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F i l e  No. 1-0028 

NATIONAL TRANSFOFiTATION SAFm B W  
DEP- OF TRANSPORTATION 

AIRCRAI?T ACCIDENT REPORT 

Adopted: March 20, 1968 

FRONTIER AIRLINES, INC. 

STAPLETON INTERNATIONAL AIRPORT 
DENVER, COLORADO 
DECEMBER 21, 1967 

DOUGLAS Dc-3C, ~ 6 5 2 7 6  

SYNOPSIS 

A t  1600 m . s . t . ,  December 21, 1967, Front ier  Ai r l ines  cargo f l i g h t  

2610, a K!-3C, 1~65276, crashed during takeoff from runway 35 at  the  

Stapleton In te rna t iona l  Airport, Denver, Colorado. The captain and 

f i r s t  of f icer ,  t h e  only occupants of t h e  a i r c r a f t ,  were k i l led .  The 

a i r c r a f t  was destroyed by impact and f i r e .  

Invest igat ion revealed t h a t  t h e  takeoff had been made with a 

control  ba t ten  or gust lock i n  place on t h e  r igh t  elevator.  

The Safety Board determines t h a t  t he  probable cause of t h i s  

accident was t he  failure of t he  crew t o  perform a pre-takeoff control  

check r e su l t i ng  i n  takeoff with t h e  elevators  immobilized by a con- 

t r o l  batten.  
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1. INVESTIGATION 

1.1 History of t he  F l igh t  

On December 21, 1967, Front ier  Ai r l ines  had a backlog of more than 

100,000 pounds of a i r  f r e igh t  which they were attempting t o  move during 

t h e  busy pre-holiday period. Because of t h i s ,  employees and equipment 

were pressed in to  service i n  a maximum e f f o r t  t o  move the  f re ight .  Although 

Front ier  did not use i t s  E - 3  equipment i n  all-cargo operations, the  passen- 

ger  s ea t s  of N65276 were removed and t h e  E-3C wits assigned t o  operate as 

all-cargo Fl ight  2610, from the  Stapleton Internat ional  Airport at Denver, 

Colorado t o  Rapid City, South Dakota, with an en route s top at Scot tsbluff ,  

Nebraska. About 1100 m . s . t .  t he  a i r c r a f t  was moved from the  company 

hangar t o  the a i rpo r t  f r e igh t  terminal f o r  loading. 

About 1030, a Front ier  radio communicator who knew how t o  prepare weight 

He was given manifests was assigned t o  prepare t h e  manifest f o r  F l igh t  2610. 

t h e  operating and p i t  weight maximums f o r  t he  a i r c r a f t .  

prepared a dispatch release f o r  t he  f l i g h t .  

ca l l ed  the  f r e igh t  o f f i ce  f o r  spec i f ic  loading information from which t o  

execute the  weight manifest. 

was not yet ready and would be furnished t o  him later. 

s h i f t  ended a t  1430 he s t i l l  had not received the  information. 

off duty, neglecting t o  inform h i s  r e l i e f  of t h e  s t a tus  of t he  s i tuat ion.  

The dispatch o f f i ce  

A t  1100 and 1400 the  employee 

He was t o l d  both times t h a t  t he  information 

When t h i s  employee's 

He then went 

I n  t h e  meantime ~ 6 5 2 7 6  was being loaded. An air cargo service employee 

l i s t e d  the  cargo before it was loaded and t i e d  down and la ter  t o t a l l e d  i t s  

~~ ~ 

1/ A l l  times herein a re  mountain standard based on the  24-hour clock. - 
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weight. No one engaged i n  the  loading could r e c a l l  t h a t  t he  cargo was 

placed i n  t h e  a i r c r a f t  according t o  any formal preloading schedule. 

