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B E L A I R  
E X C A V A T I N G  

ACCIDENT, INCIDENT & DAMAGE REPORT 
PLEASE COMPLETE ALL BLAXKS 

M~nnesola Coiorudo Flondu 
Day of Incident Date oflncident: 1 1 Person Reporting Incident: Supervisor: 
S IU T W TH F Sat (Rev. 5/5/08; AI] 

Unit Involved in Dozer 
Incident: Forklift 

Bobcat 

Describe Location of Person(s) Involved in Bela~r Job No.: 
Incident: Incident: 

# 
Front End Loader I 
Backhoe I I Belair Job Name: 
Off Road I Truck 

I I I 

if ocnrr? ( In your own words ) 

Y e s  No Why not? 

Slened: S i p n e d :  Approved: 
Pcvsun -d In  Inci[/ent Date PersonRrour.rinalncidcnt Date Sufety Director or Associate 
0Yor.h-er) 

Date m t  Received 
TWO SIGNATURES REQUIRED D ~ t c  m t  Occtrmd 
DIAGRAM ON PACE 2 REQUIRED Initial upon Vienyoint Inprrl 



NOTE: All incidents/accidents, no matter how small, are reportable to the MN Office within 12 hours, in I 
writing, per Company Guidelines. Always carry 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, etc.) You won't 
be any help if yon get killed trying to help. Many do. Stay out of cave-ins. 

2. - Get help - call "911 "(or ask someone else to call 91 1). Mandatory by law if a gas pipe is hit. 
3. Provide enlergency. measui,es until.help amves (CPRi'first aid, etc.) Good Samaritan law covers your mistakes. It is 

better to rlu 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. II helps [(s uull lo drvulop a 
sr~lrition in order toprevent it from mer happening again. 

WORKMAN'S COMPJINJURY RELATED 

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

1. Is this injury related to your work for Belau Excavating? ( ) YES ( ) 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 inbred in this accident? Please be specific. 

I IMPORTANT: DIAGRAMIMAP REQUIRED 

A rorrph sketch is required liere 
(Please orient north the best you can) 

I 

Additional Information Sr Comments: 

O:;S2fi.l~2i)08 hccide!t Repiwting - Blank Forms;:\ecidunt Repan Bliulk OjOFilXduc 



~ i n n ~ ~ o t a  Departmentof Laborand Industry 
workers' compensation Division First Report of Injury 
543 Lalayette Road North See Instructions on Reverse Side 
St. Paul. MN 551554305 PRiNTor TYPE your responses. 
1651) 284-5030 Enter dates in MMiDDNWY format. 

.... 
; 1. EMPLOYEE S O C I ~ L ~ ~ ~ ~ R I N  # 12. OSHA Case # ! DO NOT USE THIS SPACE 

I 
I --- 

3. DATE OF CLAIMED INJURY -4. Time of : 5. ~ imiemployee 
lniurv - am ' began work on date - I . . 

I-..... ... -- - 
6. EMPLOYEE Name (last, first, middle) 

U pm { o f  injury  UP^ I 
i 7,Gend~ 18, ~ ~ ~ i t ~ l  - - - - i  

I - i 

I i U / Status Unmarried / .- . - 
9. Home Address I 10. Home phone # i 11. Dale of birth-- 

i j i 
........... 

i 
. ~ -~  

~CX State Zip Code / 12. Dccupatioi (Union?) 113. Regular department 1 14. Date hired 
! I I j 

, - -  ~~, I . . I... . x 
22 Tell us how the InJ~ry  oscbrred and ahallhe employee wasdo np before the lncidsnl(give dstalls,. E#i$, ~ , u h  Wonsr rs8s I!,, ng .in r r~ch In a p a  elofoores rnen 
ihs rruc* Ipped, p nn og worxers en leg unocr do.e rhrH ' ?(ode, aeue,opou soreness in on .vnrr overt me fmm 03.1, c o m ~ ~ i o r  hat enlr, ' 

- =  

! i ' 15. Average weekly wage : l d ~ a t e  per hour , 17. Hours pelrday j 1 8 . ~ a y ~  per week 19. ~ ~ i 6 ~ h e ~ ~ ~ ~ ~ ; , , ~ ~ ~ ~ ~  
1 I / Status 
I I I Seasonal Volunteer 

