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Attention: This form contains information relating to employes|
hesalth and must be used in a manner that protects the
confidentiality of employees to the extent possible while the

f nformation is being used for cccupatienal safety and health
burposes.

OSHA's Form 300 (rev. 01/2004)

Log of Work-Related Injuries and llinesses

Youmust recoed information about every work-related injury of iiess (ot invones loss Of coRscioUSResS, restricted work 305wy o job tramsies, days away om work, of medieal eatment beyond fisstaid. You must aiso record
sigrificant work-reloted injuries and iinesses thal are diogrased by 3 physicianor oensedhealth careprofessional. You must aiso record work-relted injuries and finesses fhat mest any of e speciic recording criteria isted in 29
1804 8 through 1004 12 Feel iree to use o fines for a single case # you needio. You must complete an injury and liness ingident repod {ISHA Form 301) or equivalent form for each injury or iiness recorded on this form

H you're riot sure whether 3 case is recordable, call your kool OSHA offce for help

Year

U.S. Department of Labor

Cccupationsl Safety and Health Administrtion

Form approved OMB no. 12120178

City

State

Identify the person Cla hoeon
Enter the number of
1A} ) [=) D} {E} F} [CHECK ONLY ONE box for each case based on the most  Hays the injuredor ill | Check the “injury” column or choose one type of
Case No. Employee's Name JobTitle {e.g, | Dateof Where the eventoccurred fe.g Describe injury or illness, parts of body aflected, ~ [S2iouS outcome for that case: orkerwas: iliness:
Welder} injury or JLoading dock north end) knd object’substance that directly injured or made
onset of person ill {e.g. Second degree burns on right
iliness orearm from acetylene torch) — M)
Days away n jol P 3
(o tday) Death P — Remained at work transfer 2 5
or H <
ob transfer or [Other Away From e strition 2 2
restriction ecord- able | Work days)|  (gays)
ases 5
&
IG} () ] o 1K} L) (1) i2) 13) 5]
Page totals a a a a a o o a a o a o
e =
Be sure to transfer these totals to the Summary page (Form 300A) before you post g - E é ® g H
Public reporting burden fartnis oolection of infarmation s estmated to verage 14 mimutes per resporse, moluding Sme 50 review the E & 2 3 3
rstruction, search and gother the data nesded and complets and review fhe collecSion of information. Persons ars nof required o respond o
Page  1of1 1 12 4} 15}

e collection ofinfarmation unless # displays 3 currently vaiki OMB comérol number. 1 you have any comments about these estmates orany
‘aspects of this data collection, contact US Depariment of Labor, OSHA Offce of Staisics, Room N-3544, 200 Consttusion Ave, NW,
Washingion, DC 20210 Do notsend the completed forms & this offce




realth and must be used in a mang kpfm the Year
lenfigentiality of employees o ent possible while the
OSHA's Form 300 (Rev. 01/2004) zmon is being used rocdflipational safety and neaitn

Log of Work-Related Injuries and llinesses oo 5 DepmrtmentofLobor

"NM F00rd irdormation JDOW VETy WORL-rHLIRd imjury Of lingss TN iIPVONES 1033 Of CORSCIOUINESS, mmmqwo@sﬂrommmm 0r medical retment beyond frt 2id. You must 2i30 recoed
£ A 1218017
ated impuras and aee diagnased by 3 phy ioted irjurits ond inesses nXmeet ny o e specie recording crteri isted orm spproved OMB no, 1212-0170
20.CFR 15085 through 1904 12 Fesl et 1 use o s for 9 3ingh cse fyou nesd 10, T an injury and Foem 301 0r PN —— ded oty

form ¥ you're mot sure whetner 3 cose (s recoedable, call your local O5HA offce for keln