The f i rs t  o f f i c e r  came t o  t h e  air cargo o f f i ce  about t h e  t i m e  t h e  

cargo l i s t i n g  was being to t a l l ed .  He was asked i f  a weight manifest w e r e  

needed and he repl ied,  "NO, we have our re lease,  t h a t ' s  enough." When he 

reached t h e  a i r c r a f t  some of t he  loading remained t o  be done and he author- 

ized t h e  loaders t o  use some of t h e  space l e f t  i n  the  fuselage f o r  an aisle 

t o  accommodate t h i s  cargo. 

t he  l e f t  p i l o t ' s  s ea t  and had s t a r t e d  both engines by the  time the  captain 

arr ived and got aboard. 

The first o f f i c e r  boarded the  a i r c r a f t ,  took 

Jus t  before the  f l i g h t  s t a r t e d  t o  t a x i  out and while t h e  captain was 

ge t t ing  s e t t l e d  i n  h i s  seat ,  a Front ier  s t a t ion  agent began t o  remove t h e  

cont ro l  bat tens  and landing gear pins. When he s t a r t e d  t o  remove a gear 

pin before t h e  p i l o t  signaled t h a t  hydraulic pressure on t h e  gear ms up, 

another s t a t i o n  agent stopped him and took over. The l a t t e r  agent subse- 

quently s t a t ed  t h a t  there  was no bat ten on t h e  l e f t  e levator  and he did 

not check t h e  r igh t  one because it was customary t o  i n s t a l l  t h e  device on 

t h e  l e f t  e levator  when only one ba t ten  was used. He sa id  t h a t  after he 

finished, he gave t h e  crew a departure sa lu t e  and t h a t  at  no t i m e  did he 

see any of t he  controls  move or any indicat ion from t h e  f irst  o f f i c e r  t h a t  

any of t he  controls  were not movable. 

F l igh t  2610, appropriately cleared, lert the  loading area  a t  1544 and 

about 1559 began takeoff using runmy 35. sca t te red  

clouds at 5,000 feet, v i s i b i l i t y  60 m i l e s  and t h e  wind 270 degrees a t  16 knots. 

Weather conditions were: 
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According t o  eyewitnesses, t he  takeoff appeared normal u n t i l  a f t e r  

t h e  a i r c r a f t  became airborne. 

steep climb a t t i t u d e  t o  an estimated deck angle of 50 t o  60 degrees. 

300 feet  above the  surface, t h e  a i r c r a f t  ro l led  t o  i t s  l e f t  and entered a 

s teep nose-down l e f t  turning descent and crashed o f f  t he  l e f t  s ide of t he  

runway. '' The a i r c r a f t  burst  i n to  flames at  impact. 

1.2 In ju r i e s  t o  Persons 

A t  t h i s  time it entered an increasingly 

About 

The captain and f i rs t  o f f i ce r  were the  only occupants of t h e  a i r c r a f t  

and both received fa ta l  in jur ies .  

examinations of t he  p i l o t s  revealed no indicat ion of a human fac to r  involve- 

Post-mortem pathological and toxicological  

ment 

1 .3  

1.4 

1.5 

i n  t he  accident. 

Damage t o  Aircraf t  

Destroyed by impact and f i re .  

Other Damage 

None. 

Crew Information 

The captain and f i rs t  o f f i c e r  were c e r t i f i c a t e d  and qua l i f ied  f o r  the  

f l i g h t .  See Appendix A f o r  de ta i led  crew information. 

1.6 Aircraf t  Information 

N65276 was a E-3C.  Ai rcraf t  records re f lec ted  no discrepancies 

a f fec t ing  mechanical or s t ruc tu ra l  airworthiness of t he  a i r c r a f t .  

addi t ional  a i r c r a f t  information see Appendix A. 

For 

3 2 /  The geographical locat ion i s  Latitude N39"-45' - Longitude W104"-53' 
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The passenger seats had been removed from the  cabin of t h e  a i r c ra f t .  

Front ier  Ai r l ines  FAA (Federal  Aviation Administration) operating specif i -  

cat ions did not  provide for the  carr iage of cargo i n  t h e  cabin area of 

E - 3  a i r c r a f t  with t h e  passenger seats removed. 

