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Notable Event Worksheet 
(See ES&H Manual Chapter 5200 Appendix T1 Event 

Investigation and Causal Analysis for Instructions) 
 

 

Title of Event 

Event Title: Tooth Chipped Due to Bolt Shearing and Wrench Slipping 

Date and Time of Occurrence: 6/27/2012, 9:45am Notable Event Number: 12GeV-12-0627 

Event Location: Behind Bldg. 8 addition(CHL2 ) Date Notable Event 
Report is Due*: 7/27/2012 

*The Notable Event Report is due to the ESH&Q Reporting Officer with 30 days of the Initial Fact Finding Meeting unless an extension is requested. 

Categorization and Reporting  
(To be completed by ESH&Q Reporting Officer within two hours – unless essential information is still pending) 

ORPS Determination: Date: 07/12/2012 Time: 0841 am 

See attached email. 

10 CFR 851 Screen: Date: 07/12/2012 Time: 0841 am 

Negative:  This event does not meet the NTS voluntary reporting criteria either as a discreet event or as a 
programmatic weakness.  

 

Unless otherwise specified the following is to be completed by the Lead Investigator. 
 

Step 1 Initial Fact-Finding Meeting  

Date: 6/27/2012 Time: 11:00am Location: 
Behind Bldg8 addition 
(CHL2 ) 

Required Attendees:  Optional Attendees:  if  
Present 

Lead Investigator:  

 

Associate Director: 
n 

(Print Name):   Henry Robertson (Print Name):   Will Oren 

ESH&Q Representative:  TJSO Observer: 
y 

(Print Name):   Tina Johnson (Print Name):   Patty Hunt 

Supervisor of involved persons(s):  Subject Matter Expert(s), Facility/Equipment Owner as applicable: 

(Print Name):  ** Supervisor / Group Leader (Print Name):   Paul Collins (12GeV) y 

Involved or impacted person(s): (Print Name):    

(Print Name):   **Contractor  (Print Name):    

(Print Name):    (Print Name):    

Witness(es): (Print Name):    
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(Print Name):    (Print Name):    
 

Agenda 
(Ensure the pace of the meeting allows time for accurate note taking.) 

 if  
Complete 

1. Introduction – Provide Event Title, Date and Time of Occurrence, and Location: y 
2. Attendance - Are Required Attendees present. y 
3. Purpose of Initial Fact-Finding meeting. y 
4. Event Reconstruction – Use information to complete Section 3. Summary of Event and/or Injuries below. y 

a. Personnel and organizations involved in the event.  y 
b. Conditions and actions preceding the event.  y 
c. Chronology (timeline) of the event; and  y 
d. Immediate actions taken in response to the event.  y 

5. Clarify information – Subject-Matter Expert (SME) confirms work conditions.  y 
6. Stop Work or the Tag Out Required?  If “Yes” – establish the restart criteria and inform the affected Management 

chain. n 

7. Compensatory Actions Required?  If “Yes” determine responsibility and include confirmation documentation. n 
8. Records or documentation required to confirm, clarify, or complete information (i.e., work plans, work control 

documents, photos, etc). y 

9. Other Questions or Concerns: Ask attendees if there are any other questions, concerns, or information that they wish 
to provide. y 

10. Obtain TJSO Observer feedback on conduct of fact finding meeting and potential improvements. y 
 

Step 2 Investigation Team:  
Date Convened: 

(Within 24 hours of Fact Finding Meeting.)  

Role Name Department/Group Phone 

Lead Investigator Henry Robertson ENG/SSG 7285 

Causal Analysis Paul Collins 12GeV 5981 

SME John Kelly ESH&Q 7531 

 

 

 

TJSO Observer Patty Hunt TJSO 7039 
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Step 3 Summary of Event and / or Injuries, including Initial Fact Finding Meeting information: determine the chain of events 
and timeline.  Use attachment as necessary. 

 
6/27/2012 
08:30am - Started working in manlift to install operators (chain and hand wheels) on cryo valves behind the CHL. 
                 Used combination of socket wrenches to tighten bolts. 
                 Applied “anti-seize” lubricant to threads. 
                 A few required extra effort to tighten completely. 
09:30am - In the process of completing second valve one of the nuts became very tight. 
                 The bolt sheared off and the wrench slipped back toward the worker and hit his tooth. 
09:40am - After securing the operator so that it wouldn’t fall, worker lowered manlift and reports to lead tech. 
09:45am - Supervisor was called to work area behind CHL. 
10:00am - After some discussion Supervisor instructed worker to report to Medical Services. 
                 Supervisor also went to Medical Services to determine follow up. 
                 Worker reported to his contractor and was sent to a dentist for evaluation. 
Notes:     

 The socket wrench handle appeared to be approximately 8” in length. A longer/larger handle might have provided 
more control of the work piece.  

 This chain wheel was one of several being installed on new valves for the CHL expansion. It is a standardized type 
used by Cryo for this function. 

 Location of the manlift/personnel position was limited by piping installed in the area. 

