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ILLINOIS FORM 45: Employer's First Report of Injury or Illness 

, Date of Report:

: Employer's FEIN: 366006035 Case or File #: TBD 

IL 60462 

No 

=<5 - i;~~ 

Average Weekly Salary: $ 

Wages Paid Date of Accident: 
D No 

• Last Day Employee Worked: 


\ "). : o:J DAM ,*M Time of Accident: q:30 DAM ~M I I OR~NO lost work time 


If the employee died as a result of the accident, D No 


, give the date of death: >\~~~X __q~5Q" __ Jl4~,,~4__st_­
! Location Name and Address of Accident: 

Name: VILLAGE OF ORLAII.JD PARK 

14700 RAVINIA AVENEUE 

VILLAGE OF ORLAND PARK 

Name of workers' compensation carrier/admin.: 

ORLAND PARK 

i Nature of business: 

MUNICIPALITY 

Policy/Contract #: 

. AGC-87S6-IL 

State: ZIP Code: 

60462IL 

Home Phone Number: 

('fo~) ~ 

D Female D Married # of Dependents: ¢ 
i lob Title or Occupation: 

. Time Employee Began Work: Date of Accident: \ I 5 I 'JO ILt 

19'?501~~,-J?l~~_\",~d ~o~-1+JJ~__ ~Ij~~_____ .&J._~___~.-k\V\~_J_Qt) __~_~_._____. 
i What was the employee doing when the accident occurred? 

~HOW~i~~~~CC~nt occur? .~-.-....-........~---~~-.--..-.- ...-------.----..--...----.--. .-~---..------.~--- ................------1 

I 

rw~~s~e ~;t~ori~~~ Liftl;Pa~~~lrva~~~~Tain'how it was affected. 
.. ' 
't-...\ 'i 
~~~.s.-L...-~-_-_--..----~_----~-.-------.-.---------
What object or-5ubitance, if any, directly harmed the employee? 

~_~ 0 " V\ ~~y------ ..___ ~____..___.._________ ~ ________ .. ___ .__ _.----_ .. - - - .._................... ­

! 

I Name and add 6f physician/health care professional: 
i 

: If treatment was given away from the worksite, list the name and address of the place it was given. 

! ~o -k~~tY'~v;.\ __~~_~__~__"_"~__.. "___~.~__"_____.. _. __ ... ~" ____ .. ~._~_~_._ .._~"___~_..__"_~___.~~_I
IWas the e~!ee treated in an emergency room? !. Was the ~yee hospitalized overnight as an inpatient? ! 
.. DYes ~o • DYes ~ No 

Report Prepared by: 

:~TiU~e:~M:...:...~\ ~ ]ll__~_

--~------------.--- ...-,-.-~~~-......--..­

¥\GLQ. ' _ .. _~_~____ 

··--T-­

I Telephone: 

I~) "ir~S__ 41~2- ~J 
PLEASE RETURN THIS FORM TO HUMAN RESOURCES AS SOON AS POSSIBLE FOLLOWING INCIDENT. 

14700 S. RAVINIA AVENUE, ORLAND PARK, IL 60462 
By law, employers must keep accurate records of all work-related injuries and illness (except for certain minor injuries). Employers shall 
report to the Commission all injuries resulting in the loss of more than three scheduled workdays. Filing this form does not affect liability 
under the Workers' Compensation Act and is not incriminatory in any sense. This information is confidential. 
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Village of Orland Park 

Supervisor's Report of an Accident 

Location: 

0 head wounds 0 

Date: _\_-_6;;....-_lLJ----\-_ 

death o lost time 

0 eyes 0 strain & sprain 0 burns 0 hernia 

0 medical aid only 0 trunk 0 feet 0 arms 

0 foreign body 0 internal 0 fracture 

0 skin (occupational) 0 due to delayed medical treatment 

Remarks 

Cause: 

Mark basic 

cause 

Unsafe Acts 
o Operating without authOrity 

o Operating at unsafe speed 

o Making safety devices inoperative 

o Using unsafe equipment or equipment unsafely 

o Unsafe loading, placing, mixing 

D Taking unsafe position 

o Working on moving or dangerous equipment 

o Distraction, teasing, horse play 

o Failure to use personal protective devices 

Unsafe Conditions o inadequately guarded 

o unguarded o defective tools, equipment or substance 

o unsafe design or construction 

o hazardous arrangement 

o unsafe illumination 

o unsafe ventilation 

o unsafe clothing 

0 unsafe procedure 

Why was the unsafe procedure followed? 


Why was the unsafe act committed? _LA~.!..r\"'''I,-,J....!l..~''-!..:~'--'--''-''C'-'hu;:;;C>I~\_____________________ 


Why did the unsafe condition exist? Th)o~\ v-... ~ d(' ,""" ~ Y\ j 


~s! Y'I~v\C\\ )ocJ'IOr'\ J" -obJ'I;'w::1!Qt'\ 


Supervisor: 

Guides to Corrective Action: 
Based on the cause checked above, check below the corrective action you are taking: 
UNSAFE ACT UNSAFE CONDITION o Stop the worker o Study the jOb..a Instruct (Tel~show_try_check)
o Follow-up 

o Remove 

o Guard 

o Wam 

If Supervisor can't handle then: 

o Enforce o Recommend to: (a) own supervisor, or 
UNSAFE PROCEDURE o Institute new procedure o Instructed other employees in new procedure 

(b) safety committee, or '(c) maintenance 
committee, or ____---'____ 

o Follow-up 
What are you actually doing to prevent similar injury? -..-_.,-_______-:--__________________ 

What further recommendations? Do""b\1IL ~\\~J ~ {.A.. t {(:>iA "'~ J"'cr 
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.. 


Accident Statement Form 


Name: W\J\""~\r\ R. \-l,V\V\~ Date: \-6-}':i 

Department: B~..... \J} ~ w'\t>\',,,·h,,,,,,,,,,,c.g 

Check One: X- Involved in accident or injury 

__Witness to accident or injury 

Time of occurrence: a.eCr~O ' 

Location of occurrence: 9'760 Jli~rJ st. Or \..-V\~ \>~ rk ,1L C;; ()l...f(~;< 
Names of other people present: ....;t\!..-.."-'Q"'-V\~Q...=--_______________ 

General statement regarding occurrence: 

Date: \ - 5- )"i 

Supervisor's Signature: -:I-~-H4~~'b&.o..£=-"'~-- Date: / - S -/z! 
Signature: 
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