In  t h e  absence of a weight manifest prepared f o r  F l igh t  2610, a re- 

construction of t he  cargo loading and a weight and balance computation were  

made as pa r t  of t he  investigation. This showed t h a t  t h e  gross weight of 

t he  a i r c r a f t  at takeoff was approximately 26,123 pounds or about 777 pounds 

i n  excess of the  c e r t i f i c a t e d  maximum allowable gross takeoff weight of 

25,346 pounds. 

may have been exceeded by 1-1/2 inches. 

considered accurate because cargo weights were avai lable  from waybills. 

The c.g. calculat ion,  however, was  only an approximation because determi- 

nation of t he  locat ions of t he  numerous pieces of cargo put i n  t h e  cabin 

depended e n t i r e l y  on the  recol lec t ion  of t h e  loaders. 

recol lect ions were not su f f i c i en t ly  prec ise  f o r  t h i s  purpose. 

It a l so  indicated t h e  aft  center  of grav i ty  (c.g.) l imi t a t ion  

The gross weight calculat ion was 

A t  best ,  t h e i r  

A review of t h e  Front ier  dispatch release and f l i g h t  plan f o r  F l igh t  

2610 showed both f a i l e d  t o  r e f l e c t  t he  s top a t  Scot tsbluff ,  Nebraska. 

Had t h i s  stop been included t h e  scheduled crew duty time would have exceeded 

t h e  regulatory l i m i t  by about 28 minutes. 

1.7 Meteorological Information 

Weather conditions were not involved. 

1.8 Aids t o  Navigation 

Not involved. 
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1.9 Communications 

There were no communications d i f f i c u l t i e s ,  however, communication 

records showed t h a t  t he  crew of F l igh t  2610 re fer red  t o  the  f l i g h t  as 

2606 and 2607 before using t h e  correct  numerical ident i f ica t ion .  

1.10 Aerodrome and Ground F a c i l i t i e s  

Stapleton Internat ional  Airport has an elevation of 5,331 f e e t  m . s . 1 .  

Runway 35 i s  11,000 f e e t  long and 150 feet wide, and of concrete construction. 

1.11 Flight  Recorders 

Recorders w e r e  not i n s t a l l ed  nor were they required. 

1.12 Wreckage 

The a i r c r a f t  s t ruck the  ground about 875 f e e t  t o  the  l e f t  of t he  

center l ine  of runway 35 measured from a point 5,600 f e e t  f rom the  approach 

end. On impact, it was i n  a nose-down, left-wing-low a t t i t u d e  on a south- 

westerly heading. 

During t h e  wreckage examination, a control  bat ten was found i n  the  

i n s t a l l e d  posi t ion on t h e  r igh t  elevator. 

t he  control  pedestal  showed 12 degrees nose-down or the  f u l l  nose-down tr im 

The elevator  t r im t a b  index on 

posi t ion and the  elevator  trim tabs were found i n  the  corresponding posit ion.  

The rudder t r im was deflected l e f t  or nose-right near ly  i t s  f u l l  t r a v e l  and 

the  cockpit a i le ron  t r im indicator  showed 4 degrees right-wing-up. 

Bamination of t he  wreckage revealed no evidence of a mechanical or 

s t ruc tu ra l  malfunction or f a i l u r e  of t he  a i r c r a f t  p r io r  t o  impact. 

1.13 F i r e  - 
F i r e  occurred on impact and consumed major portions of t h e  a i r c r a f t .  
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1.14 Survival Aspects 

The accident w a s  nonsurvivable. 

1.15 Tests  and Research 

Research w a s  conducted t o  determine t h e  e f fec t  of t he  over gross weight 

and t h e  possible a f t -of - l imi t  c.g. conditions on the  con t ro l l ab i l i t y  of t h e  

a i r c ra f t .  This showed t h a t  ne i ther  condition, nor t h e  conditions i n  combi- 

nation would make t h e  a i r c r a f t  uncontrollable.  

