Opra

From: Thomas Cusick

Sent: Tuesday, April 20, 2021 3:27 PM
To: Opra

Subject: Fw: OPRA request - EMS reports

From: William Agar Jr <opra+request-21897-89a97d9b@requests.opramachine.com>
Sent: Monday, April 19, 2021 9:39 PM

To: Thomas Cusick <thomas.cusick@keansburg-nj.us>

Subject: OPRA request - EMS reports

Dear Keansburg Borough,

This is a request for public records made under OPRA and the common law right of access. I am not required to fill out an
official form. Please acknowledge receipt of this message.

Records requested:
All copies of EMS reports/run sheets and accident/injury reports filed by EMS members detailing the injuries sustained by
EMS member, David Goodwin, while at Bayshore Hospital (727 North Beers St Holmdel) on June 13, 2019.

Yours faithfully,

William Agar Jr
732-778-2347

Please use deliver records electronically via email to the below UNIQUE address for all replies to this request:
opratrequest-21897-89a97d9b@requests.opramachine.com

Is Thomas.Cusick(@keansburg-nj.us the wrong address for OPRA requests to Keansburg Borough? If so, please contact us

using this form:
https://opramachine.com/change request/new?body=keansburg_borough

Disclaimer: This message and any reply that you make will be published on the internet. Our privacy and copyright
policies:
https://opramachine.com/help/officers

View this OPRA request & responses online:
https://opramachine.com/request/ems_reports

Please note that in some cases publication of requests and responses will be delayed.

If you find this service useful as an OPRA custodian, please ask your web manager to link to us from your organisation's
website.




First Report of Injury (FROI) Report Form
Please fax to: 609-631-7736

Rev

Caller Information:

CALLER'S NAME AND TITLE: jO\COb FQ,(C\ Cﬁ@’fﬁ\ M PHONE NUMBER: 73 Z' 8"5: @q 76,

WILL YOU BE THE CONTACT YES CONTACT NAME:
IF WHO WILL BE CONTACT PERSON? NO
DID THE INJURY 3 DAYS WHY THE DELA IN
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Fax Server

WORKERS COMPENSATION — FIRST REPORT OF INJURY OR ILLNESS

EMPLOYER (NAME & ADDRESS WCL ZP)

Keansburg Borough
29 Church Street

Keansburg, NJ 07734
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JURISDICTION
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FOLICY PERIOD

01/01/2019 To 01/01/2020

CHECK IF APPROPRIA

D SELF INSURANCE
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Multiple Body Parts

TPAHT GE BODY AFFED
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Goodwin, David 06/28/1980 ] 05/15/2009 NJ
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5| SEPARATED
| PHONE R | UNKNOWN = 7
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HOW
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The employee was loading a siretch
injuring his lower back, left knee and left arm.

er back into ambutance when he tripped on rug causing him to fall

DATE RETURN(ED) TO WORK | IF FATAL GIVE DATE OF DEATH

PHVEICIHEATH CARE PROVOER (MAME & ADDRESS)

Bayshore Community Hospital

727 N Beer St

Holmdel , NJ 07733
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WERE THEY USED?

YES

YES

HOSPITAL OR CFF BITE TREATMENT [MAME & ADCHEES;
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INITIAL TREATMENT
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SEE BACK FOR IMPORTANT INFORMATION
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