20. Weeklv value of: 1 Meals I Loduinu 21. Annrentice f l ~ e s  n ~ o  

23 Nhst 18s the InJury or illness (Include the pan(.) of oody)? Ezrmpleo tonm csl 
o,m ten ham bcken e k t w ,  cwpa, ,'we, r,njmne . A  ten*nst 

i I 
...... !-.- -- 

i 30. Return to work date / 31. Date of dealh 

M Whattools. aqulprnenl mashlnss, obJsctp, or rubstansea w e n  involved? 
E x m l p r ~  ch ooos rtaoo cpra,er paler. R tmcx, ccmputer heyboard 

125. Did injury occur on empioyer's premises? 
I 

i ........................ _J.~ -1 i 
/ m ? i h e h Y S I C I A N  (name, address, and phone) ! 33. HOSPlTALiCLlNlC (name and address) (if any) 

i C ~ 

35. Overnight in-patient I I 
1 i a y e s  u ~ o  j 
i 36. EMPLOYER Legai name 137. EMPLOYER DBA name (if different) 

1 yes NO / If no, Indicate name and address of place of occurrence 

!BELAIR BUILDERS, INC. 1 . .  . _ _ _ _ ~ . ~  _ 1 BELAIR EXCAVATING 
i 38. Mailing address 39 Employer FElN 

1 
40. Unemployment ID# 

1 

'2200 .. OLD HIGHWAY 8 NW _ -  _ J '41-0997613 _- ... 1 .. 
i 

..... . ...... ....... 
i City State Zip Code 41. Employefs contact name and phone # 1 

26. Dale of first day of any lost time 

-- - 
28. Date employer nalified of injury 

1 NEW BRIGHTON MN 55112 . ~ ,  I TOM LUDWIG (651) 717-3394 1 
'42. Physical address (if differenij ' 43. Witness (name and phone) ~~1 

j ! 

27. Em layer paid for lost time an day of injury (DOI) dyes No No lost time an DO1 

29. Date employer notified of lost time 

161 N. CLARK STREET, SUITE 3525 
. . . - ............... .... ....... 

, 48. Policy # or selfinsured certificate # State Zip Code 1 

23891 
I 
46, INSURER name 51. CLAIMS ADMlN COMPANY (CA) name (check one) fl lnsurer j 

I 
...... ..... ..... .................-. ................. . .......-... t CHICAGO I L 60601 ! 

49, Insurer FEiN 50. Date insurer received notice 53. CA FElN 54. Claim # I 
i ! I 

! ....... ... 
I 47. Insured legal name 

I .  . . . . . . . . . . .  . . .  L . . . . . . . . . . . . . . . . . .  .. - 
MN FRO1 (O2iOG) Copies lo: Insurer, Employer. Employee, and Workers' Compensalian Division (if no insurer) 

SEABRIGHT INSURANCE 1888-782-6515 OTPA _ i -.-........ 
52. CA address 1 



DIVISION OF WORKERS' COMPENSATION 

, .. . . . . . . 