Identify the person Describe the case
Enter the
Y B) =) [T} E) F “HECK ONLY ONE box for each case based on the most  days the lnjurvd orill [Check the “injury” column or choose one type of
Case No. Employee's Name Job Title [e.g.| Dateof Where the eventoccurred (e.g Describe injury or illness, parts of body affected, [F81i0uUS oulcome for that case prorker was: 55
Welder) injury or Loading dock north end) hind obj that directly injured or made
onset of person ill {e.g. Second degree burns on right 5
iliness lorearm from acetylene torch) = Brjos . 2
s away : 5 2
Death Remained at work ] |
{mo_iday) from work transfer 5 S
lob transfer or [Other o = =
kestriction ecord- able :::;:’; restictio 2 3 3
A n [days) = z a
&
)] {H] 0] ) K] (8] U] {2} {3} {4} {5} {6}
Page totals| o [} [ [ [} [} [ @ @ @ ] [}
s 2 E= ]
Be sure to transfer these totals to the Summary page (Form 300A) before you post it. £ s3. 55 e E£8 5%'
Pubic reporting burden for i3 coliection of information 5 esimated 1 average 14 minuies par response, including e (0 review e = s & E - é
FEracton, sedech 3nd g 2nd revew 4 riormaton. Persons Jre not regumed 1o respond
0 B colection of infoemation uriess £ d0Lays 3 curenty valid OB control rumber. I you have any comments Jbout e eimates O Page  1of1 L] 12 3 Lo 15} 18}
any aspects of ths 4. lecton, contact US Labor, OSHA Offce of Siatstcs, Room N-38644, 200 Consttuton Ave, NV,
W, DC 20210 o ofice

DAS _—




m contains information relating A
1 and must be used in a manner
onfidentiality of employees to the Year

lile the information is being used
ifety and health purposes. U.S. Department of Labor

Occupational Safety and Health Administration

Form approved OMB no. 1218-0176

Establishment name

City




lattention: This form contsins information relsting to employee
fresith =nd must be used in & manner that protects the Year
konfidentiality of employees to the extent possible while the.
fnformation is being used for cccupstionsl safety and hesith

OSHA's Form 300 (rev. 01/2004) frrpeses U.S. Department of Labor
Log of Work-Related Injuries and llinesses Gocupatonal Safaty and Hesit Adinisration

You must recard information shout every work-related injury or liness that imvohves loss of constiousness, restristed work ackity or job fransier, days away from work, or medical freatment beyond first aid. Vou must also record
significant work-relsted injuries and illnesses that ars diagnosed by a physician o licensed health care professional. You must alzo record work-related ijuries and ilnesses that mest sny of the specific recording criteria listed in 28 Farm spproved OMB no. 1272-0176

CFR 1904 8 through 1904 12 Feel free o use two nes for  single case if you need to. You must complete an injury and illness incident report {OSHA Form 301] or equivalent form for ach injury or dliness recorded on this form
If youtne mot sure whether 3 case is recordable, call your local DSHA office for help

Iden the person Describe the case -
i pe Classify the case
Enter the number of
B <) {E) (F) [CHECK OMLY ONE box for each case based on the most  [days the injured or ill | Check the "injury” column or choose one type of
Employee's Name Job Title {e.g., Where the event occurred (e.g Describe injury or illness, parts of body affected,  [serious outcome for that case: jworker was: iliness
Welder) Loading dock north end) and object/substance that directly injured or made
person ill (e.g. Second degree burns on right
'orearm from acetylene torch) _ (M)
D " On job v
Death L"‘: Remained at work lmr;rg, P §
obulralnsfzr or D(herd e | Away From - g 2
estriction ecord- able S 5
Work (d d 3
Soor ork (days)| (days) & 3
(G) {H) (U] ) (K) (L) () (2) (2} {4) L&
Page totals] g "] o ] [] o o o 0 "] o [

. s m o oEE = - f
Be sure to transfer these totals to the Summary page (Form 300A) before you post it EE_ErE é 2 = H z33
= &5 S
Pubiic reporing burden for this collection of information is estinated to average 14 minies per response, inchiding fime 1o review the. L= ®s g*8¢ i = 32
instruction, search and gather the data needed, and complete and review the collestion of information. Fersors are nat required fo respond to.
Page  1of1 (4] 2 (&) 4 5} (&)

the collection of irformation unless i dispiays & cumertly valid OME control numbsr. If you have any comments shout these estimates ar any
aspects of this data collsction, contact: US Depariment of Labor, OSHA Ofice of Statistics, oom N-1644, 200 Constitution Ave, NV,
Washirgton, DC 20210, Do not send the compisted forms to this offce




