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THE PORY AUTHORITY OF NY & N

November 25, 2013

Ms, Iris Jurado

Dillon Horowitz & Goldstein LLP
11 Hanover Square, 20th Floor
New York, NY 10005

Re: Freedom of Information Reference No. 14063

Dear Ms. Jurado:

This is in response to your June 14, 2013 request, which has been processed under the Port
Authority’s Freedom of Information Code (the “Code”, copy enclosed) for copies of accident
reports, photographs, witness statements, and any other documents concerning James Boyle’s

incident on February 24, 2012 at the premises known as Freedom Tower, 1 World Trade Center.

Material responsive to your request and available under the Code can be found on the Port
Authority’s website at http://www.panynj.gov/corporate-information/foi/14063-WTC pdf.

Certain material responsive to your request is exempt from disclosure pursuant to exemption (1)
of the Code.

Please refer to the above FOI reference number in any future correspondence relating to your
request.

Very truly yours,
/7 , A
Yvin £ Yreade

Ann L. Qureshi
FOI Administrator

Enclosure



Tncident Details: 1D 3182

Posted by: Mary Regina Shane

ate & Time of Incident: 2/24/2012 12:00 AM

- First Name: James

Last Name: Boyle
Craft: Other
Supervisor: - - -
Foreman: Dennis Chafield

“ 8hift:  Tst=7:30am

Contractor: Tishman
‘Sub-Contractors ThyssenKrupp Elevator Corp
Package: One World Trade
Location: Towerl,

Injury Type: .
" Body Part(s): Ex. (1)
Side of Body:

E}esci‘iptién‘ of Incident:




Worker had ~ Ex. (1)

Description of Treatment:

Report entered for R. Hill - medic on duty ---- Worker brought to trailer with severe bleeding _.
' Ex. (1) " Bandaged and transported Via ambulance to Bellevue Hospital

Notes / Follow-up:
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To be prepared by reporting officer on assist cases that are aol covered by other forms such as PA 146, PA 621,

INSTRUCTICNS:
etc. Send original to claims attoraey and copy to police desk.
) 4
?t
o 17 167 £ |
CASE # 23-12 o FACILITY: WTC
TFull Name | Sex ’ Ase Date | Time
| sames BovLE oM 022412 | 1140 | B
“ Address ' f Telephone Number
Ex. (1) Ex. (1)
I i
| P.A. Property I Place of Occuwrrence [ Exact Location of Subject
I B ves [JNo TOWER ONE ' 63"° FLOOR - ELEVATOR BANK
|
! Other Than P.A. Property: (Name & Address of Owner or Lessee)
| MN/A
} How Did Subject Arrive at Location T .
{ WALKED TO CONCENTRA MEDICAL TRAILER
| Subject: (7 Accompanied By: Name -
] Alone " Address -
[ No Treamment : () First Aid at Seene i By CONCENTRA MEDIC - RICHARD HILL
H . i I
| Ambulunce Calied [ Yes [ No ! Timz  11:40 %;‘g‘: , Ambulance Responded  11:44 ;ﬁf i
|
| Attending Physician

| Hospital (if hospital nor listed please write-in hospital name;} _
‘ - select one - |

MEDICAL DATA

l Disposition

i
Lecal Police {ldentify):
i PAPD .
| Witnesses (Names & Address: If None, Stare So)

AT ABOVE TIME, AIDED STATED HE WAS WORKING FOR THYSSENKRUFP ELEVATORS ON 63°° FLOOR OF TOWER.

ONE WHEN MACHINERY FELL CN KIS LEFT HAND,  Bx.(1)
AIDED WAS FOUND CONSCIOUS AND ALERT AND BEING EXAMINED BY CONCENTRA MEDIC RICHARD HILL AND

WAS TRANSPORTED TO BELLEVUE HOSPITAL BY NY DOWNTOWN EMS/ABULANCE #01G

s ff /
{:our Coyf nder// % /0 Date ; Repopting Offémr ang/Shield # e RAGOA & |
i //’ A (,t o [02212 | & //ﬁﬂ&’fff HZI Y2 |
Lf/ —— )é/ '-:"41'"0'171'?1' ™17 =T TS ST OIS




EMPLOYER'S REPORT OF WORK-RELATED INJURY/ILLNESS C -

State of New York - Workers' Compensation Board

If one of your employses has a work-related lr’yury or fliness, ?(ou must complete and file this form within 10 days of the
injuryfiliness or be subject fo a penalty. For additional information on filing this form please refer to Workers’

Compensation Law Sectlon 110 at the end of this form. Type or print neatly.

