 Preventable Accident with Truck or Equipment 27, 'Fnilure to e in Daily Tickets
9. Qperating Unsate Fruck o Equipment 24, Failure to Turn in Time Card
0. (r.:mpzn)}jll’l:.lur‘i;' gligence of Fquipment/Trucks or 29, Failure to Properly Park Equip/Trucks
Improper Fduipment/ Truck WarmugeS hutdown M. Impraper Equipmenm Security
Overleaded Truck 3. improper Traflic Control
£3. | tmproper Luading and/ur Down Time 32 Egrﬁmgw]g:iug:!}f#guage to Clients, Supervisors, or
14, | Leaking Louds 33 Any Lise of Drugs or Alcoliol While on lob
15, ity Eywipmunt 4. Then**
16. | Failure to Weur Seat Belt, Hard Hat or P.P.E. 35, ﬂrras::“ hﬁgligence Causing Damage to Property or Injury to
i 17, | Fuoilure<o Complete Accident/Safety Report 36, Other « See Explasation Below *+
i t8, Allowed Unauthorized Persen to Ride kA Nem-compliance with Federal or State Guidelines
| res® | Lack of CommunicationFailure 1o Attend a Safery Mig(s) 38. Positive Drug & Aleohol Test
I =* Stared llems are Cauge for IMMEDIATE Termination. 39, A Preventable Underground or Overtead Flit
o | SPECIFIC VIOLATION{S): { By Number and Title ) The term “grosy™™ herein is deflned s knowing better und causing an nct to happen en purpose.
i N T HOL by ptam.
CORRECTIVE STAFEMENT BY EMPLOYEE: ( Required )
i
I
i
ITATION EXTENSION BEYOND 2 YEARS (OR REDUCTION): NG (i YES CHANGETO___  YEARS.)
! EMPLOYEE: DATE:
' SUPERVISORDISPATCH: DATE:
. S4FETY OR HR DIRECTOR: DATE:
{ WICATES COORDINATOR: DATE:
1
supfaadr D04

Godabrary \elair Acadensy’s s Presentmions g Handouts43 4 ¥ Beleir Safely  OSHA Dspections Contined Spaced Sindvuted Lusd i 4o




BELAIR COMPANIES

SAFETY VIOLATION
Date:

Person Involved
Belair Job No.
Job Name
Job Location
Hard Hats O Speeding a Lack of Communication a
Vests O Improper Slopes O Other a
Seat Belt O Leaking Load i
Disrespect O Unsafe Conditions O
Authorized Personnel Date Employee Date

White copy - Employes File

Belair Companies Policy

2 Violations = 1 Reprimand
2 Reprimands = 1 Citation
3 Citations =  Termination

Yellow copy — Employee

Pink copy — Safety Inspector |

O:\Safery\07 08 Safety Manuah2007 08 Prototype Manual\Forms - IN HOUSE USE ONLY '3 Satety Violation Form.doc




Faciiity Audit Checklist

GROUNDS
. Grass / Soil
. Trees / Shrubs
, [rrigation system
. Landscaped areas free of weeds
. Grounds free of debris

PARKING LOT
. Blacktop condition
. Striping / Curbs
, Lighting / Signs
. Sidewalks

. Fence / Screening; plumb and in order

. Rear of Building
. Trash Containers/ dumpster area(s)

EXTERIOR OF BUILDING
. Brick / Block / Paint
, Pre-cast panels/ components
. Windows, mirrors, glass
. Loading Docks
. Site lighting/ wall pacs
. Bollards

ROOF
. Flashing
. Surface / HY AC Mech, Elect curbs
. Gutters/dwnspts cond. And flowing
. Hatch/stairs cond. and clear access
. Other

REST ROOMS
. Dispensers
. Floors / Partitions
. Basins / Mirrors
. Toilets / Urinals
. Waste Receptacles

Date: ! /

Time: : AM /PM

uditor:

Colorado Fiorida fifivots

G}

oY ~d O W B e

Minnesata

HALLWAYS/ ENTRIES

. Walls / Ceilings

. Carpet/ Floors

. Lighting

. Waste Receptacles

. Signage

. Disectory Board

. Security System

. Plants, wall hangings, pictures

QFFICES/ COMMONS

. Workstations

. Floor covering

. Walls

. Ceiling Tile / Lighting

. Interior and exterior locksets
. Othe:

UTILITY ROOM

. Equipment
. Organization and szfe conds
. Storage areas chean/ tidy

DIGE DOC/ IT ROOMS

. Workstations

. Equipment

. Ventilation

. Lighting

, Protection in Place

. Phones/ voice accessible
. Housekeeping

HVAC/ Mech/ Elect Systems

. Filters

. Dampers marked

. Water shut-offs accessible

. Panels accessible and marked




) Office/Shop Safety Audit Checklist

BELAIR
SAFETY IS THE ATTITUDE, PREVENTION IS THE GOAL

— -

Date: ! /
Time;____: ____ AMI/PM
. Auditor:
! Colarado Florida llinois Minnesota
! A) GENERAL REQUIREMENTS ‘ NIA G F P ﬂ D) REQUIRED POSTINGS NiA [£] F P
i 1. Fire Extinguisher 1 1. OSHA 300 Cover Shest
| 2. 1st Aid Kit H 2 OSHA Posters
3. Housekseping & Sanitation Il 3. Number of Days wio a Lost Day
4. Evacuation Procedures Il 4. Route fo Hospital
8. Safety Suggestions Box " 5, Weather Stations
6. Absence of Hazards 6. Exit Plan L —
7. Crisis Management Ptan Available 1 S
8. AED ina Conspicucus Spot [| ) ForMsAvaLABLE NA | G F P
9. Knowtedge of Drug/Alcohcl Program i 1. Dig Checklist
; 2. Figld Compliance Checklist
B) SHOP SPECIFIC REQUIREMENTS NiA G F P 3. Large Safety Manuals
1. Spill Kit'Directlons 4. Small Safety Manuals
2. Propane Containment 8. MSD Sheets
3. Liguids Storage 6. Near Miss
4. Chemicals Properly Labeled 7. Job Hazard Analysis; Blank
5. MSD Sheets/Station 8. Locates
8. Monthly Meetings Held 9. Safety Crganizational Flow Chart
: e (), Accident/Incident Report; Blank
C) SHOP/FIELD OPERATIONS & PROCEDURES NIA G F | P II 11. Reviewed Disclpline Program
1. New Hire Orientation Program N I 12. Safety Communication Procedures
2. Lockoui-Tagout, if needed I 13 Subcontractor Safety Slgn-off Sheet
3. Ground Fault Interrupters " 14, Mission/Sub-Mission Statement
4, Forklift Operation 15. Drug and Alcohot Program N
5. Scissors Lift Operation 16. Toalbox Talk Tracking
6. Hand and Power Tools 17, Monthly Shop Meeting Signup sheet
7. Mobile Earthmoving Equipment Use 18. Safety Manuat Qulz in New Hire Packet
8. Competent Operator Training Card 19. Camputer or Hard Copy File System
9. Yehicular Traffic Control ==l
10. Locate Pracedure Being Follawed F) MISCELLANEDUS I NiA G F P
11. "Go To" Lecates Persan in Place 1. Worker Attitude | 7'
12. Accidentiincident Reporting Dona 2. Safaty Coardinatar Clearly in Charge | I |
13. Toolbox Talks Done 3. Overall Shop and Facility Safety il
14. Field Inspections Done 4. Consaitant on Board, if necessary ] “
| Zemments: (by section letter/number) 9
! |
. msponse Required ves [ no [
* yrective Action Statement: [Return {o Compliance Officer by: { {2007]

N/A = Not applicable, G = Good, F = Fair, P = Poor {See Comments)




BELAIR
SAFETY IS THE ATTITUDE, PREVENTION IS THE GOAL
Job Site Safety Checklist '

Date

Owner or General Contractor -
Slte Supervwor

- Was Penmsston gained from Supervisor?

- ML
A PERSONAL PROTECTION EQUIPMENT

. Why not?