1.16 Other Pertinent Information 

A review of t h e  Front ier  p i l o t  checkl is t  for t h e  OC-3 showed t h a t  a 

check for freedom of controls  should be made once after s t a r t i n g  engines and 

again before takeoff .  Ground service ins t ruc t ions  c a l l  f o r  control  ba t tens  

t o  be i n s t a l l e d  and removed by ground service personnel. 

Invest igat ion revealed t h a t  at  t h e  time of t h e  accident Front ier  did 

not use streamers o r  any other  device on t h e  ba t tens  t o  a t t r a c t  a t t en t ion  

t o  them. 

2. ANALYSIS AND CONCLUSIONS 

2.1 Analysis 

From i t s  invest igat ion of t h i s  accident t h e  Safety Board concludes 

t h a t  t h e  kind of environment which existed within t h e  f l i g h t  operations 

of Front ier  Air l ines  during t h e  planning and preparation f o r  F l igh t  2610 

w a s  one which might w e l l  be expected t o  culminate i n  a serious incident of 

some kind. Faced with more than 100,000 pounds of backlog of air  f re ight  

t o  be moved i n  t h e  busy holiday period, t h e  a i r l i n e  pressed i t s  personnel 

and equipment in to  a maximum e f fo r t .  I n  t h e  e f fo r t ,  personnel, such as the  
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radio communicator, were assigned dut ies  completely outside t h e i r  regular 

areas of responsibi l i ty ,  shortcuts  were taken and establ ished operating 

procedures were disregarded. 

characterized by a lack of supervision, coordination, and communication 

between personnel and departments involved i n  t h e  f l i g h t  preparation, 

loading and dispatching of t h e  f l i g h t .  

cargo service fo r  which the  required operating spec i f ica t ions  were not 

avai lable .  The r e s u l t  of t h i s  and t h e  other  f ac to r s  was t h a t  t h e  a i r c r a f t  

was loaded without any preloading plan and no weight manifest was prepared. 

Moreover, the  f l i g h t  re lease  and f l i g h t  plan which were prepared were in- 

accurate i n  t h a t  they f a i l e d  t o  include t h e  planned s top at Scot tsbluff ,  

Nebraska. 

The r e s u l t  w a s  an operational breakdown 

I n  f a c t  a DC-3 w a s  used i n  s t r a igh t  

Despite t he  obvious shortcomings i n  t h e  ground preparations of t h e  

f l i g h t ,  none of t h e  discrepancies i n  loading, t h e  overgross weight and t h e  

possible  a f t -of - l imi t  c.g. conditions, or t h e  f a i l u r e  of t h e  s t a t i o n  agent 

t o  remove the  ba t ten  from the  r igh t  elevator,  made t h e  accident inevitable.  

Rather, it w a s  t h e  f a i l u r e  of t h e  p i l o t s  t o  perform t h e  bas ic  sa fe ty  function 

of checking for  freedom of controls  t h a t  prevented detect ion o f  t he  locked 

elevators .  It would appear, therefore ,  t h a t  t h e  same deviation from 

establ ished procedures t h a t  characterized t h e  ground personnel 's  preparation 

for t h e  f l i g h t  w a s  exhibited by the  p i l o t s .  

It i s  evident t h a t  t he  d i r ec t  and immediate cause of t h i s  accident w a s  

a f a i l u r e  of p i l o t s  t o  perform a basic  sa fe ty  of f l i g h t  check item on t h e  

p i l o t  checkl is t .  It i s  equally evident t h a t  t he re  were ind i rec t  and underlying 
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causal f ac to r s  which were numerous and broad i n  scope. They exis ted i n  

t h e  operating system, organization, coordination and supervision of Frontier.  

The accident was therefore  equally ind ica t ive  o f  a we& operating system. 

