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: 09-JUL-2026 TIME: 1105 HOURS  [X|CRANE
| |OTHER LI FTING
2. OPERATOR Tal os Petrol eum LLC B DAMAGEDY DI SABLED SAFETY SYS.
REPRESENTATI VE: [ |1 NCI DENT >$25K
TELEPHONE: [ |H2S/ 15M N. / 20PPM
CONTRACTOR: Seadrill Anericas |_|REQUI 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 TIME OF | NCI DENT: [ | PRODUCTI ON TEMP ABAND
X| DRI LLI NG PERM ABAND
4. LEASE: &35724 || WORKOVER DECOM PI PELI NE
AREA: VR LATI TUDE: || COVPLETI ON DECOM FACI LI TY
. HELI COPTER S| TE CLEARANCE
OCK: LONG TUDE: -
BLOCK 107 | MOTOR VESSEL
[ | PI PELI NE SEGVENT NO.
5. PLATFORM | OTHER
RI G NAME: Seadrill West Vel a —
6. ACTIVITY: EXPLORATI ON( PCE)
DEVEL OPMENT/ PRODUCTI ON( DOCD/ POD)
DECOWM SSI ONI NG o CAUSE
7. TYPE: i
| NJURI ES: | | EQUI PMENT FAI LURE
X| HUMAN ERROR
[] H STORIC I NJURY | EXTERNAL DAMAGE
B OPERATOR CONTRACTOR ™1 SLI P/ TRI P/ FALL
[X] REQUI RED EVACUATI ON 0 1 WEATHER RELATED
| LTA (1-3 days) | LEAK
X| LTA (>3 days) 0 1 || UPSET H20 TREATI NG
| RWJT (1-3 days) | OVERBOARD DRI LLI NG FLUI D
RWJT (>3 days) | OTHER
| | FATALI TY
Q her Injury 10. WATER DEPTH: 5918 FT.
11. DI STANCE FROM SHORE: 161 M.
POLLUTI ON
Fl RE 12. W ND DI RECTI ON:
EXPLOSI ON SPEED: M P. H
LWC [7] HI STORI C BLOAOUT 13. CURRENT DI RECTI ON:
UNDERGROUND SPEED: M P. H.
SURFACE
I:l DEVERTER 14. SEA STATE: FT.
[ ] SURFACE EQUI PMENT FAI LURE OR PROCEDURES 15. PI CTURES TAKEN:
COLISION  [JHSTORIC []>$25K  []<=$25k 16. STATEMENT TAKEN:
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17. 1 NVESTI GATI ON FI NDI NGS

On July 9, 2026, a lifting incident occurred on the Seadrill Wst Vela which was
wor ki ng for Talos Petroleum LLC. Drilling operations were being conducted at Wl ker
Ri dge Bl ock 107, OCS-G 35724. A deck crew consisting of a crane operator (CO,
banksman (BM), and roustabout (IP) were tasked with repositioning a 2" chi ksan rack
for backloading. The IP attached the chiksan rack rigging to the crane’s fast |ine.
The I P then wal ked between the chi ksan rack and a 550-gallon tote tank while
attenpting to attach a tagline to the rack. While the IP attenpted to attach the
tagline, the CO picked up the slack in the chiksan rack rigging. One leg of the four-
| egged riggi ng was snagged on the chi ksan rack causing the chiksan rack to abruptly
shift towards the IP. The IP was caught between the chi ksan rack and the 550-gallon
tote tank resulting in a broken leg. The rig nmedic was notified inmediately. The rig
nmedi ¢ evaluated the IP and consulted with shore-based physician. The decision was
made to send the IP to Terrebonne General Hospital for further evaluation via nedevac
hel i copter.