Location

LevelA B,C,ModCorD

Head Protection (Always)

¢ 2, Eye Protection (when applicable)
"+, 3. Clothing; Appropriate
~-4. Boots, Appropﬁate

©.5. Air Monitoring -

;1
L
2
'3
_4.
5
6
7
8
2

Heanng Protectlon (Over 90 Dec1bels)

. Housekeepmg

. Competent Person

. Slopes A, B, C

. Spoil Pile

. Lighting

. Waming Lights

... Above Ground Utilities
. Below Ground Utilities
.- Ladders within 25' run

1, Fumes

. Guard Rzﬁls

3.’ Confiried Space Permit
i.-Chain Saw -

SDS Sheets

: 6 Ventilation o
'17." Teniperature between 68 & 80 degrees

18,
19;
20:
21.
22,
23,
24,

Humidity Between 30 & 50%
Knows Right To Know
Knows AWAIR

Traffic Control

Ldék—out, Tag-out

Safety Plan 1997

_Fall Protection

11.

Site . -

Job No,

Foreman

Project Manager

Directions to Site

N/A

. GENERAL EMERGENCY ITEMS

. Charged & Accessible Fire Extinguisher

. Loaded & Accessible First Aid Kit
‘with Mask and Rubber GIOVGS

. Routeto Hospital '

. Emergency Phone Number(s)

. Safety Plast in Truck

B Y R N

. EQUIPMENT
. Daily Vehicle lnsy Sheetsﬁ il

. COndlthl‘l

. Running nght?. 1Pnecessary
. Rolt Over Protection

. Seat Belts -

. Safe Distance From Machines
. Back-up Alarm

m

. SHOP

. Welding Equipment
. Propane Cylinders
. Gas Cans

. Identification
Fumes’

- Aif Hoses

. Oily Rags .

8
9. Floors Clean/Dry
I

O Isles Cléar
. Hoist
12. Fire Extinguisher

~ F. MISCELLANEOUS
- 1. Worker Attitude

IV. COMMENTS; (An Explanation of "fair" and "poor” comments)

Corrective Staternent From Belair Project Manager/Foreman: Requested Not Requested

Site Inspector Date
Associateor Director . o Date




DAILY EXCAVATING CHECK LIST

Any operation that creates any man-made cut, cavity, trench or depressmn
. formed by earth removal.

| Date: | Job No.

]

Print Name of Competent Person

Signature of Competent Person

Digging/Excavation Location:

Name of Equipment Operator

Locate Resource Contacts:

Terry H. 651-248-0148
TomL. 612-840-2436
Dan M. 651-248-027

CALL THESE PEOPLE IF YOU
NEED HELP WITH LOCATES!!!

Y
0O

O 0O
O 0
0O 0
O 4
O a
o g

N
O

Digging/Excavation Check list
Have all locates been identified?
if so, by whom?

Have owner as-builts been
reviewed for any existing live or
abandoned utilities?

Utilities marked every 25’ in soil
and every 15’ on hard surfaces?
Where is the colored plan
located?

Hand excavate to expose existing
live utilities?

Have soil conditions been
identified as to classifications (i.e.
type A, B, C soils)?

Soil Class

Hazardous atmospheres?

If necessary, has the air quality
been checked in the excavation?
Are protective systems in place?
Spoil pile two feet back?

Means of access and egress?
For the above soil classifications,
has the proper benching/sloping
been identified?

Recommended slope

Has pre-task planning been
communicated with all personnel
involved with digging operation?
Ground personnel wearing high
visibility vest?
Safe working clearances from
overhead lines?

Final Daily Inspection
The area has been back-filled or
properly barricaded to prevent
personnel/pedestrian/ vehicles
from entering the excavation?
Equipment Start Up Checklist
Done?




SOILS ANALYSIS CHECK LIST

This checklist must be completed when soil analysis is made to:determine the soil
type(s) present in the excavation. A separate analysis must be performed if the
excavation (trench) is stretched over a distance where soil type changes.

SITE LOCATION:

Date: | Time: Competent Person:

Where was the sample taken
from? ‘

Excavation Depth: | Excavation Width: Excavation Length:

VISUAL TEST

Particle Type: Fine graihed {cohesive) Granular (sand/silt or
gravel)

Water conditions: Wet Dry Seeping Water

Surface water present Submerged
Previously disturbed soils: " ' ‘Yes No

Underground Utilities: Yes: No
If yes, what type? ' o

Layered soils? Note: The less stable layer controls soil type. No

Layered soils dipping into excavation: Yes No Unknown

-Excavation exposed to vibrations: Yes No
If yes, from what?