The Safety Board concludes t h a t  t h e  increased survei l lance a c t i v i t y  
- 3/ 

by t h e  FAA over t h e  a i r l i n e  p r io r  t o  t h e  accident shows the  FAA's awareness 

of  t h e  unfavorable aspects  of t h e  c a r r i e r s  ove ra l l  operating s i tua t ion ,  and 

of aff i rmat ive ac t ions  by t h e  FAA t o  assist i n  correct ing them. A t  t h e  same- 

time, however, it i s  equally evident from a l l  the circumstances surrounding 

t h e  accident t h a t  t h i s  surveil lance w a s  not e f fec t ive .  

The elevator  and rudder t r i m  t a b  posi t ions as found i n  t h e  a i r c r a f t  

wreckage a r e  ind ica tors  of t h e  sequence o f  events i n  t h e  accident. As  soon 

as t h e  a i r c r a f t  became airborne and increased speed, it entered an 

increasingly s teep climb. The crew must have attempted t o  counter t h i s  

act ion w i t h  an appl icat ion of nose-down t r i m .  However, w i t h  t h e  e levators  

locked by t h e  batten,  t h e  elevator t abs  themselves acted as elevators.  

Deflected upward for nose-down t r i m ,  ins tead of a l l ev ia t ing  t h e  nose-up 

s i tua t ion  they only aggravated it. The posi t ion of r i g h t  rudder t r i m  suggests 

an attempt by t h e  crew t o  stop t h e  a i r c r a f t  from r o l l i n g  t o  t h e  l e f t  as it 

went out o f  control and entered i t s  f i n d  descent. 

2.2 Conclusions 

(a) Findings 

1. The p i l o t s  were properly c e r t i f i c a t e d  and qua l i f ied  for t h e  

f l i g h t .  

- 3/ See Corrective Measures, Page 11. 
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The a i r c r a f t  was airworthy but loaded improperly as t o  

weight and possibly c.g. 

The improper loading resu l ted  from misassignment of personnel, 

deviations from establ ished procedures and a lack of supervision 

and coordination of personnel. 

The a i r c r a f t  w a s  assigned t o  a s t r a igh t  cargo f l i g h t  

although Front ier  Ai r l ines  FAA operating spec i f ica t ions  did 

not provide f o r  t h e  carr iage of cargo i n  t h e  cabin of E - 3  

a i r c r a f t  with t h e  passenger sea t s  removed. 

The a i r c r a f t  was dispatched without a weight manifest and t h e  

dispatch re lease  and company f l i g h t  plan were inaccurate.  

The s t a t i o n  agent f a i l e d  t o  detect  and remove a control  

ba t ten  i n s t a l l e d  on t h e  r i g h t  elevator.  

The control  ba t ten  on t h e  r igh t  e levator  immobilized t h e  

elevators .  

The p i l o t s  f a i l e d  t o  perform a check f o r  freedom of controls  

before taxi and before takeoff' as required by t h e  p i l o t  

checkl is t .  

The shortcomings noted i n  paragraphs 2 through 8 were 

int imately associated with t h e  changeover involved i n  t h e  

merger of Central Ai r l ines  in to  Front ier .  

FAA survei l lance of t he  a i r l i n e  w a s  not f i l l y  adequate. 



- L L  - 
(b) Probable Cause 

The Safety Board determines t h a t  t h e  probable cause of t h i s  

accident was t h e  f a i l u r e  of t h e  crew t o  perform a pre-takeoff control  check 

r e su l t i ng  i n  takeoff with t h e  elevators  immobilized by a control  batten.  

3. CORRECTIVE MlUSURES 

Very ear ly  i n  t h e  invest igat ion of t h i s  accident Safety Board inves t i -  

gators  and FAA and Front ier  personnel discussed immediate measures t o  prevent 

recurrence of a s imilar  accident. 

It w a s  c lear  t h a t  c lose a t t en t ion  should be given t o  t h e  necessi ty  f o r  

s t r i c t  adherence t o  established procedures by f l i g h t  and ground personnel. 