Identify the person

(B) (©)
Employee's Name Job Title (e.g., Welder)




lattention: This form contains information relsting to employee
heslth and must be used in 2 manner that protects the Year
konfidentiality of employees to the extant possible whils the

nformation is being used for coupstional safety and health

OSHA's Form 300 (Rev. 01/2004)
Log of Work-Related Injuries and llinesses mij;f;nf.’::’:&:i:::i Labor

ou miest recard infarmation =50t every wark-related inary ar llness that involves Ioss of Gansciousness, resiricted work ackwiy or of irenséer, days away fram wark, or medical irzaiment beyond frst ad. You must also rescrd
sigrificant wark-relsted injuriss and ilnesses that are disgnosed by & physician or licensed health care professional. You must slso record work-relsied injuries and iinesses fat mest sny of the specific recording criters listed in 20 Form approved OMB na. 1218-0176
CFR 1904.3 througn 1904.12. Fael free o use twe fnes for @ singls case f you niesd fo. You must complete =n injury and iiness incdent regort (OSHA Farm 301} or squivalen farm for sach infary or liness recorded on this form

1 you're ot surs whether  case is recondabie, call your Iocal DSHA office for help

E ;
City State
Identify the person Describe the case -
iy pe lassify the case
Enter the number of
(A} (8] c} 7} (E) F} ECK ONLY ONE box for each case based on the most  days the injured orill | Check the "injury” column or choose one type of
Case No. Employes's Name Job Title {e.g Date of |Where the event occurred (e.g Describe injury or illness, parts of body affected, rious outcome for that case: morker was: iliness:
Welder) injury or [Loading dock north end) knd objectsubstance that directly injured or made
onset of person ill (e.g. Second degree burns on right
iliness Forearm from acetylene torch) L]

Days away . On job 4

(o iday) Death — Remained at work transfer H

ob transfer or [Other Away From o > 2 H o

estriction ecord-able | wak (days)| (days) Z E k] g

ases = 2

G) (U] 18] (K} L) ) (2) 2) (4) J]
0 0 o o o o o [ o 0 0 o
i 2 £.2% F g
Be sure to transfer these totals to the Summary page (Form 300A) before you post it. z EE . 23 é 2 £ 8 zEf
Public reporiing burden for fhis collection of information is ectimated o average 14 minutes per rezponse, including fime o review the = - ﬁ - 8¢ E - i =
Page  1of1 1} 2) (&) ) (]

instruction, search and gather the data nesded, and compiele and review the colleslion of information, Persons are not required to respond fo
the collestion of informaton usless it displays a curently valid GME control number. If yow have amy comments about these estimates or any
azpects of this data collection, contact: US Depariment of Labar, OSHA Ofice of Statissis, Reom N-3544, 200 Constiution Ave, NV,
Washirgian, DC 20210, Do not send the completed farms 1o this office
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(D)
Date of
injury or

onset of
illness
(mo./day)

(E)
here the event occurred
(e.g. Loading dock north end)

(F)
Describe injury or iliness, parts of body
affected, and object/substance that directly
injured or made personill (e.g. Second
degree burns on right forearm from
acetylene torch)




This form contains information relsting to employes
health end must be used in & manner thet protecis the

fonfidentislity of employees to the extent possible wi the Year
jnformation is being used for occupstional ssfety snd heslth

OSHA's Form 300 (rev. 01/2004) et
Log of Work-Related Injuries and llinesses st

Y ou must record infsrmation sbout every work-related irjury or illness that imvolves loss of consciousness, restricled work aciiviy or job fransier, days away from work, or medical treatment beyond first aid. You must also resord
. . : Form spproved OMB na. 1218-0178

‘sigrificant work-related injuries and iinesses that are diagnosed by a physician or licensed heaith care professionsl. You must also record wori-relsted juries and iinesses that mest any of the specific recording critera listed in 28
CFR 1904.8 through 1904.12. Feel free to use two ines for a single case if you ne=d to. You must complete an injury and iliness ingident regart {OSHA Farm 301) or equvalent form for sach injury or diness recorded on this form.

