APPENDIX F

SAMPLE CLANDESTINE LABORATORY
EXPOSURE REPORT (CLER) INSTRUMENT
CALIFORNIA DEPARTMENT OF JUSTICE
DIVISION OF LAW ENFORCEMENT
BUREAU OF NARCOTIC ENFORCEMENT
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CLANDESTINE LABORATORY EXPOSURE REPORT

BNE. BFS, and Task Force personnel who have received or intend to receive medical evaluanons shall
complete and submit this docurnent as per CLMIP (Clandestine Laboratory Manual of Instruction and
Procedure) within 24 hours to: the Clandestine Laboratory Coordinator, BNE HQ (Law Enforcement
Personnel), or the Hazard Response & Evaluation Manager, BFS HQ (Scientific Support Personnel).

NAME (Last, First, Middle Initial) DATE OF BIRTH
EMPLOYEE
INFORMATION |FTEL D OFFICE OR CRIMINALISTICS LABORATORY TITLE (SA. SAS ,CRIM. exc.)
DATE OF LABORATORY RAID CASE NOJOTHER AGENCY NO.
INCIDENT
DATA TYPE OF DRUG LABORATORY (Methamphewamine, LSD, PCP, Cocaine conversion, eic.)
RESULTS OF DRAEGER TUBES (If avaiiable) RESULTS OF GASTECH 1314
% oxygen % combusuble gas
PERSONAL PROTECTIVE EQUIPMENT USED FOR EACH ACTIVITY LISTED  (Nomex sux, gloves, boots. eic ;
A. Entry B. Pre-assessment
LAB C. Assessment D. Processing
SITE
E. Disposal F. Other
PROVIDER MEDICAL CONDITION TYPE OF TREATMENT
MEDICAL
TREATMENT
DATE FIRST AID TREATMENT RECEIVED NAME OF DOCTOR AND PHONE NO.
NOTE: Refer 1o Clandesune Lab Manual for SCIF 3301 Form Submission
INFORMATION PRACTICES ACT OF 1977
AUTHORITY: Civil Code-Section 1798, et. seq.
PURPOSE: To provide safety and health support for [EB employees exposed to hazardous chemicals.
ROUTINE USES:  Records are maintained for internal [EB use.
The only disclosure of informanion outside the agency would be when authorized by the subject.
EFFECT: Failure © provide information will result in inadequate health and safety recommendations.
Empioyee's Signature Duse Supervisor's Typed Name and Signawre Dase

oNE 015 (Rev. 1091)