Accordingly a company b u l l e t i n  w a s  issued re-emphasizing t h e  company manual 

requirements f o r  weight and balance computations, preparation of load mani- 

f e s t s  and cargo loading. 

company manual requirements f o r  t h e  use of cockpit checkl is ts ,  t h a t  both 

p i l o t s  be seated i n  t h e  p i l o t  compartment p r io r  t o  engine start and t h a t  a 

load manifest be on board before t h e  or iginat ion of a f l i g h t .  Ground t r a in ing  

courses were i n i t i a t e d  f o r  all c la s s  A s t a t i o n  managers with planned recurrent 

t r a in ing  courses i n  t h e  future f o r  these personnel. 

Another b u l l e t i n  w a s  issued t o  p i l o t s  s t r e s s ing  

It w a s  apparent t h a t  a subs tan t ia l  number of t h e  breakdowns and short- 

comings i n  personnel supervision, coordination and communications indicated 

by t h e  accident were associated with t h e  improper attempt t o  use t h e  DC-3 

i n  a one-time, all-cargo operation. 

complete assurance t h a t  no cargo f l i g h t s  carrying floor-loaded bulk cargo would 

be made u n t i l  adequate procedures were developed and approved, and incorporated 

i n  t h e i r  operating specif icat ions.  

I n  t h i s  regard Front ier  Air l ines  gave 
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Some of t he  weaknesses which the  accident highlighted were recognized 

by Front ier  personnel and by FAA a i r  c a r r i e r  personnel p r io r  t o  t h e  acci-  

dent. 

general merger problems attending Front ie r ' s  merger with Central  Air l ines .  

Accordingly, two vice-president posi t ions were established on the  executive 

staff of t he  company t o  strengthen i t s  managerial capacity and capabili ty.  

Both select ions were men of proven reputations i n  a i r l i n e  management, one 

i n  t h e  t ra in ing  and operational areas and the  other i n  the  administrative 

f i e l d .  They assumed t h e i r  du t ies  a f t e r  the  accident. 

They associated many of them with t h e  rapid growth of t he  company and 

I n  addition t o  i t s  contributions t o  bringing about t he  actions de- 

scribed above, t he  FAA had begun an increased surveil lance of the  a i r l i n e  

on December 1, 1967. This encompassed an increased frequency of en route 

inspections, a c loser  monitoring of t ra ining,  and an increased surveil lance 

of maintenance. A f t e r  the  accident, t h e  responsible FAA d i s t r i c t  o f f i ce  

requested assis tance i n  i t s  surveil lance and inspection e f f o r t s  from the  

FAA region and a Systemsworthiness Analysis Program (SWAP) team was provided 

on o r  about January 8, 1968. The a c t i v i t i e s  of  t h i s  team were expected t o  

continue u n t i l  about March 1, 1968. 

4. RECOMMENDATION 

The Safety Board concludes t h a t  some of t h e  weaknesses i n  the  a i r l i n e s '  

operating system which contributed t o  t h e  accident environment were, i n  par t ,  

t he  r e s u l t  of a lack of management capabi l i ty  and depth t o  meet t h e  general 

problems associated with t h e  a i r l i nes '  current merger. These problems, i n  

addi t ion t o  t h e  demands due t o  rapid growth, spread management too t h i n  f o r  

t h e  overa l l  requirements imposed upon it. 
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* 

I n  consideration of current ly  proposed mergers and t h e  ove ra l l  rapid 

growth of t h e  a i r l i n e  industry today, t h e  Board views t h i s  accident as most 

s ign i f icant  t o  accident prevention f o r  those a i r l i n e s  i n  t h e  same or similar 

s i tua t ions .  The accident s t r e s ses  t h e  necessi ty  f o r  such a i r l i n e s  t o  be 

prepared t o  meet t h e  increased demands of these s i t ua t ions  t o  assure t h a t  

sa fe ty  i s  not compromised. The Board fu r the r  concludes t h a t  it i s  encumbent 

upon t h e  FAA t o  look upon t h e  changeover inherent i n  such mergers as ca l l i ng  

for i t s  most aff i rmat ive and complete surveil lance e f f o r t s .  