WCB Case Number (Ifyou know ity 55 50 1333 Date of Injury/ilness: __ & [ ALt | Q12
Carrior Casa Number (if you know it); Date of this Report: A / aﬂi / 20|’
A, EMPLOYER INFORMATION
1. Employer: TAHSSE’U /«Q&LPP E ég VATOR 2. Employer FEIN:

3. Malling Address: // / %ﬁbﬂ)ﬂ—bf SbuTg 70 { A 5[ A V [000 G
4, Location Address (K differonty, /A JOF (.0 “TRADE @E/U'TE:/@ N Y N 5/ /0co/

5. Phone Numbar Wa) L/ (S LrL 3)‘/’ %/ 6, Natura of Business or Industry Code Elg V‘A 7‘-0/8 s

7. OBHA Casa Number (if known): 8. NY Ul Employer Reg Number;

B. INSURANCE CARRIER / SELF-INSURED EMPLOYER
If Individually self-Insured, enfer your Board W Number and skip to Section C.

1.Board W Number: W 2. Carrier/Group Name:
3, Pallcy Number; Folicy Perloc: From: / / To: J !
4, If Carrier Unknown, Insurance Agent Name: 5. Phone Number: { )
C. EMPLOYEE'S PERSONAL INFORMATION
1. Name: Y MES - (LJDOLg 11: . 2. Date o Bh Aj}._(l)%
3, Malling Address: = ) NN .
4. Socia! Security Number:__Ex. (1).__,==.. 5. Contact Phone Number;____EX. (1) A 6. Gender: [X] Male [ Famale

D, EMPLOYEE'S INJURY OR ILLNESS
1. Time of day employee began work on date ofinjury: 774 (> T AM [ PM 2, Time of Injury: _ 30 BAAM [ PM

3. Has the employae glven you notice of injury/illness? E’Yes (] No
If yas, notice was given to: 1€ (1) H‘;B\EQ ScAK [Yorally [Jinwriting Date notice provided: __ A %L} | 0>

IF avallable, attach a copy of the employee's written notice and medical notes, and the employer's incident report,

4. Have you given the employee a Claimant Information Packet? [KYes [T No  Ifyes, give date: _ QA / ay; 20/
5. Whera did the injuryfiliness happen (e.g., 1 Main St., Pottersville, atthe front doors: | (Do D "TRADE @Tﬁ N \/N L/
' "ipao}

6. Was this location where the smployee normally worked? Q‘?‘es [INo i no, why was the employee there?

7. Employes's supenvisor: _ 41/ K E DE MEDC’ 8, Did supervisor see Injury happen? [ ]Yes [No []Unknown
9. Did anyone else see the injury happen? {_] Yes gNo [JUnknown  If yes, give name(s}:

10. What was the employee doing when he/she was injured or became II? (e.g., unloading a truck stocking a shelf, typing annual report)

HorsT g KRS

THE WORKERS' COMPENSATION BOARD EMFLOYS AND SERVES PECPLE
C-2.0 (10-08) Paga 1 of 3 WITH OISABILITIES WITHOUT DISCRIMINATION www.wob,stafe.ny.us



EMPLOYEE'S NAWE: __ ) AMES Batf &
Firat Mi Last
D. EMPLOYEE'S INJURY OR ILLNESS continued
11, How did the injury/iliness occur? (e.g.. the employee lripped over a pipe and fell on the floor) CUh ; / E /)0?37} nE A LA -
leeT hanp 6°T RETwEsN ThE Lope + The hoisT, w4 cApSH

DATE OF INJURY/ILLNESS: 2. 1 241 30/~

12, Explain fully the nature of the employee's injuryiliness; list body parts affected (e.g., twisted left ankle and cut o forshead).
' e e Ex ().

e I

. ey oo -

v —_— —_—

13, Was an objeci (e.g., forklift, hammer, acid) involved In the Injury/ifiness? K]/Y es [_No ifyes, what was it? @ AngﬁA/
14. Was the Injury the result of the use or operation of a licensed motor vehicle? [_]Yes H No

Ifyes, [7] employee's vehicle | | employer’s vehicle [ other vehicle License plate number {if known):

i employer's vehicle was involvsd, glve name and atdress of your motor vehicls Insurance carrler:

15. Did the injury/iliness result in the amployee's death? [ ] Yes [A-No

It yes, what was the date of death? / /
Name and address of the nearest ralative;

E. MEDICAL TREATMENT

1, What was the date of the employee’s first treatment? __ @A/ 24 ) 2015 [ None recelved  [] Unknown

2. Where did the employee recelve first medical treafment for this Injury/liness? [] On'site [[] Ooctor's offics E Emergency Room
(] Clinie/HospltaliUrgent Care  [) Hospllal Stay over 24 hours [ Unknown

Who treated the employee and whers? h&/f iUE #osip/TAC ) /U \‘} /v y %

3. Is the smployge still belng treated for this injury/iliness? [ ves MINo (1 Unknown/ﬁ yas, nama and address of treating doctor(s):

KRR L. 05, N Scaits

enapr oz — FCERILIEE $YF -

Ex. (1)

7

41

N X - - PV (s oo
T

[3

4, To your knowledge, did the employee have another work-related Injury to the same body part or a similar ilness while working for you®

[]Yes @’No If yes, name the doctor(s) who treated the pravious injurlesfiinessas (if known):

F. RETURN TO WORK

1. Did the employes stop work because of histher injury/lliness? &Yes [ INo If yos, on what date? Pl .'9-4' / 95/ >
2. Ras the empioyse refurned to work? [] Yes ¥ _No

If yes, on what date? / /

[ 1 regularduty [] limited duty

3. If the employee has retumed to limited duty, what are histher average gross eamings per week?
£-2.0 (10-08) Page 2 of 3

www.web.state.ny.us




EMPLOYEE'S NAME: _ I PMES B‘f ’E DATE OF INJURYILLNESS: & i 1 6] -

“Plisi B Las!

