UNI TED STATES DEPARTMENT OF THE | NTERI OR
MARINE MINERALS ADMINISTRATION
GULF OF AMVERI CA REG ON

ACCIDENT INVESTIGATION REPORT

1. OCCURRED [ | STRUCTURAL DAMVAGE
DATE: 22- MAY-2026 TIME 1455 HOURS | |CRANE
OTHER LI FTI NG
2. OPERATOR Tal os Ener gy Ventures, LLC | DAMAGEDY DI SABLED SAFETY SYS.
REPRESENTATI VE: |1 NCI DENT >$25K
TELEPHONE: : H2S/ 15M N. / 20PPM
CONTRACTOR: Magnol i a Torque and Testing, |n[ [REQU RED MUSTER
REPRESENTATI VE: : SHUTDOWN FROM GAS RELEASE
TEL EPHONE: || OTHER

3. OPERATOR/ CONTRACTOR REPRESENTATI VE/ SUPERVI SOR 8. OPERATI ON:

ON SI TE AT TI ME OF | NCI DENT: : PRODUCTI ON TEMP ABAND
| |DRILLI NG PERM ABAND
4. LEASE: Q07995 || WORKOVER DECOM PI PELI NE
AREA: cC LATI TUDE: | | COMPLETI ON DECOM FACI LI TY
. . HELI COPTER SI TE CLEARANCE
BLOCK: 158  LONG TUDE: H v SaeL
[ 1Pl PELI NE SEGVENT NO.
5. PLATFORM A (Brutus) X]| OTHER Construction - Ri g Refurbish

RI G NAME: DD 202

6. ACTIVITY: EXPLORATI ON( POE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ PQD)
DECOW SSI ONI NG

9. CAUSE:
7. TYPE: —

| NJURI ES: || EQUI PMENT FAI LURE

[[] HI STORI C I NJURY — E)LgTMégN,EﬁRg;mGE
OPERATOR CONTRACTOR ™ sLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 | WEATHER RELATED
LTA (1-3 days) | LEAK
| LTA (>3 days) | UPSET H20 TREATI NG
| RWJT (1-3 days) OVERBOARD DRI LLI NG FLUI D
X RWJT (>3 days) 0 1 | OTHER
| | FATALI TY
| ocher Injury 10. WATER DEPTH: 2900 FT.
11. DI STANCE FROM SHORE: 125 M.

POLLUTI ON
FI RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H.

LWC [7] HI STORI C BLOWOUT 13. CURRENT DI RECTI ON:

UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: FT.

[[] SURFACE EQUI PVENT FAI LURE OR PROCEDURES 15. Pl CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. 1 NVESTI GATI ON FI NDI NGS

At the time of the investigation, Marine Minerals Administration (MMA) personnel were
operating under the former Bureau of Safety and Environmental Enforcement (BSEE).
Therefore, all MMA personnel referenced in this report will be identified as BSEE
personnel.

On May 22, 2026, a dropped object incident occurred on the Tal os Devel opnental Driller
202 which was working for Tal os Energy Ventures, LLC. Construction operations were
bei ng conducted at Green Canyon Bl ock 158, OCS-G 07995. Several different crews were
working in the same area. The rig crane crew, scaffold builders from Magnolia Torque
and Testing Inc (MIT), and a contract welding crew (CW) from Acadi an Contractors Inc
(ACl) consisting of a welder, fitter and a rigger (Rl). The rig crane crew delivered
material to the CWC. The COWC was performing work fromatop, in, and around a scaffold,
that was approxi mately 45 above the deck, to repair the gunbo box (solids renpval

equi prent used to filter out highly reactive clays known as “gunbo”). The scaffold
buil ders were working bel ow the CAC di smantling unused scaffold sections. Rl placed a
4 ft x 2 ft section of ¥ steel flat plate upright on the scaffold deck. Wile
repositioning the flat plate and adjusting hand placenment, the plate shifted and fel
through a %2 gap between the scaffold boards, hitting a scaffold builder, the Injured
Person (IP) from MIT. The 82 Ibs plate fell from 30" going between a gap in the

pl anki ng of two sets of scaffold boards positioned at 15 intervals. After striking
the IP, the plate fell another 15 ft before conming to rest on the deck. The IP was
escorted to the medic then evacuated via field helicopter to RLC heliport. The IP was
escorted to South Star Urgent Care in Youngsville, LA. The |P sustained deep
contusions and a fractured rib on the right side of his body.

The CWC and R1 were assigned the task of repairing the gunbo box. The IP was |ocated
on scaffolding 30" below. The IP was working with his supervisor, who was positioned
on the deck 15 below the I P, dismantling and noving scaffolding. A Pernmit to Wirk
(PTW and Job Safety Analysis (JSA) was conpleted for hot work/repairing the gunbo box
and to erect, nodify, and dismantle scaffolding around the drilling rig. A

si mul t aneous operations (SI MOPS) neeting, construction pre-tour safety neeting and a
pre-job wal k through were performed. The CWC worked for approximately 1.5 hours before
taking a 15-m nute break. The CAC continued working for 2 nore hours before taking a
30 min lunch. The OAC returned fromlunch and the scaffold crew started deno of the
scaffold. The crane delivered material to the gunbo box deck. The CWC and Rl started
moving the flat plate to the upper scaffolding and the incident occurred.