BY THE NATIONAL TRANSPORTATION SAFETY BOARD: 

/ s /  J O S E P H  J. O'CONNELL, J R .  
Chairman 

/ s /  OSCAR M. LAUREL 
Member 

/ s /  JOHN H. REED 
Member 

/ s /  FRANCIS H. McADAMS 
Member 

Louis M. Thayer, Member, did not take part in the adoption of this 

report . 

*Amerger between Pacif ic  Air l ines ,  West Coast Air l ines  and Bonanza Airlines,  
and one between Allegheny Air l ines  and Lake Central Air l ines ,  are present ly  
before t h e  Civ i l  Aeronautics Board f o r  approval, and i f  e i the r  o r  both are 
t o  be consummated it w i l l  be i n  t h e  near fu ture .  



APPENDIX A 

1.5 C r e w  Information 

Captain F. A. Crane, age 34, held a i r l i n e  t ransport  p i l o t  c e r t i f i c a t e  

No. 331863 with E - 3  and CV-580 a i r c r a f t  ra t ings.  He completed h i s  last  

proficiency check s a t i s f a c t o r i l y  on September 7, 1967, and h i s  last  l i n e  

check on September 26, 1967. He held a cur ren t ly  va l id  f i r s t - c l a s s  medical 

c e r t i f i c a t e  with no l imi ta t ions  issued on September 8, 1967. 

Captain Crane had flown a t o t a l  of 13,011 hours of which 4,860 were 

i n  E - 3  a i r c r a f t  and of which 49 were i n  t h e  E - 3  during t h e  90 days pre- 

ceding t h e  accident. H i s  off-duty time was 12 hours p r i o r  t o  F l igh t  2610. 

H i s  on-duty time for t he  24-hour period was 6 hours and 19 minutes. 

F i r s t  Officer R. L. Cochran, age 33, held commercial p i l o t  c e r t i f i c a t e  

No. 1436378 with airplane s ingle  and multiengine land and instrument ra t ings.  

He completed h i s  last  proficiency check s a t i s f a c t o r i l y  on February 17, 1967. 

He held a cur ren t ly  va l id  second-class medical ce r t i f5ca te  with no l imitation: 

issued on January 5, 1967. 

F i r s t  Officer Cochran had flown a t o t a l  of 3,141 hours of which 937 were 

i n  the  E - 3  and of which 6 were i n  the  E?-3 during the  90 days preceding t h e  

accident, H i s  off-duty t i m e  was 12 hours p r i o r  t o  F l igh t  2610. H i s  on-duty 

time f o r  t he  24-hour period was 6 hours and 19 minutes. 

1.6 Aircraf t  Information 

~~65276 was manufactured December 2, 1943, with s e r i a l  No. 19202. 

a i r c r a f t  had accumulated 49,282 f l i g h t  hours at  the  time of t he  accident. 

The 



It had been operated 158 hours since i t s  last l i n e  maintenance and 3,308 

hours s ince major overhaul. 

The a i r c r a f t  was equipped with two Pra t t  and Whitn,ey R1830-92 engines. 

The l e f t  engine, serial  No. 322681, had accumulated 23,339 hours of which 

699 were s ince major overhaul. 

accumulated 31,408 hours of which 372 were since major  overhaul. 

The r igh t  engine, s e r i a l  No. 359571, had 

The engines were equipped with Hamilton-Standard 23350 propellers.  

The l e f t  propeller,  s e r i a l  No. FUIA-834 had accumulated 13,559 hours of which 

1,008 were since overhaul. 

accumulated 6,349 hours of which 372 were since overhaul. 

The r igh t  propeller,  s e r i a l  No. NK-146778 had 

i956 