Cononue on Reverse

Source: California Department of Justice, Division of Law Enforcement, Clandestine Laboratory.
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PLEASE TVPE aLL INEOMMATION ¥ ROSSISLE
Pisase compiste in triplicate. Retain last copy tor
State ot California your flies and mall the original and one copy to OSHA C
ase
EMPLOYER'S REPORT STATE COMPENSATION INSURANCE FUND or Fiie No
JF OCCUPATIONAL
Reter 10 STATE ADMINISTRATIVE MANUAL, SECTIONS 2581.2— 25815
INJURY OR ILLNESS KO NSTUCTONS 0N COMDISOON aNd roUtNg _
BOTH SIDES OF THIS FORM MUST BE COMPLETED
mealXiX) eme(X{Xix . T ALIGRMENT QUIY " ", mCA L)) M1y
California 1aw requires an empioyer 10 report within five a.gu overy INduUsnal Iury or SCCURaNONal 3150838 whiCh: () results n 108t ime DeYONA the day of ‘nwury
of (D) requIres Medical trestment other than first aid. PLEAS| NOTQ: in addmon, If 0AIN results of It the INury or IiNesS: (3) reQUIres INDALIENt NOSDILaIZRNCN 2! —Cre
than 24 hours for other than Medical COServemon: of (D) results in oss ot member of the body: Of (C) ProcuCES any S8NOUS Gegree of permanent QIStigure ™ent
then the nearest aistrict otfice of the Califorma Dwision of Occubetiona! ana Health aiso Must De notihed immediately by 1eepnonse or teiegraph Tnis
nOthcation 1S NOt requIred, however. if TNe INjUTY OF GBEtH results from an accident ON & PUDIC SIMeet Of Nighway
| DEPANTMENT DAIMON 1A FAC OR SCIF AOLICY HUMBER mEasE DONGT |
E USE THIS
CowNN I
Ml 2 MALING ADDRESS  (Numser and Strem. Cay. 2P 24 POME MUMBER
" CASE NO
L| 3 LOCANON 17 DIFFERENT FROM MAL ACORESS  (Numuer 1o Bireat Cay. DP} ~ 34 LOCATION COOE !
o)
OWNERSMIP
Y| A NATURE OF BUSINESS 05 Besing conracior wnowssss Qroce. sewmd hes o S STATE UNEMPLOYMENT INSURANCE ACTY NC !
E !
Rl 8 r~vee oF EmrLovER e srare arv COUNTY  DISTRICY OTHER GOVERNMENT — SPECFY NOUST Y
& EMPLOVEE NAME 7 OATE OF AT MM00 YY) occusaTion
E] o wOME ADDRESS  (Numew ano Soem Cay. P A FHONE NUNMBER
SEX
Pl s sex Vas Fomen 10 OCCUMTION (Roguay I BI8 "G MPOCHC Stwery o WPe & 1ury] 1 SOCIAL SECLRITY NUMBER
L
AGE
Of 12 DEPAATIENT iy WHICH REGULAALY EMPLOYED 124 DATE OF =o€ 06 D0-7Y1
A
B URS USUALLY WORKED  HOURS PEA DAY M DAYS PER WEEK 138 TOTAL WEEKLY MOURS T o e meaaned¥ DALY HOURS
E]
4 GAOSS WaAGEL/SALASY PER  NOUR Dar WEEX  TWO wEEKS MONTH  OTWER — SPECH™ v ER WEEN
*5 WHERE DID ACCIOENT OR EXPOSURE OCCUR?  (Numper and Swest Cay) 1A COUNTY 158 ON EMPLOYER S PREMISES®
ves w0 WEEKLY HOURS
18 WHAT WAS EMALOYEE DONG WHEN INJURED? 1feans 08 ancAc. emdy S SOUBMEN OfF BN fh SMPVEs was Uiy |
t WEEKLY WAGE
NT 7 oW OID THE ACCIDENT O EXPOSURE OCCLI (Pramss S0ecrins Wiy the Sweris 1N RS ey O SSCUPOING Gocsse o el ROBSNED a8 RO « Nappened Messs use
J DA Sl | ABCOARATY |
COUNTY
Il
Ll
Y NATURE OF INJURY
" wag_wm-mﬂma&mma.uﬁmmucwum S SEPIr O EOMEN VINGNE O TURROWRG ThO CROTUCA TR
O] PART OF BODY
R|
194 DESCRIBE THE IAUAY OR KLNESS 6.8.. S IFam. Vomwe, Son e, o 198 PAKT OF SOOY ASFECTED g Sacs 'of wrn git v ok
!
|| 70 naneE anc s00MESS OF meiCiAN  amenr wna Serear. Ca. D)
L ACCIDENT TYPE
M| 7 % HOSMTALZED NAME ANO ACORESS OF MOSPTAL  (ummer wna Swem. oy, 271
El 2 oare oe s OR ILLNESS A0s
$| xmm 23 Twat OF Oav “m am 24 Out ovuinyws mae & B 0N Al Gy § Ws B The Ty (MM-Q0- YY1
[ L YES — Dww Lam weraes
25 HAS EMPLOYER AETURMED TO WORKY 100 YY) 20 090 EMMLOVER OWD (MM-DO- YY) EXTENT OF inJufty
No. gus ot ware. . A A ~NO Y83 — Om» of Deatn
WAS ANGTMER PERSON RESPONSIBLE® 28 PERSSTRS MEMBER 79 AAE LEAVE CAEDITS ASMLASLE TO BE USED N SUPSLE OIAMLITY oD B
N0 vES O ves ~O ves
Compuneq oy ilype or pree) Iu—- ]v.. ] Ome
SCIF 3087 STATE (REV. -88)  FILING OF THIS REPORT 1§ NOT AN ADMISSION OF LIABILITY. NOTICE OF WORKERS' COMPENSATION BENEFITS FORM %020 ‘RE. &
- MUST BE GIVEN TO INJURED WORKER WITHIN § DAYS OF YOUR KNOWLEDGE OF THrS INJURY. Apri 1987
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it the Supernsor and Manager Review portions of this 10 CanNot be COMPINted within five days of the injury, OO NOT DELAY SUBMISSION OF “=E 3¢
VERSE SIDE TO STATE FUND. Submit the form compieted in its entirety to the Departmental Satety Coordinator within ten aays of the injury