If you're not sure whether & case is recordabis, call your local DSHA office for help

E name
State
Identify the person Describe the case
er the number of
(A} (|) =) (D} (E) ") HECK ONLY ONE box for each case based on the most s the injured o Check the “injury” column or choose one type of
Case Na. Employee's Name Job Title {e.g., | Dateof |Where the event occurred (e.g Describe injury or illness, parts of body affected, [WliSer10us cutcome for that casec erwas: iliness:
Welder) injury or [Loading dock north end) bnd objectisubstance that directly injured or mack
onset of person ill (e.g. Second degree burns on right
Iness forearm from acetylene torchj )
On job "
Imo.iday) Remained at work transfer H 3
ob transfer or [Other 2y From bestict 5 E
estriction Fecord-able WL aye) [ fdays) kK ]
kases *
{K) (L) ) {2) 2 (4) | {
Page totals| 0 0 o o 0 o o ') o 0 0 o
8 ® gz = v
P = E B E 0 =
Be sure to transfer these totals to the Summary page (Form 300A) before you post it. g £ . 223 % = § : =z % i w
Public reporting burden for fhis collection of information is esfimated fo average 14 minuies per response, inchding fime o review the = w2 4=82 == =
instruction, search and gather the dats needed, and complets and seview ihe collection of information. Persars are not required i respond to
Page  1of1 i1} 2 2 (&) 5} (6}

the collection of informagon unkess it displays & currerly valid OME control number. If you have any comments sbout these estimates or any
aspects of s data collection, contsct: US Depariment of Labor, OSHA Ofice of Statisfics, Room N-3544, 200 Constitution Ave, NV,
Washirgion, DC 20240, Do notsend the compisted forms to this office

I EEEEEEEEEE—————————————————————————————————————————————————————————————————————————
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Remained at work

Job transfer |[Other record-
or restriction |able cases

(1) (J)

10



[attention: This form contains information relsting to employee
hesith and must be used in & manner that protects the

fonfidentislity of employees to the extant possible while the Year
nformation is being used for oooupational safety and health

OSHA's Form 300 (rev. 01/2004) g _
Log of Work-Related Injuries and llinesses ol

You must record information about every wrk-related injury or liness that imvohves Ioss of consciousness, resiricted work actvity or job iransies. days away from work, or medical reatmen beyond firt aid. You must also recoed
significant work-refsted injuries and illnesses that are diagnosed by a physisian or lioensed health oare professional You must alsa record work-related ijuries and iinesses that mest sny of the spesific recording criteris listed in 20 Form spproved OME no. 1212-0178
CFR 1908.8 through 1904.12. Feel ree to use two nes for a single case if you need to. You must complste an injury and illness incident report (QSHA Form 301) cr squivalent form for each injury or linsss reconded on this form.

If you'se Mot sure whether 3 case is recosdabie, o2l your ocal OSHA office for help

Identify the person Describe the case

nter the number of
(A} B ) (D) =) F) [oHECK OMLY ONE box for each case based on the mostlliays the injured or il eck the "injury” column or choose one type of
Case No. Employee's Name Job Title (e.g., | Dateof MWhere the event occurred (e.g Describe injury or illness, parts of body affected,  [F27/ous outcome for that case: orker was Hlness
Welder) injury or Loading dock north end) bnd object/substance that directly injured or made
onset of person ill (e.g. Second degree burns on right
illness orearm from acetylene torch) M)
On job

Days away . ! ]