WC I Rev 01106 



FIRST REPORT OF INJURY OR ILLNESS 
P 

RECEIVED BY 
CWhlS-HANDLING EIIT\TY 

SENT TO OIVISION DATE OiYiBlUN RECEI'IEO OXTE 

FLORIDA DEPARTMENT OF FINANCIAL SERVICES 
olvlslON OF WORKERS' COMPENSATION 

Faraasislancs call 1-800.342-1741 
or i;iinMcl your local EAO OMce 

~~~~n all deaths wilnln 24 hovm 1.800.218.8953 or (8501 922-8953 

PLEASE PRINTORPIPE EMPLoIEEINFORMA~ON 

NAME i ~ ~ r . ! .  ~ iadls.  ~as0  ~ o e i ~ i s o o u n t y  Nornoor O.lsafXSE,de", (Mon,".0ay-"sar) Timrol  Accdeni 

O A M O P M  
HOMEAOORESS EMPLOYEPS IlESCRlPTlON OFACCIOENTllnslude CZbSS 01 l"lliP/l 

str"e"*nX: . . . . . . . .  

ciq -.....-.-.....-..-..state. ZP. . 

TELEPHONE Arsa Cuds Number 

OCCUPATiON rNIUR~t f I INESS  THAT OCCURRED 
PARTOF BOGY MFECTED 

DATEOF BIRTH SEX 

1 ........... O M  O F  
EMPLOYER INFORMATION 

FEDEKAL ID .  NUhlBER IFRNI DATE FIRST REPORTED IMDnfhiDDy~/m) 

COMPANV NAME: .BEhlkB.dkkI&k - 
D. B. a :  .MakExca~ating 

41-0997613 
NATURE OF BUSINESS PDLlCIiMEMBER NUMBER 

a==<: ... 22U01dHighwy.8hlhlL 
.... city. .N.w.8dghton .... sul. np ..StiUZ Earthwork, Utilities, Concrete 

TELEPHONE Area Coda Nrmber DATE EMPLOYED PAIO FOR OArE OF INIURY 

239-513-1300 ( I a YES a NO 

i A S i O A i E  EMPLOYEE WORKED 'NILLYOU CONTINUETO PAY WAGES INSTEAD OF 
EMPLOYER.SLOC/\TIONADDRESS IilOlleianlI WORnERScoMP? K S  _ 1 L........ 

,,,*,,. .-622P_Tg!<rReadSuite!.O.6 . . . .  
REIURNEOTO WORK a YES q NO LRSTDAY WAGES WlLL BE PAID INSTEAD OF 

.s,:Nap!e.s st**: -FL ........ Z P : - ~ _ ! ~ ~ - -  IFYEI.GIVEO/ITE ,WORKERI COMP 

..... ... LOCATjObI ~PPlrcaWol. I .......... 1 I 

DATE OF DEATH (Ila$ollFabls) BATE OF PA" liR q WK 
PLACE OF ACCiOENTtSireel, CO. Stde. Bpl 

1 - ........ 1 I . PER 
Slreel. 

onu 0 MO 
. 

AGREE WlTH DESCRIPTION OF ACCIDENT? 
c;ty . s,at*: - zjp: - .......... ~~imboruthours per dry 

YES No Numhrofhaurr~or w ~ s *  .. 
.. COUNTY OF ACCIDENT - 

Numbrot dny. Perweak 

nn, n e r a ~ n o . r ~ ~ , n u ~ r l i  u l h i a l m l l o n j u i o . d ~ r ~ r u ~ . o r d n ~ ~ ~ v ~ a ~ ~ r ~ ~ ~ ~ c i c i  orrolpio*r, nnslism m n p m ~ . ~ ~ o l C ' n s ~ r ~ c i ~ c i c i ~ ~ ~ Y Y  Ilsr srlrlnmmilol WME. ADDRESS Ahin TELEPHONE 
rln,m rnlnlam;ny myI l l~sormlsis~dia~,n?~rmlion~am~n~ls nrui>nc.Ilrud. p~n~nrblearrmrii!ud i >  r a t 7  9 l l .  Ssn.Un14O.1CSlil. F.S. OF PHYSICIAN OR HOSPiiAL 
I ha". rsuiewrd. "ndsr.,.nd .nd..kn.,ul.dg. Ih. .bO". SUCrn."l. 

... ...................................................... 
EMPLOYEE SIONATURE tlfavllllbla longnl DATE 

.............. . . .................. 
ElrlPLOYER SICNkTCRE CATE 

,\UTHOPIZEO BY EMPLOYER YES a NO 

CLI\IMI.IIANOLING ENTIWINFORMATION 

?(a) Denled Case -0WC-12. Noticeof Denial Allached 2. ~ e d i c a i  only which befame Losl Time csne (complete all reqlllred iiifarmallon In n3) 

l(b) 11;demnty Only Denied Case- DWC-12. Notice of Deniol Allached ~mp ioyees  8'" Day of Olsabilily .......... I ........... I .......... 
............ ....... Entity.$ Knawledgsaf8'"Day of Oirabll8ty I 

. . .  • 3. LosITi8ne Case . 7sldayafdlsabllily I I ........... F u l l S a l s r y i n l i e u a f c ~ 7  • YES FuU Salar)End Dale 1 I.. 

. ................................... ..... Dale Flrst PnymenlMailed I ...... I .... AbVW C0mp Wale 

T.T. TT . -80% T.P. I.B. q P.T. O DEATH SETTLEMENTONLY 

......... ............. Pcnelb,Amouol Poldro I" Poyrnenl S I~ l le isr l  Amount Paid in 1" Payment 3.. 
..... . - 

REMARKS: INSURER NAME 

CLAIM$-HAMDLINO ENTIT INAME.  ADDRESS A TELEPHONE 

INSURER IGOUE" EMPLOYEES C U S S  CODE EMPL0YER.S NAICS CODE SeaBright Insurance Co. 
23891 161 N. Clark Street, Suite 3525 

5ER'i iCt COlTPh COOE 96 CLAIMS.HANOLIWO ENTITY W E  P Chicago, IL 60601 888-782-6515 

................ 



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 rcview 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 





POLICY NUMBER EFERENCENUMBER 

5966467-00 

AND ADDRESS 