The CWC and R1 were noving the unsecured flat plate by hand to the upper scaffol ding.
R1 lost his balance and had to sit the flat plate on the scaffolding. Wen RL went to
grab the flat plate again it fell and went through the crack of the scaffol di ng boards
striking the IP in the hard hat and back. The IP, who was working 30" bel ow, was
knocked off the scaffold. He was tied off with a | anyard and harness and was able to
performself-rescue. The plate cane to rest on the deck 15 bel ow where the | P was
wor ki ng.

Al'l work in the area was stopped and the job sites were secured. A safety stand down
was held with all crews. The IP was escorted to the rig nedic for evaluation and then
evacuated via field helicopter to RLC heliport. He was escorted to South Star Urgent
Care in Youngsville, LA Talos investigated and had nultiple findings. The gunbo box
was worked on for nmultiple days. Plating and naterials were delivered via rig crane to
a nearby landing area. WMaterials were then wal ked over and placed onto near by
scaffolding then nmanually to crew one | evel of scaffolding higher for installation

The dropped plate was nanual |y handl ed by one crew nenber rather than teamlifting or
utilizing a nmechanical neans of lifting. Leather gloves used by CWC were unfit for the
task. These gloves are designed for welding and do not have the proper grips for
novi ng heavy objects. The CAC used an outdated JSA tenplate which did not address
required hold points.
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There was reduced supervisory coverage for the CWC due to one supervisor having to
leave the platform for personal reasons. Barrier tape was used but there was
insufficient communication between the CWC and scaffolding crew. The CWC and Rl were
not aware of the potential dropped flat plate, therefore they did not alert the workers
below when moving the plate into position. Also, the lack of tagging of the barrier
resulted in personnel being exposed to dropped objects. The final finding of the Tal os
i nvestigation was |ack of effective coordination during SIMOPS. This was evident by
havi ng peopl e exposed to potential dropped objects by the C\C

The Bureau of Safety and Environnental Enforcenent (BSEE) Houna District office was
notified and a witten report was subnitted in 15 days. The BSEE Houma District

I nspectors (lnspectors) were able to conduct an onsite investigation on May 26, 2026,
and photos, witness statenents, PTW and JSA's were obtained. BSEE concurs with the
findings of the Talos investigation. BSEE also found the Wrking at Heights pernit to
be i nadequate. It did not reference specific tools to prevent drops or tying off the
flat plate. After reviewing the JSA to erect, disnmantle or nodify scaffol ding, BSEE
found that it was inadequate. Wiile it did have the SI MOPS bl ocked checked, the JSA
didn't state the hazard of overhead work being conducted. BSEE also noted that the JSA
was not updated after the CWC supervisor departed the rig.

After review ng pictures, docunents, and the Tal os i nvestigation, BSEE agrees with
Talos’s findings. The largest factor in this incident was the insufficient

communi cati on between the CWC and scaffolding crew. Also, the lack of overhead hazard
being nentioned in the JSA was a major factor. The CWC failed to properly secure the
flat plate while the IP failed to recogni ze the hazard of the work being perforned
above him BSEE believes that proper comruni cation and hazard | D woul d have possibly
prevented this incident.

18. LI ST THE PROBABLE CAUSE(S) OF ACCI DENT:

Equi prent failure — inproper tools used. CWC did not properly tie off flat plate when
handl ing at heights. Did not consider nechanical lifting devices. OCW used |eather

gl oves that were inadequate for handling naterials.

Human performance error — Not aware of hazards. COWC was unaware of the hazards of
droppi ng the plate.

Managenment systens — CWC used an outdated JSA tenpl at e.

Conmuni cation — Instructions msunderstood. Although a SIMOPS neeting was held, the IP
was wor ki ng under the CWC while they were noving unsecured naterials above.

19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT:

Supervi si on — I nadequate supervision. There was |ack of supervision due to a
supervi sor having to go in for personal reasons.

20. LI ST THE ADDI TI ONAL | NFORVATI ON

N A
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21. PROPERTY DAMAGED: NATURE OF DAMAGE:

ESTI MATED AMOUNT ( TOTAL):
22. RECOMMENDATI ONS TO PREVENT RECURRANCE NARRATI VE:

The BSEE Houma District does not have any recommendations at this tine.

23. PGSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: YES

24, SPECI FY VI OLATI ONS DI RECTLY OR | NDI RECTLY CONTRI BUTI NG NARRATI VE:

25. DATE OF ONSI TE | NVESTI GATI ON: 28. ACCI DENT CLASSI FI CATI ON:
26- MAY- 2026
26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED:
NO
OCS REPORT:
27. OPERATOR REPORT ON FI LE: NO
30. DI STRI CT SUPERVI SOR:
Ay Gresham
APPROVED
DATE: 08- OCT- 2026
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