(mo.iday) Death — Remained at work transfer 3

ob transfer or [Dther Away From bestistion z z

estriction ecord- ablll ok (days)| (days) =) =

ases = 23
=
(G) () 0] ) i |2 | @ | @ | o
Page totals] 0 o o 0 ] 0 o o 0 o o o
. O = 2 2
Be sure to transfer these totals to the Summai e (Form 300A) before you T it. e EE 35 % S, £2 =5
3 Z 6 22 % 5 o =3
2 o
Pubic reporiing burden for this collection of information is esfimated 1o average 14 minutes per responss. inchding fime 1o reviaw the = - 5 e=8 2 E = % =
Page  1of1 (4] 2) 2 (] 5}

instucion, s=arch and gather the data needed, and complete and review the collestion of information. Fersans are nat required fa respond fo
the collection of irformation unless i dispiays & cumertly valid OME control numbsr. If you have any comments shout these estimates ar any
aspects of this data collsction, contact: US Depariment of Labor, 0SHA Ofice of Statisfics, Room N-1544, 200 Constitution Ave, NV,
Washirgion, DG 20210, Do not send the compisted forms fo this offios

I EEEEEEEEEE————————————————————————————————————————————————————————————————
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Enter the number of
days the injured orill
worker was:

Away On job
From transfer or
Work restriction

{ d ay 5} (days)

(K) (L)

12



lattention: This form contsins infarmation relating to employee
jpesith and must be used in & manner that protects the

' feonfidentiality of employees to the extent possible while the Year
OSHA's Form 300 (Rev. 01/2004) nformation is being used for cooupational safety and health
purposes.

Log of Work-Related Injuries and llinesses U.S. Department of Labor

Occupational Sefety and Health Administration

“You must record information about every work-relabed injury or illness that involves loss of consciousness, restricted work actvily or job tramsier, days away from work, or medical treatment beyond fest aid Y ou must also recoed

nt work-related injuries and linesses that are diagnosed by a physician or licensed health care professional. You must also record work-related injuries and iinesses that mest sny of the spesific recording criteria listed in 28 Form spproved OMB na. 1218-0176
CFR 1904 2 through 1904 12. Feel free o use bwo nes far a single case f you need to. You must complete an injury and illness incident report {OSHA Form 301] or equivalent farm for 2ach injury or finess reoorded on this form
Hf you're not suse whether a case is recordatle, cal your local OSHA offce for help

Identify the person Describe the case =
ify pe Classify the case
[Enter the number of
(A} (B) ©) (D} (E) F) HECK ONLY ONE box for each case based on the most  {ays the injured or Check the "injury” column or choose one type of|
Case No Employee's Name Job Title (e.g, | Date of [Where the event occurred {e.g Describe injury or illness, parts of body affected, ~ [F2rious outcome for that case: fvorker was illness
Welder) injury or [Loading dock north end) knd objectisubstance that directly injured or made
onset of person ill (e.g. Second degree burns on right
iliness rorearm from acetylene torch) —
oy ) n jol a
{moday) Death o p— Remained at work transig H
or
ob transfer or [Dther Away From pestrict 3
estriction ecord- able |wark (days)| (days, H
ases
T
(G) (H) {1 (8] (K} (8]
Page total: a a o o ] olo‘olola‘olol
P 2 B ®=E /7
Be sure to transfer these totals to the Summary page (Form 300A) before you post it. s E_E E§ é = =32
2 nE g 5 C
Public reporiing burden for this collection of information is estimated to average 14 minuies per response, including fime o review the. = é R :5 -
instruction, ssarch and gather the data needed, and complete and review the collection of informason, Fersors are not required to respond to
the collestion of information unless it displays a currently valid GME control number. I you have any comments sbout these estimates or any Page 1of1 (1) 2) (&) ) 5}

‘aspects of this data collection, contact LS Depariment of Labor, OSHA Office of Statis
Wiashingion, DC 20210, Do not sand the complsted forms o this office.

, Aizom N-354,

00 Constiution Ave, NW,
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Check the "

(M)

-
o
=)
:|._
O
/)
-
o
_"‘ﬂ

injury” column or choose one
type of illness:

Poisoning
All other illnesses:

Respiratory
Condition
Hearing Loss

—

14



{ttention: This form contains information relsting to employes
heslth and must be used in & manner that protects tha
fconfidentiality of employess fo the extent possible while the

OS HA‘S Form 300 [REV. 01 f2°04} [nformation is being used for occupafional safety and hesith

purposes.