.... Y. :.: -. :...: .... 

.................................. PRoDUCER : . ~ ~ ~ ~ ~ q  p . ~ ~ l ~ ~ ~ % ~ ' ~ ~ . ~ r ! ~ ~ ~ P P P P . P  
(952)890-0535 . . FAX NOTICE OF CLAIM i ...................................................... ... ............... ...... 

B e l a i r  Bu i lders ,  Inc .  
2200 Old Highway 8 NW 
New Br ighton,  M N  55112 

Kraus-Anderson Insurance 
420 Gateway Boulevard 
Bu rnsv i l l e ,  MN 55337-2790 

...................................... 
i WHEN TO CONTACT 

EFFECTIVEDATE i EXPIRATION DATE POUCYTYPE ......... i RETROACTIVE DATE 

....................... 04/01/2008 , ; 04/01/2009 : [X'i ) i CLAIMS ) ................................. : .............................................. : ................................................................ 
COMPANY i MISCELLANEOUS INFO (site K iasstion code) 

Zur ich American I n s  Co 

................. -. ... 
Us and editlvn dates) .............................................................................................................................. .. ....................................................................................................................................................... : .......,........ 
GENERALAGGREGATE ; PROOICOMFOPAGG PERSKAOVINJ i EACH OCCURRENCE FIREDAMAGE i MEDICAL EXPENSE ; OEOUC~BLE i x ; 

2,000,000 : 2,000,000. 1,000,000~ 1,000,000; 300,000 1 10,000: 
5o000:"...': 

: X i s 1  

~~f~~~ : UMBRELLA : EXCESS i CARRIER: i LIMITS: 

. . . . 
PREMISES: INSURED 1s : : OWNER i i TENANT : i OTHER: !TYPEOFPREMISES 

.................................. .......................................................................................................... ......................................... / : / 

RESIOENCE PHONE (NC, No1 i BUSINESS PHONE (AIC, No, Exl) 

(651)786-1300 

OWNER'S NAME 

.............................................................................................................................................................................................................................................................. .: 
RESIDENCE PHONE (AIC, No1 i BUSINESS PHONEIDJC, No. Ex11 

MANUFACTURER4S 

NAMEK 

DESCRIBEINJURY i WHERETAKEN 

LOCATION OF ! AUTHORITY CONTACTED 
OCCURRENCE 
(Inshda oily &stat.) .......................................................................................................................................................................................................................................................................................................... 

.......................................................................................................................................................................... I REPORTED BY REPORTED TO SIGNATUREOF PROOUCERORINSUREO 



uaranty & L iab I n s  
420 Gateway Boulevard 
Bu rnsv i l l e ,  MN 55337-2790 POLICY NUMBER 

........................................................................................................................................................... ....................... ................................................. .. : : .................................... 
CODE: 60092186 i suacoo.: EFFECTIVE DATE j EXPIPAlION DATE j DATE OF ACCIDENT ANDTIME i i ' PREVloUSLY ....... ..... .... .................... ... 04/01/2008 ' 04/01/2009 i . : . " . : K9QRTE9 . 

: i P M i  :YES: ! NO 
.... . .  $ f .  '" ... " ,z:>'w',l:,~ :, "": "..'... :... '"'" " @&~~~~;~j~~@@$g~~&<~&@;~~;g~~~~&~~j~&~;~$~ 

NAME AND ADDRESS i WHERE TO CONTACl 

B e l a i r  Bu i lders ,  Inc. 
2200 Old Highway 8 NW 
New Br ighton,  MN 55112 : ................................... 

i WHEN TO CONTACT 
............................................................................................................................................................................................................................................................. 

