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Everyone must report




Injury reporting requirements

Report the following to OSHA:

Within 8 hours Within 24 hours

Fatality Hospitalization

Amputation
Loss of an eye




e Nearest OSHA office
@ 1-800-321-OSHA

osha.gov
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Partially exempt industries

Starting on January 1, 2015, the following NAICS will be partially exempt from OSHA recordkeeping requirements:

Non-Mandatory Appendix A to Subpart B -- Partially Exempt Industries

Employers are not required to keep OSHA injury and illness records for any establishment classified in the following North American Industry Classification System (NAICS), unless they are
asked in writing to do so by OSHA, the Bureau of Labor Statistics (BLS), or a state agency operating under the authority of OSHA or the BLS. All employers, including those partially
exempted by reason of company size or industry classification, must report to OSHA any workplace incident that results in a fatality, in-patient hospitalization, amputation, or loss of an eye
(see §1904.39).

NAICS Code Industry Description NAICS Code Industry Description

4412 Other Motor Vehicle Dealers 5411 Legal Services

4431 Electronics and Appliance Stores 5412 Accounting, Tax Preparation, Bookkeeping, and Payroll Services
4461 Health and Personal Care Stores 5413 Architectural, Engineering, and Related Services

4471 Gasoline Stations 5414 Specialized Design Services

4481 Clothing Stores 5415 Computer Systems Design and Related Services

4482 Shoe Stores 5416 Management, Scientific, and Technical Consulting Services
4483 Jewelry, Luggage, and Leather Goods Stores 5417 Scientific Research and Development Services

4511 Sporting Goods, Hobby, and Musical Instrument Stores 5418 Advertising and Related Services

4512 Book, Periodical, and Music Stores 5511 Management of Companies and Enterprises

4531 Florists 5611 Office Administrative Services

4532 Office Supplies, Stationery, and Gift Stores 5614 Business Support Services




What to record

Employees on

Employees you

supervise

your payroll




What to record

Work-related injuries or illnesses resulting in...

v
v
v
v
v
v

Death

Loss of consciousness

Days away from work

Restricted work activity or job transfer
Medical treatment beyond first aid
Significant illness or injury




Work-related

...an event or exposure in
the workplace that caused
or
contributed to the condition
or
significantly aggravated a
preexisting condition




Medical treatment

Mediecal visits for
ebservation

Diagnostic
procedures




First aid

. Non-prescription medication

. Tetanus immunizations

. Wound coverings

. Cleaning, washing, soaking skin surface wounds
. Hot/cold therapy

. Non-rigid means of support

. Temporary immobilization devices

. Eye patches

. Removing foreign bodies from eye with irrigation or cotton swab

. Removing foreign bodies from other areas by irrigation, tweezers, cotton swabs
. Finger guards

. Massages

. Drinking fluids for heat stress




= @=E

Significant iliness or injury

Cancer

Chronic irreversible disease
Fractured or cracked bone
Punctured eardrum

Needlestick/cut from object contaminated with potentially infectious material
Employee removed under OSHA health standard requirements
Tuberculosis infection after exposure to a known case

Hearing loss

©® N AE DN~




Recordkeeping
example
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The forms: OSHA Form 301

OSHA’s Form 301

Injury and lliness Incident Report

This f}]}'rrr}' and Miness Incident h'r',')ru'! is one of the
first forms vou must fill out when a recordable work-
related injury or illness has occurred. Together with
the Log of Work-Related Injuries and Ilnesses and the
accompany il'lg Summary, these forms ]!t‘!FJ the
employer and O5SHA develop a picture of the extent
and severity of work-related incidents.

Within 7 calendar days afier you receive
information that a recordable work-related injury or
illness has occurred, vou must fll out this form or an
t‘cllli\':llt'lﬂ. Some state workers' (irl]llil'll.n.lli(i]],

insurance, or other reports may be acceptable

substitutes. To be considered an equivalent form,

any substitute must contain all the information
asked for on this form.
According to Public Law 91-596 and 29 CFR

1904, OSHA's recordkeeping rule, vou must keep

this form on file for 5 years |u||n|\il:lg the year to

which it pe

5.
IF you need additional copies of this form, you

nay ]}lmlut apy and use as many as vou need.

Completed by

Title

Phone | ) Daie

Attention: This form contains information relating to
employee health and must be used in a manner that
protects the confidentiality of employees to the extent
possible while the information is being used for
occupational safety and health purposes.

72

U.S. Department of Labor

Safety and Health Administration

Information about the employee
1) Full name
2) Street
City State ZIP

31 Daie of birth
4) Daie hired

&) D Male

O Female

Information about the physician or other health care
professional

Name of physician or other health care professional

If trestment was given away from the worksite, where was it given?
Facility
Siveet

City Staie e

Win emplayee treateel in an conergency roum?

O e
O M

Was employee hospitalized overnight as an in-patient?