EMPLOYEE'S NAME T

SOCIAL SECUNITY NUMBER

SUPERVISOR'S REVIEW

FaCts BvanaDie a0 Me 1D DONEVE il wOMK Uy From 1he 1acts | Need My 3UDSMOr § OF 3 DAWSICIAN 1
was Caused Dy Snd NARDSNSd Junny SABIS work. 20wics The segeq CIaim Of INIY @ NOL CIBAMY O8N

hed with Staie empiovment

The tacTs 00 ACt naCare Mg Claem

Of IN)urY was WO cConneciad

GIVE THE FACTS THAT JUSTIFY THE TEMS CHECKED:

WHAT CORRECTIVE ACTION IS BIING TAXEN TO PAEVENT SIMILAR ACCIDENTE? HAVE YOU TAKEN THESE STEPS? _ YES _INO

i1 no. explain

| DO NOT HAVE AUTHORITY TO TAKE THE FOLLOWING ACTION BUT RECOMMEND

1F INJURED EMPLOYEE I$ UNABLE TO PEAFORM FULL DUTY.
A. THE POSSIBILITY OF MOOIFIED WORK WAS DISCUSSED WITH THE ATTENDING DOCTOR: :VES :NO
8. MOOIFIED WORK DECISION: . Conamon oraciuces MW :mmnvw POU avasaDie :uw aranged . cays

Signature

Classihcanon

Jare

MANAGER'S REVIEW

DO YOU CONCUR WITH 1ST LINE SUPERVISOR'S REVIEW? : YES : NO  #fno sxpiain

Spnature and Dme

CONTINUATION AND MISCELLANEOUS COMMENTS

STATE COMPENSATION iINSURANCE FUND ADJUSTING OFFICES

P O. BOX 9729 P O BOX 496049

BAXERSFIELD, CA 93389-9728 REDOING CA. 96049-6043

P O BOX 4973 PO BOX 254

EUREKA. CA 355024873 SACRAMENTO % 95865-4700

P O BOX 40000 £ O BOX 1316

FRESNO. CA 937554000 SAN BERNARDINO. CA 824021316
P 0. BOX 2037 P.O. BOX 85488

MONTEREY PARK. CA 917548837 SAN DIEGO. CA 92138-5488

£ 0. BOX 12971 P 0. BOX 807

OAKLAND. CA 94604-2971 SAN FRANCISCO. CA 94101-0807

P Q. BOX 759
SAN JOSE. CA 95106-075%

P Q. BOX 240
SANTA ROSA CA 95405-0407

O BOX
STOCKTON CA 95208-006

P.O BOX 25280
VENTURA, CA 930025280
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Oepanment ot Irgusinal Relaucrs PN
DIVISION OF WORKERS COMPENSATION /;. \

ne s’
EMPLOYEE'S CLAIM FOR WORKERS' COMPENSATION BENEFITS "i’.J !

it you are imjurea or become ili because of your job. you are entitied to workers' compensation benehts.

Compiete the "Empioyee” section and give the form to your emptoyer. Keep the coby Marked “Emoioyee s Temporary
Receipt” untl you receive the dated copy from your empioyer. You may contact the State's Office of Benefit Assisiance
and Entorcement at 1-800-736-7401 it you need help in filling out this form or obtaining your benefits. An explanation
ot workers' compensation benefits IS inciuded on the reverse of this form.

You shouid aiso have received a pamphiet from your employer describing workers’ compensanon benefits and the
procedures to obtain them.

EMPLOYEE:

1. Name Today's-Date

2. Home Adadress

3. City State Zip

am. p.m.

4. Date of injury Tirme of Injury

5. Address/Place where injury happened

6. Describe injury and part of body affected

7. Signature ot empioyee

IS RO AW COMPLETE THIS SECTION AND GIVE THE EMPLOYEE A COPY IMMEDIATELY AS A RECEIPT

8. Name and address of employer

9. Policy # 10. Empioyee's Soc. Sec. # 4

11. Date empioyer first knew of injury

12. Was empioyee paid full wages for date of injury — Yes O Ne

13. Date ciaim form was provided 1o empioyee _____________ 14. Date empioyer received claim torm

15. Name and address of insurance camer or adjusting agency _STATE COMPENSATION INSURANCE FUND

16. Signature of Employer Representative Date

17. Title 18. Telephone

EMPLOYER: You are required to Gate this 10rm and proviae CODIeS O your NSurer and to the eMpPioyee. GEDENCeNt Of representative wno
filed the Ciaim within one working day of receipt of compieted form from empioyes. Plaase rerumn onginal atong with your Empioyer's First

Report of imury 10 your locai State Fund office. STATE
SIGNING THIS FORM IS NOT AN ADMISSION OF LIABILITY o
OwC Form 1 R0l FUND

SCIF 3301 (Rev &80}

STATE FUND COPY
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