i BUSINESS PHONE (NC. No, Extl RESIDENCE PHONE(NC. No) : BUSINESS PHONE IAIC. NO. Ext) RESIDENCE PHONE INC. No1 

(651)786-1300 

LOCATION OF i VlOLATONSlCtTAl!ONS 
................................ ...... ACCIDENT i..cON.T4FTRo: .. .... : 

[Include city &state) i REPORT#: ...................................................................................................................................................................... : ............................................................................................................................... 

: 1,000,0001 20,oooi .i ............................... : : .................................. ...................................................................................................................................................... 
LOSS PAYEE i COLLISIONDED i 

: . . . . 
! CLAM i ! ;E;UR 

...... 
........................................................................................ ................................................................................................ ....... 

MODEL: ............... i ........ .-I .............................................................................. 
OWNER'S 
NAME 

. ..................................................... i . ............................. : . ....................................................................................... . ; ....... 1 ........................... .-- ....................................................................... 
i ESTIMATEAMOUNT ; WHERECAN i WHEN CAN VEH BE SEEN7 iOTHER INSUMNCEON VEHICLE 

DESCRIBE : VEHICLE 
DAMAOE i BE SEEN7 

OESCR 

REMARKS(1nolude 
adjuster assigned) 
............................................. 
REPORTED BY 

............................................................ 
REPORTED TO SIGNATURE OF PRODUCER OR INSURED 

I 
ACORD 2 (2194) NOTE: IMPORTANT STATE INFORMATION ON REVERSE SIDE CIACORD C O R P O R A T I O N  1994 



Analysis by: 
Date: 

Reviewed by: 
Date: 

Approved by: 
Date: 1 

1 1 

Project E X C A V A T I N G  
Name: Job # 
Address: 
Dw~sion: Personal Protectwe Equipment: 

Demolition Level D - 
Env~ronmental D Mod - 
Utihty C- B- A- 
Earthwork 

Step # Sequence of Basic Job Steps Physical Requirements Potential Hazards Recommended Safe Job Procedures ----- 
I 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

FORM 



TOOL BOX SAFETY MEETING 

PROJECT NAME: JOB # 
TIME: SUPERINTENDENT 

.\ 

~ Attendees Signature 

Safety Items Discussed 

~, Safety ProtectionlEquipment Used 

Superintendent Signature 

FORM 



Job # 
Job Name 
Date: 
Time: 

WEEKLY SAFETY MEETING AGENDA 

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

2. Discuss any injuries 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 or garment. See standard 
for training information. 

6. Discuss any near misses or unsafe conditions. 

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 all people have received "Right-To-Know" training. Give specific 
training for your jobsite to employees new to jobsite. 

11. Discuss harassment policy. Tell 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) 

Second Safety Offense: A Written Warning (Use this form to document) 

Thirty Safety 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 



- - -  ...- 

E X C A V A T I N G  

CITATION FORM 

Dale: 
I EPLOYEE C1'L4TIOOY & CORRECVUh FORM FOR TRUCKS. EQIIIPMENT AiVq E!WLOYEE,S 

(Sub-Contractors and Vendors wtlf par cnv and all casts assoc~ated wah v~olaled inc~dent) 

I EMPLOYEE:- DATE OF INCIDENT: 

LOCATION: TIME OF INCIDENT: 

SUPERVISOR: TRUCWEQUIP. NO: 

NOTE: . I First Offense - FVornrng 
I I Second Offense - One week suspension wilhourpoy 
li Third Offense - Trrmitru1,un 
(.'IN dl'd~otw "#lid two 12) years, unle).~ rxlrnded below) 

8 i I ! '  4 I l I ! . l .  1 l 1 ~ 1 , ~ ~ i  s.ttc~y 11s1 I,! I,v,pccci,,,r l',i,i!ilird \p:ticll !i~,~,!,~ll~.',l I.,,:,!.,~,Z i,, ,I, 