O v
O x

10y
11
12)

13)

14)

15)

16}

17

16}

Form approved OME no. 12180176

Information about the case

Case number from the Log (Trnsfer the cae number from the Log after you record the case. )
Date of injury or illness
Time employee began work AM/ PM

Time of event AM/PM O] Check if time cannot be determined

What was the employee doing just before the incident occurred? Describe the activity, as well as the
toals, equip or ial the ployee was using. Be specific. Examples: “climbing a ladder while
carrying roofing materials™; “spraying chlorine from hand sprayer™; “daily computer key-entry.”

What happened? Tell us how the injury occurred. Examples: “When ladder slipped on wet floor, worker
fell 20 fieet™; “Worker was sprayed with chlorine when gasket broke during replacement”™; “Worker
developed soreness in wrist over time.”

What was the injury or iliness? Tell us the part of the body that was affected and how it was affected; be
mare specific than “hurt,” “pain,” or sore.” Examples: “strained back™; “chemical burn, hand™; “carpal
wnnel syndrome.”

What object or sub directly h d the b ? Exaniples: “concrete loor™; “chlorine”;
“radial arm saw.” If this guestion does not apply te the incident, leave it blank.
I the employee died, when did death occur? [

5 po

TenpuInn alimg v i

FevReWIE s

A st Hsls ewtimate o

sy other aspect

g the
JSHA OF

por. Persons ire ot Tequine

Asialysis, Rowien N-3004, 2N U




The forms: OSHA Form 300

Attention: This form contains information relating to

d . - employee health and must be used in a manner that ((
OSHA'’s Form 300 Ry 01/2004) protects the confidentiality of employees to the extent Year 20
possible while the information is being used for B

Log Of WOf k-B&'a ted 'nillr i es aﬂd "’nesses occupational safety and health purposes. us,,ﬁ.,mﬂm"m

otk i s s e i Form approved OMB no. 12180176
days away from work maa
cane professional. You must also 1 t any of the specific recording cr £ ame
use two ra single case if yo plete an Infury and ness incident Report (OSHA Form 3
City State

farm. If you're not sure

Identify the person Describe the case Classify the case _ _

CHECK ONLY ONE box for each case

our local OSHA office for halp.

() (B) (C) ©) (E) A based on the most serious outcome for Check the “Injury” column or

Case Employee's name Job title Date of injury  Where the event occurred  Describe injury or illness, parts of body affected, that case: J choose one type of illness:

o, ie.g., Welder) or onset (e.g-, Loading dock north end)  and object/substance that directly injured :
of illness or made person ill (o.g., Second degree burns on Remained at Work (M) 4 . I

vight forsarm from acetylene toveh) L Ay Om job 4 P F i
Days away Job transfer Other record- trom  transler or P o E E s}
Death  from work or resiriction  able cases. work  restriction v 3 35 5 E =g
IG) (H) n 8] (K) (L) (M =2 @ @ 15 (@

Q Q a O @4« _4 00 000D
Q Q Q Q @4 _e» 0 0O 0DODOOD

T _ Q Q | Q _4e» & 0 0 OO0 D
— LI ) Q Q — 4 & 00 00O0O0ODO
— __/ a a Q a _@» & 0 0 0D0O0ODO
— a o 4 Q —«r 4« 0 O0DO0O0OODOOD
— a 0 a Q 4 _+ 0000O0OD
= a a Q Q0 e & R OOO0 0
— Q a Q a —wr 4+ 00 000D
— Q a Q Q — 4 _4 00O0O0DODO
Q Q Q Q e 4 0 00O0DOD

— Q 0O a Q __4x & 0 0 0O0ODOD
o / QO O QO a0 _wn _w O0ODODOOD
: Page totals)» . . . . - e

Be sure o frans o Surmmay page (Farm 3004) bafore you post it i ’_ .I
2 ! g =
H 2 g 1

Pogs o (1) @ @& @ & (@




The forms: OSHA Form 300A

OSHA'’s Form 300A (Rev. 01/2004) hsaian ()
Summary of Work-Related Injuries and llinesses s, S Dopartment of Labor

Farm approved OMB no. 1218-01%

Establishment information

Vour name

OSHA Fovrm 301 or

Strect

Cliry _ Seate ZIp ~
Number of Cases

T of miator irsck

Total number of Total number of Total number of Total number of Industry description {e.g, M

deaths cases with days cases with job other recordable
away from work transfer or restriction cases Srandard Industrial Chissification (SIC), if known (eg, 3715)
(G) (H) U} o OR
MNorth American Induserial Classification (MAICS), if known (e.g, 336212)
Number of Days
Total number of days away Total number of days of job Employment information (i s the
from work transter or restriction Worlesheet om the back of
Annual average number of employees
(K) L Total hours warked by all employees Last year

Injury and lNiness Types Sign here

Total number of . . Knowingly falsifying this document may result in a fine.