Log of Work-Related Injuries and llinesses U.S. Department of Labor

Occupational Safety and Heslth Administration

Year

You must record information about every work-telated infary of limess thet involves loss of cansciousness, resiricted work ackiy orjob fransier, days away from waek, or medical reatment beyond fret aid. You must alsc recoed
significant work-related injuries and illnesses that are diagnosed by a physician o licensed health care professional. Yow must al=o record workc-relaizd injunies and ilneszes that mest any of the specific reconding criteri: d in 28
CFR 19045 through 1904.12. Feel free to use two fnes for 3 single case if you need fo. You must complete an injury and illness incident report {OSHA Form 301) or equivalent farm for each injury or iness recorded on this form.
If you're not sure whether a case is recondable, cal your local OSHA office for help.

Form spproved OMB nao. 1218-0178

Establishment name
City State
Identify the person Describe the case
iigE Classify the case
Enter the number of
A) 8) ic) ] E) (F) HECK ONLY ONE box for each case based on the most  |days the injured orill | Check the “injury” column or choose one type of
Case No. Employee's Name Job Title {e.g., | Dateof [Where the event occurred (e.9.  [Describe injury or illness, parts of body affected, ~ [Ferious outcome for that case: [worker was: iliness:
Welder) injury or |Loading dock north end) pnd object/substance that directly injured or made
onset of person ill (e.p. Second degree burns on right e
illness forearm from acetylene torch) (M) £ @
Days away On job - T ] H
i ‘work 3 £ @
(mo.day) Death from work Remained at transfer E j g g8
ob transfer or [Other Away From o > 2 > H 2=
. 3 = 8 = g
estriction ecord-able |y, ry (days)| (days) 7 _E 7 K 7s
ases x & :
-
©

5 2 8 gE = ]
Be sure to transfer these totals to the Summary page (Form 300A) before you post it. z - E'§ i o =3 s 8.
=l " £ ]
Public reporting Burden for this collection of information is estimated fo average 14 minutes per response, inchluding fime o review the £ “ g é = U" o E < % 5

instruction, search and gather the data needed, and complete and review the collection of isformation. Persons are mot requied to sespond fo.
the collection of information urless it displays & cumertly valid OMB control number. f yow have any comments sbout these estimates or ary
azpects of this data collection, contact US Department of Labor, 05HA Office of Statisfics, Rioom N-3544, 200 Constiution Ave, NW,
Washingtan, DC 20210. Do not send the completed forms fo this offics.
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=
=

Pagetotals | 0o | o | o | 0 | o | o
Be sure to transfer these totals to the Summary page (Form 300A) before you post it.

Respiratory
Condition
Poisoning |=

Hearing Loss

=
]
=
=
5]
@
=
=
=
w

All other illnesses

=

Page 10f1




OSHA's Form 300A (rev. 01/2004) Year
Summary of Work-Related Injuries and llinesses U.5. Department of Labor

Derupuamn Sutey

PP E——

P aparoves OME ne, T21£0TT0
All estatisnments coversd by Part 1004 must complste this Summary psge, sven i no Injurles or finssses oocurred curing the jesr Remember ta
raview the Log 1o verlly that foe eniries are complete and sccurate BEMOrE compiefing IS summary.