BELAIR COMPANIES 
SAFETY VIOLATION 

Date: 
Person Involved 

Belair Job NO. 

Job Name 

Job Location 

Hard Hats Speeding 
Vests Improper Slopes 
Seat Belt Leaking Load 
Disrespect Unsafe Conditions 

Lack of Communication 
Other 

Authorized Personnel Date Employee Date 

Belair Companies Policy 
2 Violations = 1 Reprimand 
2 Reprimands = 1 Citation 
3 Citations = Termination 

Whitecupy - Employee File Yellow copy - Employee Pink copy - Safety Inspector 

O:\Sefcty\IJ7 OR S.nfcty M~nnualE007 0 8  Pmtolype MnnuahFon~~s - IN HOUSE USE ONLY!!!\13 Safety Violation Fut~m.doc 



. .... . , _  ::,: . . . . .. . ., . : ,...,, .. .?,* . : , . . :  :. : ,+ < ,  , ~ : : . , . , . . : ' . .  , . , , , 2 .  > . , .  : ,.. : . m , -.., . , . . . .~ 

. . -, 

. , .- 

B E L A I R  ., 

E X C A V A T I N G  

Date: I I 
Tim: : AMIPM 

Auditor: 
Colorado - Florida - Illinois - Minocsota - 

A) GROUNDS G) HALLWAYS1 ENTRIES 

I. Grass 1 Soil I. Walls 1 Ceilings 

2. Trees I S h b s  2. Carprt 1 Floors 

3. Irrigation system 3. Lighting 
4. Landscaped areas bee of weeds 4. Waste Receptacles 

5. Grounds bee ofdebris 5. Sigaage 
6. Directory Board 

B) PARKmGLOT 7. Security System 
I. Blacktop condition 8. Plants, wall hangings, p i c w s  

2. Striping i Curbs 
3. Lighting I Signs 
4. Sidewalks H) OFFICESICOMMONS 

5. Fence / Screening; plumb and in ordm I. Workstations ~ 6.  Rear of Building 2. Floor covering 

i 7. T m h  ContainersJ dumpster area(s) 3. Walls 
4. Ceiling Tile I Lighting 
5. Interior and exterior lacksetf 
6. Other 

C) EXTERIOR OF BUILDING 
1. Brick1 Black I Paint I )  IJTlLlTY ROOM 

2. Pre-cart panels1 companents I. Equipment 
2. Orgnnbtion and safe conds 

3. Windows. mirrors. glass 
4. Loading Docks 3 .  Stonge areas cbanl tidy 

5. Site lightin% wall pacs 
6. BoUards 

1) DIG1 DOCi IT ROOMS 

D) ROOF I. Workstations 

I. Flashing 2. Equipment 

2. Surface I HVACMeCb, Elect curbs 3. Ventilation 
I 

3. Gutters/dwnspts cond. And flowing 4. Lighting 

i 4. Hatchistairs cond, and clear access 5. Protection in Place 
! 5. Other 6.  phoned voice accessible 

7. Housekeeping 

E) REST ROOMS 
I. Dispensers 

K) HVACl MeCW Elect SYSteItW 

2. Floors I Partitions I. Filters 

3. Basins I M i n  2. Dampers marked 
3. Water shut-offs accessible 

4. Toilets 1 Urinals 4. panels accessible and marked 
5. Waste Receptacles .. . . . .. . 

. 

P F NIA G 



BELAIR 
1 S A F F N  IS THF ATTlTllDF PRFVENTION IS THE GOAL 

OfficelShop Safety Audit Checklist 
Date: I 1- 

Tlmc : AM I PM 
Auditor: 

Colorado - Florida - lillnois - Minnesota - 
A) GENERAL REQUIREMENTS 

1. Fire Extinguisher 
2. 1st Aid Kit 
3. Housekeeping 8 SanltaUon 
4. Evacuatbn Procedures 
5. Safm Suggedons Box 
6. Absence of Hazards 
7. Crlsls Management Plan Available 

8. AED n a Consplc~o~s Spol 
9. Knonleage of DngA  coho1 Program 

B) SHOP SPECIFIC REQUIREMENTS 
1. Splll KiUDlrectlons 
2. Propane Containment 
3. Liquids Storage 
4. Chsmlcals Pmpedy Labeled 
5. MSD SheeWSlatlon 
8. Monthly Meetings Held 

C) SHOPlFlELD OPERATIONS & PROCEDI 
1. New Hire Orientation Program 
2. Lockout-Tagout, if needed 
3. Ground Fault lntemplem 
4. Forklift OperaIhn 
5. Scissors Lifi OperaUon 
6. Hand and Power Tools 
7. Mobile Earlhrnoving Equipment Use 
8. Competent Operator Training Card 
9. Vehicular Tram= Cmtml 

10. Locate Procedure Being Followed 
11. 'GO To' Locates Person in Place 
12. ACC aenclncident Repaning Done 
13. ~ooibox Talks Done 
14. Reld Inspections Dons 

URES 

0) REQUIRED POSTINGS 
1. OSHA 300 Cover Shed 
2. OSHA Posten 
3. Number af Days w/o a Lost D q  
4. Route to Hospital 
5. Weather Slations 
8. Exit Plan 

E) FORMS AVAILABLE 
1. Dig Checklist 
2. Field Compliance Checklist 

3. Large Safely Manuals 
4. Small Safely Manuals 
5. MSD Sheets 
6. Near Miss 
7. Job Hazard Analysis: Blank 
8. Locales 
9. Safely Organlrational Flow Chart 