G. EMPLOYEE'S WORK INFORMATION on the date of the injury or lliness
1. Date the employee was hired: _ 1] / 1“1 1 05

2. What was the employee's job ite?___/¥1E chawie
3. What types of aciivities did the employee normally parform at work? (Attach job description if avalsbis.), ZAJST A/ [ E [EADPS

H. EMPLOYEE'S PAYROLL INFORMATION on the date of the injury or illness
1. Employes's gross pay in an average week was: § JH A0 . 80

2. Did the smployee recaive lodging or tips In addltion to pay? [ ] Yes *@No If yos, describe;

3. Employes's job was (check one): P Ful Time [] PartTime [ Seasonal [] Volunteer [} Other:

4. Which days of thie week did the employee ustially work? £Z Mon, (% Tues. A _Wed. @_Tﬁhzzrs m;r;i; [] sat [] Sun
5. Was the employee paid for a full day on the day of the injuryfiiness? B Yes [] No

6. Did you continue io pay the employee after the injuryfillness {e.g., sick leave, vacalion, disabillty, regular salary)? [ Yes ™ No
I. ADDITIONAL INFORMATION ‘

An employer or carrler, or any employee, agent, or psrson acting on behalf of an employer or carrier, who KNOWINGLY MAKES
A FALSE STATEMENT OR REPRESENTATION as fo s material fact In the course of reporting, investigation of, or adjusting 4
claim for any benefit or payment under this chapter for the purposs of avoiding provislon of such payment or beneflt SHALL BE
GUILTY OF A CRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT.

The abova Information is trupto fHe best of my knowledge and heilef,
if preparad by the employer: :
Signature of Person Praparing F ;m; ‘ t’jf% : Date; O aj ';lq 201 A

Print Name: L\'JAM) ozzf Y e OFFice [ %ﬁephone' Number: (oo ) /St~ 3{“/‘/

If preparad by a Third Party on Behalf of the Employer:

Slgnature of Pareen Preparing Form: Date: j J

Print Name: Title: Phone Number; { )
Company Name and Address:

Nams & Phone Number of Person Who Provided Information Necessary fo Prepare This Form:
Reports should be flled by gending directly to the appropriate WCB district office (DO) at the address below with a copy sent to the Insurance carrler:

Albany DO - 100 Broadway-Menands, Albany NY 12241 886-750-5457 {for aceldents In the fllowing counties: Alhany, Clinton, Columbla, Bulchess, Essex, Franklin, Fulien,
Brasns, Hamillon, Monigomery, Rensselasr, Saraloga, Schenaclady, Schoharie, Ulster, Weran, Washington}

Blrghamion DO « State Offlce Bullding, 44 Hawley Street, Binghamton NY13001 866-802-3604 {for accidents In the following counlles: Brooma, Chamung, Chenange, Corilang,
Dalaware, Olsego, Schuyter, Suliivan, Tiega, Tompking)

Buffaie DO « Statier Towsrs, 407 Dalaware Avenve, Buffalo NY 14202 866.241-0845 (for accidents In the follawing couniles: Caflaraugus, Chautatqua, Ere, Nlagaza)
Rochestor DO - 130 Maln Strest West, Rochester NY 14814 866.211-0644 {for accldenis In the following countles: Allagany, Genesee, Livingsten, Monrog, Ontarlo, Oreans,
Saneca, Sleuben, Wayne, Wyoming, Yates)

Syracuse DO - 938 James Sireat, Syracuse NY 13203 566-502-9739 {for eccldents Inthe folowing sounties: Cayuga, Harkimer, Jeffierson, Lewls, Madison, Onelda, Onendaga,
Oswegp, 8t Lawrance)

Downstate Centrallzes Malling - PO Box 5208, Binghamton WY, 13802-5205 for ail DO' |n NYC 800-877-1373; In Hompstead 866-805-3630; [n Hawtppauge 866-681.5354;
In Poskskil! 885-746-0552 {for accidants in the following coundles: Bronx, Kings, Nassau, New York, Qrangs, Fulnam, Qusans, Rlchmond, Rackland, Sulfolk, Wesichesiar)

C-2.0 (10-08) Page 3 of 3 www.web, state.ny.us