Crack like openings or spalling observed: Yes

Conditions that may create a hazardous atmosphere: Yes No

If yes, identify condition and source:

Surface encumbrances: Yes No If yes, what type?

Work to be performed near public traffic: Yes: No:

Possible confined space exposure: Yes No

MANUAL TEST

Piasticity: Cohesive: Non-cohesive

Strength:  Granular (crumbles easily) Cohesive (broken with difficuity}

Wet shake: Water comes to surface (granular material}
Surface remains dry (clay material)




DRIVER'S VEHICLE INSPECTION REPORT

AS REQUIRED BY THE D.O.T. FEDERAL MOTOR CARRIER SAFETY REGULATIONS

CARRBIER:

ADDRESE;

DATE: ] _ ___ TIME: AM.

CHECHK ALY DEFECTIVE ITEM ARD GIVE DETAILS UNDER "REMARKS"

AACTOR/

TARUCK NG,

L 1 Air Compressor L Horn

LA Lines i Lignts

'g_:‘l Hattery Head - Stop

Lt Sody Tail - Dash

| Braks Accessories Turn Indicators

[ Brakes, Parking {1 Mirrors

Cl Brakes, Service {3 Mutfier

L] Clutch . L] Ou Prassure

L1 Coupiing Devices (] Radiator

L) Defroster/Heater [] Rear End

L1 Drive Line L] Reflectors

D Engine 1 Safety Equipment

3 Exhaust Fire Extinguisher

I : Fifth Wheal

[} Frame and Assambly
L-l Front Axle
1 Fuei Tanks

TAALER(S) NO.(S) .

Reflective Triangles

Flags - Flares - Fusees

Spare Bulbs & Fuses
Spare Seal Beam

_J Brake Connactions
_1Brakes
_] Coupling Devices
__J Coupiing {King} Pin
_i Doors

fBmarks.

L1 Hiten

[l Lancing Gear
L1 Lights - All

[] Roof

[-] Suspension System

QDOMETER READING

P.M.

L] Suspension System
L Starter

(] Steering

L] Tachograph

] Tires

{1 Tire Chains

{1 Transmission

] whesils and Rims
L1 Windows

L] Windshield Wipers
[l Other

L3 Tarpaulin

3 Tives

1 Wheals and Rims
{3 Other

J CONDITION OF THE ABOVE VEHICLE IS SATISFACTORY

AUERE SONATURE:

i A80VE GEFECTS CORRECTED
P AEOVE DEFECTS NEED NOT BE CORRESTED FOR SAFE

GRERATION OF VEHICLE
DATE

DRIVER'S VEHICLE INSPECTION REPORT

AS REQUIRED BY THE D.Q.T. FERERAL IMOTOR CARRIER SAFETY REGULATI

 CARRIER: _.
ADDRESS:
DATE: TIME: AM, P
CHECK ANY DEFECTIVE ITEM AND GIVE DETAILS UNDER "HEMARKS"
TRACTOR/ : :
TRUCK NO. ODOMETER READING,
C3 Air Compressor {3 Hom o Suspensmn System
L] Air Lines {1 Lights [ starter
{1 Battery Head - Stop ] Steering
] Body Tail - Dash {3 Tachograph
C] Brake Accessories Turn Indicators 1 Tires
L] Brakes, Parking ] Mirrors [ Tire:Chains
CJ Brakes, Service (] Muffier [J Transmission
L) Cluteh L] Cil Pressure L[] wheels and Rims
[l Coupling Devices [ Radiator (] Windows
Defroster/iHeater 0 Rear End ] winidshield Wipers
[ Drive Line L] Refiectors {1 Other
(] Engine L3 Safety Equipment w7
Exhaust Fire Extinguisher
(] Fifth Whea! Reflective Triangles
[ Frame and Assembly Flags - Flares - Fusees
[} Front Axle Spare Bulbs & Fuses
{1 Fuel Tanks Spare Seal Beam
TRAILER(S) NO.(S)
LI Brake Connections {_] Hitch [} Tarpaulin
[} Brakes ' L] Landing Gear [ Tires
{1 Coupling Devices LJ Lights - All [ Wheels and Rims
[] Coupling (King) Pin 1 Roof (1 Other
Cpoorss - L1 Suspension System
Remarks: _