 
 
 

 

Notable Event Report 
Emergency Notifications Made (Subsequent to the Event): Date Time

Fire, Rescue & Emergency Medical:  (9-911) 

Guard Post:  x4444; 269-5822  

Occupational Medicine  269-7539 6/27/2012 10:15am 

ESH&Q Reporting Officer:  876-1750 6/27/2012 10:30am 

Crew Chief  630-7050  

Industrial Hygiene:  269-7863: 

Other: 
 

Witness Accounts:  (Use attachments as necessary.  Box will expand as necessary) 

 
See attachments.  ** Names have been removed and replaced with generic titles.  
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Environmental Aspects 

Type of Material Released:  Quantity: 

  

Source: Time Flow was Halted or Controlled: 

  

For Investigation Team ( All That Apply): 

  Reportable Quantity Impact Ground/Soil Storm Water Channel/Drain Sanitary Sewer

 

Records, Documents, Pictures, and Other References: (Copy and paste, use attachments or document links as necessary) 

 
 
Medical Services Reports 
 
Engineering NSC Technologies - Subcontractor Incident Notification Re: **Contractor  
Date/Time of Incident: June 27, 2012 @ 9:40 a.m.  
Place: CHL2  
Description: While putting on an operator behind CHL2, one of the bolts snapped before it was tight causing the 
ratchet to hit employee's tooth.  
Diagnosis: Fractured upper right central incisor  
Treatment: Contractor was evaluated by JLab Occupational Health Nurse and off site care was recommended 
following NSC Technologies' workers' compensation procedures.   
Work Status: To be determined after off site evaluation.  

Update re: Engineering NSC Technologies - Subcontractor Incident Notification Re: **Contractor 
Treatment: Evaluated by Taylor Made Diagnostics and referred to dentist. 
Work Status: Returned to work with no restrictions. 
If you have any further questions please feel free to contact me.  
 

** Names have been removed and replaced with Contractor, Group Leader, and Supervisor 
 

 

Causal Analysis: (Use attachment as necessary) 

Root Cause:   
Ineffective lesson learned applied in regards to worker's body position and potential hazards.
(See attachments for causal analysis.) 

Contributing Causes: 
(List as many as apply.) 

 Poor manufacturer's instructions  

 Worker's failure to anticipate the direction of travel in the event of material failure  
 Employee’s lack of experience with the particular fastener 
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Extent of Condition Check Responsible Person(s) JLab CATS Number Target Date 

NA    

 

Corrective Action(s) JLab CATS Number Target Date 

Conduct a Toolbox meeting in your 
work area that focuses on the importance 
of body positioning other potential 
hazards.  Hunewill  

NE-2012-18-01 08/31/2012 

 

Lessons Learned (Confer with Division/Department Lessons-Learned Coordinator) 
 (Use attachment as necessary) 

JLab COE 
Number 

Proper positioning of body and tools should be discussed as part of job planning particularly if 
the devices require non-standard work techniques. 

- 
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r)Tl'lomas Jeltuson Nalional Aec!ler:Uor Facllily Notable Event & Lessons Learned Worksheet 

Investigation Team Confirmation: 
The below signees, confirm to the best oftheir knowledge, that the information presented in this docu'!'ent is accurate and complete. 

Role Print Sign /' Date 

Lead Investigator Henry Robertson 7-/2. - ):<. 
SMEI 
ESH&Q John Kelly 
Representative '2-/ 'Zr IL 
I2GEV Safety I Paul Collins Causal Analysis /Ltd. &a-. 7". -t) .. 

Upon confirmation submit document to the ES&H Reporting Officer for completion and distribution. 

Documentation of Findings: (To be Completed by ESH&Q Reporting Officer) 

Notable Event Number: I.)C1c'l- \ d -()lR:I1 
CATS Number: 

JLab COE Number: -
ORPS Number: -

NTSNumber: -
CAIRS EntD:: i,;:l -Olo,;ll 

DOE Cause Code: ~~~~~ Ou.Srl~ ~ c>~T~rl"~~LlI;':'cifle~\~lC~ ~ I~~~ot0~ 
ISM Code: i:h- ;,"rI:O +f; ~~';ll t ~u.f.,r L()U- -

l"'iW\nl. t\,11\ l {WD~\/~ \ 
OSlo..lt.jiU ttu.. ho..UUdo (~ 

Acceptance/Acknowledgement of Facts 

Print Signature 

Associate Directorl ~~ 

---------"',~~IL/Lk:!±~j 
Department Manger Tim Michalski ~ " 

Distribution: 
ES&H Reporting Officer (Original) 
Associate Director/Department Manager 
Division Safety Officer 
Investigation Team Members 

Form Revision Summary 

. 

Date: 

Revision 1.3 - 01131112 - Updated ESH&Q Reporting Officer assignment from SSmith to CJohnson per MLogue 
Edited to clarity process steps. 

Revision 1.2 - 10/20/11 - Updated ESH&Q Reporting Officer assignment from JKeIIy to SSmith per MLogue. 
Revision 1.1 - 05/24/11 - Edited to clarity process steps. 
Revision I - 11123110 - Updated to reflect current laboratory operations. 
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