10. AccldenUlncident Reporl: Blank 

11. Reviewed Discloline Pmararn 
12 Safely Cammunrcat on Procedu,as 
13 Suocanlraclor Safely S go-all Sheet 

11 M ss an S~b.Mlsnon Slatamen1 
15. Drug and Alcohol Program 
16. Toolbox Talk Tracking 
17. Monthly Shop Meeting Signup sheet 
18. Safely Manual Oulzln New Hire Pack 
i9. Campuler or Hard Copy File System 

F) MISCELLANEOUS 
1. Worker Atlitude 
2. Safely Coorainator CleaOy .n Charge 
3. Overs Shop and Fac I Iy Safety 
4. Consultant on Board, 81 neceosaq 

:omments (by section letterlnumber) 

I 

tsponse Required YES 0 NO 0 
~rrective Action Statement: [Return to Cornpilance Oificer by' I ,20071 I 

NIA = Not applicable. G = Good, F = F.i~r. P = Poor (See Comments) 



BELAIR 

Corrective Stntement From Belnir Project Man;~ger/Foreman: - Requested - Not Requested 



DAILY EXCAVATING CHECK LIST 

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

If so, by whom? 

I Date: I Job No. 

Print Name of Competent Person 

Y N DigginglExcavation Check list 

Signature of Competent Person 

Have all locates been identified? 

DigginglExcavation Location: 

Name of Equipment Operator 

Locate Resource Contacts: 

Terry H. 651 -248-01 48 
Tom L. 61 2-840-2436 
Dan M. 651-248-027 

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 benchinglsloping 
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 
personnellpedestrian/ vehicles 
from entering the excavation? 
Equipment Start Up Checklist 
Done? 

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



SOILS ANALYSIS CHECK LIST 

This checklist must be completed when soil analysis is made Wdeterrnine 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. 

FORM 



1 DRIVER'S VEhliCLE INSPECTION REPORT 
AS HtQUI%ED BY THE D 0 T FiDiRAL?~>OTOR CARRIER SAFRY REGUU.TIONS 

?. .- 
I :  

ACDEESS: - 
r, : -,z. A I $-. __---- TIME: A.M. P.M. 

CHECK AtrT i ! i~FiTi ' rE :TEii AN0 GIVE DGTAILS UhCER 'REMARKS 

YriACTORi 
TFtUCK i<O.--- ODOMETER READING 
L? Air Compresso: 
i2 Air Lines 
c! rSaherv 
I..: a 3 a  
Ci Brake Accessories 
C 1 Brakes, Park~ng 
a Blakes. Sew~ce 
E2 Cirrtch ' . 
2 C2up;i;ig Devices 
L1 Deiroster~Heater 
a Orive Line 
Ci Engine 
il Exiiausi 
!I Fifth Wheei 
C Frame and Assembly 
il Frcni Axle , r i u e i T a n k s  

r-, 
LJ Horn 0 Suspension System 

iignrs 0 Starter 
Head - Stop Steering 
Taii - Dash D Tachograph 
Turn Indicators L? Tires 

Ci Mirrors Tire Chains u Muffler (7 Transmission 
L? Oil Pressure a Wheels and Rims 

Radiator Windows 
Rear End C] Windshield Wipers u Retlectors Other 
Safety Equipment 

Fire Extinguisher 
Reflective Triangles 
Fiays - Flares - Fusees 
Spare aulbs & Fuses 
Spare Seal Beam 

re;.ni;mjs) NO.(S) .__---p- 
.. 
-1 -. Bimka Connections a tiitch G Tarpaulin 
..I Brakes Lancing Gear C] Tires 
2 CoupIlng Devices L1] Lights -All Wheels and Rims 
3 Coupiing (King) Pin O Roof Other 
2 Doors Suspension System 

~- ~p 

! CChDiTiON OF THE ABOL'E VEHICLE IS SATISFACTORY 
.. -- - - .  i h i  d.::":>.TUIIE 
: . .. 
I !siJI?L'i CEFECTS CORRECTED 

i . i i ' O : C  irEF'iCrS NEED NOT BE c2RRECiCD FOR SAFE GFEtIATlGbi OF VEHICLE 

::.rlr\:< 1;; 5>$P!>.lUP.E ,. DATE 

DRIVER'S VEHICLE INSPECTION REPORT 
AS REOUIRtDa, THE 2 0 T FEDEMUSTOR CLRRlER S A F E N  RECw4TIM.S 

CARRIER: . 

ADDRESS: 

DATE: TIME: A.M. P.M. 
CHECK ANY DEFECTIVE ITEM AND GNE DETAILS UNDER 'REMHKS' 

TRACTOR/ 
TRUCK NO. ODOMETER READING, 

Air Compressor Horn 0 Susbension System 
Air Lines 17 Lights Stager 
Battery Head - Stop Steering 
Body Tail - Dash L? Tachograph 
Brake Accessories Turn Indicators Tires 
0 Brakes. Parking Mirrors TirEChains 

Brakes, Service Muffler Transmission 
Clutch C] Oil Pressure 0 Wheels and Rims 
Coupling Devices Radiator ~ i n $ o w s  
0 DefrosterlHeater D Rear End Winbhield Wipers 
L? Drive Line 0 Reflectors Oth* 
C] Engine C Safety Equipment 

Exhaust Fire Extinguisher 
C] Fifth Wheel Reflective Triangles 

Frame and Assembly Flags - Flares - Fusees 