Using the Log, count the (ndhidual enfries you made for each calegory. Then write the fotais below, making SUre you've aded the eniris from every Fstablishment information
pape of the iDg. 1T you N1 10 C358S WS "D."
Empicyaes fomer employees, Snd MEY FSQrESSNIZIVES NAVS e AT 10 FEUTEN I OSHA FOMM S00 [0 IS ENCKely. They SIS0 ASVE IMNE SCCASS 1o o
Ime CSHA Farm 507 or 1S QUIAIENL. See 26 CFR T904.35, In OSHA'S RECOMKEEANg fufe, T3 Nrner QEfalls 07 IN SCGESS IGMISKnS for Mmese
forms. Bireet
- *
Industry deacription (s.g.. Manutacturs of motor fruck trallers)
Total number of deaths Total number of cases Total number of cases with job Total number of other
with days away from transfer or restriction recordable cases
work
Standard Industrial Classification (SIC), I known {s.g.. SIC 3715
0 o o o
() [H { (4] OR  Morin American Industrial Classification (HAIC 5], If known (s.g., 336212)
Number of Days Employment information
Total number of days away Total number of days of job
from work transfer or restriction
AnAUal average nUMDer of amployeas
] o Total hours worked by ail smployees last year
L) w
njury and liness Types
lsign here
Total number of... Knowingly falaifying this document may reautf In @ fins.
)
{1) Injury o {4} Poisoning o
{2} Skin Disorder B {5} Hearing Loss B
(2) Respiratory Condition I cortify that | have sxaminsd this document and that tn tha baat of my knowlsdgs ths antries ars trus, sccurate, and complsts
o (6} Al Other llinesses o
Company execuliva Titie
Post this Summary page from February 1 to April 30 of the year following the year covered by the form Fione Date
P regaring surden far his solecion of imicrmetion s esimated o 2verage 58 minuizs per - i el gaher the e nezdes, end compietz
salestan ofinfarmstan, Persons are notreg of nfomaticn uniez: & dispiay 4y o a2

valid Fyzu have any
thiz i colecton, conisct: U3 Deparinent of Lebor, OSHA Ofice of Siafics, Room N-3624, 200 Consliulion Ave, WY, Weshinglon, OC 20210, Do ot sznd the comlzies foma o fia cfice.

I EEE————————————————————————————————————————————————————————————
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LTINS

umber of Cases

Total number of deaths Total number of cases Total number of cases with jokb Total number of other
with days away from transfer or restriction recordable cases
work

i} o o o
[ H

NMumber of Days

Total number of days away Total number of days of job
from work transfer or restrictiocmn

i o

(K} L]

njury and liness Types

Total number of. __

(M)
(1) Injury o {4} Poisoning 0

(2] Skin Disorder o {5} Hearing Loss o

(3] Respiratory Condition

0 (&) Al Other llnesses 0

18



Industry description (e.g., Manufacture of motor truck trailers)

Standard Industrial Classification (SIC), if known (e.g., SIC 3715)

OR North American Industrial Classification (NAICS), if known (e.g., 336212)

Employment information

Annual average number of employees

Total hours worked by all employees
last year

Sign here

Knowingly falsifying this document may result in a fine.

| certify that | have examined this document and that to the best of my knowledge the entries are true,
accurate, and complete.

Company executive Title

Phone Date
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g% P » 00 :

* Inbox (14) X 0 Injury Tracking Application | Occ. X +

€ C O & oshagov/injuryreporting/

0 Google Contacts o Workday login e WorkDay Smart Gui... H Welcome to helpio.. (@) SedgwickviaOne () lowa Employee Self... E HRE Work" Comp Pr... LMS DAS ’g_‘j HRE Training Liaiso... 5, DAS Hub g HRE Contacts »
Occupational Safety and Health Administration CONTACTUS FAQ ATOZINDEX  ENGLISH ~ESPANOL -
OSHA v STANDARDS w ENFORCEMENT TOPICS v HELP AND RESOURCES v NEWS Q  SEARCH OSHA

Final Rule / Injury Tracking Application

Injury Tracking Application

0 documentation)

ANNOUNCEMENTS

Remember, not all establishments need to
submit their OSHA 300A Data. Review which
establishments do not need to provide their
data.

Manage your ITA account. Approximately 90% of

alir Haln Nack tickate iminhia channina rantact

Frequently Asked Questions

TA Reporting Requirements OSHA Recordkeeping Requirements
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QUESTIONS ??

Cindy Houlson, DAS-HRE Safety Coordinator
Cindy.houlson@iowa.gov

515-343-7394
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