£ CONDITION OF THE ABOVE VEHICLE IS SATISFACTORY
CRIVER'S SIGNATURE:

ey

[} ABOVE DEFECTS CORRECTED

13 ABOVE DEFECTS NEED NOT BE GORRECTED FGR SAFE OPERATION OF VEHLCLE
MECHANIC'S SIGNATURE:

B.-\Tl:
CRIVER'S SIGMATURE: .

BT AR N e B B I AU R
VEHICLF Snpy N




Belair Excavating
Employee Safety Manual Test

Test A

. An employee has the “right to know” what chemical hazards are on the job
site he or she is working on.
CT CF ‘

. “AWAIR?” is an expression used to remind a worker to wear his or her PPE
at all times,
CT CF

Belair’s State safety committee is made up of 4 office employees.
CT CF .

. “Job Hazard Analysis” is a process to identify and create solutions for
the control of hazards, before a project is started.
T CF

. An accident report must be completed and turned in to the branch safety
coordinator within 12 hours of an accident.
CT CF

Belair has a random drug testing program in place.
CT CF

You will be terminated after you are written up for more then 2 citations.
T i F

Belair does not address subcontractors in its employee safety manual.
CT CF

Training is a major focus at Belair.
T CF

TEST A - Page |




21. Forklift drivers need to be both trained and certified.
CTLCF

22. Each State spells out training requirements for
all equipment including Harley Davidson motorcycles.
LT CF

23. Belair does not have a shop and facility safety program in place.
CT CF

24. Utilities include high profile lines or visible pipes that are so far above the
ground that they show in a high profile way.
OT CF

24. 85% of all accidents are caused by employees and 15% are machine failures.
CT OF

25. You “do not” have the authority to remove yourself from perceived danger.
0T OF

26. The Belair dig checklist needs to be completed daily before you start moving
dirt.
CT GF
27. It is more important for our dig checklist to get fully completed, then it is to
understand its content. The knowledge will come with time.
OT CF

28. All utilities need to be considered “live” until proven otherwise.
OT OF

29. We need to hand dig within 10’ of a high profile facility.
OT CF

TEST A - Page 3




Belair Excavating
Employee Safety Manual Test

Test B

Name:

Date:

5.

Belair’s State safety committee is made up of 4 office employees.
CT CF

“AWAIR? is an expression used to remind a worker to wear his or her PPE
at all times,
CT CF

An employee has the “right to know” what chemical hazards are on the site
he is working at.
OT OF

“Job Hazard Analysis” is a process to identify and create solutions for
hazard control, before a project is started.

OCT CF

An accident report must be completed and turned in to the branch safety
coordinator within 12 hours of an accident.

OT OF '

Belair does not have a random drug testing program in place. 1 T OF

You will be terminated after you are written up for 2 or more citations.
OT OF

Belair does not address subcontractors in its employee safety manual.
CT CF

Safety training is a major focus at Belair.
CT CF

Test B - Page 1




22. Each State has training requirements for
all equipment including Harley Davidson motorcycles.
CT CF

23. Belair does not have a shop and facility safety program in place.
CT CF

24. Utilities include high profile lines or visible pipes that are so far above the
ground they show in a high profile way.
CT CF

25. 85% of all accidents are caused by employees and 15% are machine failures.
OT CF :

26. All utilities need to be considered “live” until proven otherwise,
CT COF

27. The Belair dig checklist does not need to be completed daily, before you start
moving dirt, | ‘
CT CF

28. It is more important that our dig checklist gets fully completed, then to
understand its content. Knowledge will come with time.
oT CF

29. You “do not” have the authority to remove yourself from perceived danger.
OT CF

30. We need to hand dig within 10’ of a high profile facility.
2T CF

Test B —Page 3