0 Front Axle Spare Bulbs & Fuses 

Fuel Tanks Spare Seal Beam 

TRAILER(S) NO.(S) 

Brake Connections Hitch Tarpaulin 
L? Brakes Landing Gear Tires 
[II Coupling Devices Lights -All (7 Wheels and Rims 

Coupling (King) Pin 0 Roof Other 
• Doors.' , Suspension System 
Remarks: 

G CONDITION OF THE ABOVE VEHICLE IS SATISFACTORY '.  
.I/, 

DRINEPS SENATURF- 
:.! : 

O ABOVE DEFECTS CORRECTED ... , . 
ij ABOVE DEFECTS NEED NOTBE CORRECTED FOR SAFE OPEFIATION OF UEHCLE 
UECHANICS SIGilATURE 4 - DATe - 



Belair Excavating 
Emplovee Safetv Manual Test 

Test A 

Name: 
Date: 

1. An employee has the "right to know" what chemical hazards are on the job 
site he or  she is working on. 
C T  C F  

2. "AWAIR" is an expression used to remind a worker to wear his or her PPE 
at all times. 
C T  P F  

3. Belair's State safety committee is made up  of 4 office employees. 
C T  C F  

. . .  
4. "Job Hazard Analysis" is a process to identify and create solutions for . , , , ~ . .  , .. .. , . 

the control of hazards, before a project is started. 
C T  C F  

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

6. Belair has a random drug testing program in place. 
IET C F  

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

8. Belair does not address subcontractors in its employee safety manual. 
C T  C F  

9. Training is a major focus at Belair. 
13T C F  

TEST A - Page I 



21. Forklift drivers need to be both trained and certified. 
C T  C F  

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

23. Belair does not have a shop and facility safety program in place. 
C T  C F  

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

C T  C F  

24.85% of all accidents are caused by employees and 15% are machine failures. 
C T  O F  

25. You ''W have the authority to remove yourself from perceived danger. 
C T  C F  

26. The Belair dig checklist needs to be completed daily before you start moving 
dirt. 

C T  C F  

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. 
O T  C F  

28. All utilities need to be considered ''live" until proven otherwise. 
G T  C F  

29. We need to hand dig within 10' of a high profile facility. 
@ T  C F  

TEST A - Page 3 



Belair Excavating 
Employee Safety Manual Test 

Test B 

Name: 
Date: 

1. Belair's State safety committee is made up of 4 office employees. 
C T  C F  

2. "AWAIR" is an expression used to remind a worker to wear his or her PPE 
at all times. 
O T  C F  

3. An employee has the "right to know" what chemical hazards are on the site 
he is working at. 
O T  E F  

4. "Job Hazard Analysis" is a process to identify and create solutions for 
hazard control, before a project is started. 
G T  O F  

5. An accident report must be completed and turned in to the branch safety 
coordinator within 12 hours of an accident. 
C T  [3F 

6. Belair does not have a random drug testing program in place. T F 

7. You will be terminated after you are written up for 2 or more citations. 
O T  O F  

8. Belair does not address subcontractors in its employee safety manual. 
E T  E F  

9. Safety training is a major focus at Belair. 
C T  C F  

Test B - Page 1 



P 

22. Each State has training requirements for 
all equipment including Harley Davidson motorcycles. 
C T  C F  

23. Belair does not have a shop and facility safety program in place. 
C T  C F  

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

25. 85% of all accidents are caused by employees and 15% are machine failures. 
O T  C F  

26. All utilities need to be considered "live" until proven otherwise. 
C T  O F  

, 27. The Belair dig checklist does not need to be completed daily, before you start . :.. : - - i x - : .  

moving dirt. 
C T  C F  

. . . . . . ,. .: . , > - '  ' - . . 

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

29. You "do not" have the authority to remove yourself from perceived danger. 
n T  C F  