A Pre-General Lifts on Deck checklist was filled out and signed by the CO BM and IP
According to witness statenents taken fromthe deck crew, there was a tool box talk (a
pre-job neeting with everyone involved in the task). During the toolbox talk the CQO
BM and | P discussed the task, body placenent, and staying hydrated. The deck crew
got into position and started the task of repositioning the chiksan rack. The IP
successfully attached the chiksan rack rigging to the crane’s fast line. The IP
attenpted to attach the tagline to the load while the CO sinultaneously attenpted to
take the slack out of the rigging.

The CO was taking the slack out of the chiksan rigging while the IP attenpted to
attach the tag line to the load. One leg of the rigging snagged the chi ksan rack
causing the rack to swing towards the IP abruptly. The IP was standi ng between the
chi ksan rack and a 550-gallon tote tank. The IP was pinned between the chiksan rack
and the 550-gallon tote tank resulting in a broken |eg.

Crane novenment was stopped, the IP freed, and assessed by the rig medic. The IP was
sent in for further evaluation via nedevac. Al work on the deck was suspended and
the area was secured for investigation. The scene renained undi sturbed until the
equi prent was confirnmed safe and stable. The Ofshore Installation Manager (O M

aut hori zed work to recomrence after the scene was fully assessed, evidence coll ected,
and all the hazards were adequately controll ed.

The Marine Mnerals Adnministration (MVA) Hourma District office was notified on July 9
2026, and a witten report was submitted on Septenmber 1, 2026, after nultiple

ext ensi ons were granted due to the nature of the incident. The MVA Houma District

i ssued a preservation order and the MVA Hourma District Inspectors (lnspectors)
conducted an onsite investigation on July 11, 2026. The inspectors obtained w tness
statements, pre-job paperwork, pictures, incident reports, and conducted w tness
interviews with the COand BM After reviewing the witness statenents and the Pre-
Ceneral Lifts on Deck checklist, MVA found there was inproper identification of the
hazards and steps to mitigate them Also, it was noted that the CO stated the BMtold
himto take the slack out of the rigging. The BMs witness statenent showed that the
CO hoisted up without being told to do so. MVA' s witness interviews with the CO and
BM confirmed that no signal was given to the COto take the slack out of the rigging.

After reviewing the Pre-General Lifts on Deck checklist, MVA discovered only two
hazards were identified. The first hazard was heat and humidity with a contro
stating to hydrate and take breaks. The second hazard was shortchange (neaning the
crew started work earlier than normal to swap from working days to nights) with the
control of everyone to keep an eye on each other. The witness statenents coll ected
fromthe CO BM and IP noted the controls of body placenent and staying hydrated but
| acked specific hazards for repositioning the chiksan rack. After review ng
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Seadrill’s Lifting Operations Directive (LOD), it was noted that the CO did have a
desi gnat ed banksman but failed to follow policy by hoisting up w thout being signal ed.
Al so, the LOD says to use hands free push-pull sticks during lifting operations and
to use tag lines as required by the risk assessnent. There was no ri sk assessnment for

the use of tag lines. The final cause identified was the congested deck linited
escape routes. MVA Houma District concludes that the above factors contributed to
this incident.

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

Human performance error — Not aware of the hazards. Not follow ng proper procedures.
Communi cati on — | nadequate job instructions provided
Managenment systens — | nadequate hazard anal ysis and inadequate witten job procedure.

19. LI ST THE CONTRI BUTI NG CAUSE(S) OF ACCI DENT:
Work environment — congested work area.
20. LI ST THE ADDI TI ONAL | NFORVATI ON:

n/ a

21. PROPERTY DAMAGED: NATURE OF DAMACGE:

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

MVA Hourma District has no recommendations to the Ofice of Incident Investigations at this
time.

23. PGCSSI BLE OCS VI OLATI ONS RELATED TO ACCI DENT: NO

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:
11-JUL- 2026

26. Investigation Team Menbers/ Panel Menbers: 29. ACCI DENT | NVESTI GATI ON PANEL FORMED:
NO

OCS REPORT:
27. OPERATOR REPORT ON FI LE:

30. DI STRICT SUPERVI SCR:

Ay Gresham
APPROVED
DATE: 08- CCT- 2026
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