(M)
(1) Injuries {4) ]'\"hUIIIII_L’.'\
I certify that | have examined this document and that to the best of my
5 :
(8) Hearing loss knonarled the entrics are true, accurate, and complete
(2) Skin disorders (8) All other illnesses

(3) Respiratory conditions

Post this Summary page from February 1 to April 30 of the year following the year coverad by the form.
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OSHA’s Form 301
Injury and lliness Incident Report

Information about the employee

Attention: This form contains information relating to
employee health and must be used in a manner that
protects the confidentiality of employees to the extent
possible while the information is being used for
occupational safety and health purposes.

U_.S. Department of Labor

Safety and Health Administration

This Injury and Iliness Incident Report is one of the i
o o son . b e JONN SMith
first forms you must fill out when a recordable work-

related injury or illness has occurred. Together with 2 Street 123 Main St.

the Log of Work-Related Injuries and Hlinesses and the

Information about the case

p
.1
¥
g
:
7
)
o
S
—

10)
11) Date of injury or illness _1__ 4_ 22_
12) Time employee began work __7_:_0_0____

Form approved OME no. 12180176

{Transfer the case number from the Log after you record the case.)

accompanying Summary, these forms help the Gity HometOWI’l Stame TX Z“,77777 13) Tome of event 200 m‘ D) Check if time cannot be determined

employer and OSHA develop a picture of the extent
and severity of work-related incidenis. 3) Date of birth 1 ' 1 77

14)

What was the employee doing just before the incident occurred? Describe the activity, as well as the

ples: “concrete floor™; “chlorine™;

Within 7 calendar days after you receive 4) Date hired _2_ .'__5_ I 8 tools, equipment, or material the employee was using. Be specific. Examples: “climbing a ladder while
information that a recordable work-related injury or 5 x Male carrying roofing materials™; “spraying chlorine from hand sprayer™; “daily computer key-entry.”
Jury a
illness has occurred, you must fill out this form or an 0 & H H H
4 Female
equivalent. Some state workers’ compensation, Walklng across the Shop ﬂoor Whlle Carrylng a
insurance, or other reporis may be acceptable tOOIbOX
substitutes. To be considered an equivalent form, 15) What happened? Tell us how the injury occurred. Examples: “When ladder slipped on wet floor, worker
any substitute must contain all the information Information about the physiclan or other health care fell 20 feet”; “Worker was sprayed with chlorine when gasket broke during replacement”; “Worker
asked for on this form. professlonal developed soreness in wrist over time.”
U : = 20 (F H
Accor (ill}g to Public I._aw 91-596 and 29 CFR 6) Name of physician or other health care professional The employee Sllpped on a puddle of grease on
1904, OSHA's recordkee ping rule, you must keep y
this form on file for 5 years following the year © Dr. Sharon Jones the shop floor and fell to the ground.
Whidl_il' pertains. o . o 7) If treatment was given away from the worksite, where was it given? 16) What was the injury or illness?Tell us the part of the body that was affected and how it was affected; be
If' you need additional copies of this form, you . more specific than “hurt,” “pain,” or sore.”” Examples: “strained back”; “chemical burn, hand”; “carpal
may photocopy and use as many as you need. Facility Hometown HOSD|ta| tunnel syndrome.”
s 100 Front St. Fractured left knee.
«, Hometown s TX o (7777
8 17) What object or subst. directly h. d the
. ) Was ployee reated in an T room? “radial arm saw.” If this question does not apply to the incident, leave it blank.
comieearn, ASHley Mikytuck R ves
omple
pleted by O n Concrete floor.
e Oafety Director 9 \as eomployee hospitalized overnight a an in-patient?
ploy F g P
% Yes
Phone '844 ) 967-5723 Date 1_ Q_ 22 Ne 18) If the employee died, when did death occur? Date of death [ [

Public reporting burden for this collection of nformation is estimated 1o average 22 minutes per response, induding time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of infor mation. Persons are not required to respond to the

collection of information unless it displays a curvent valid OME control number. If you have any comments about this estimate or any other aspects of this daa collection, including suggestions for redudng this burden, contact: US Department of Labor, OSHA O fice of Statistical Analysis, Room N-3644, 200 Constitution Avenue, NW,

Washington, DC 20210. Do not send the completed forms 1o this office.




OSHA'’s Form 300 gev 01/2004)
Log of Work-Related Injuries and llinesses

You must record information about every work-related dsa[h and ._.tou. e.e."f work-refated injury or iliness that involves joss of consciousness, re
days away from work, or medical treatment beyond fi ificant work-refated i 5 and i
care professional. You must also record work-refated injuries and ilinesses that meet any of the specific recording cn
use two lines for a single case if you need to. You ust complete an injury and liness Incident Report (OSHA Form 301)
form. If you're not sure whether a case is recordable, call your local OSHA office for help.

or equivalent form for each

Identify the person Describe the case

(A) (B) (C) (D) (E) (F)
Case  Employee's name Job title

tricted work
nesses that are diagnosed by a physician or licensed health
isted in 28 CFR Part 1904.8 through 1904.12. Feel free to

ury or ifiness recorded on this

Date of injury  Where the event occurred  Deseribe injury or illness, parts of body affected,

Attention: This form contains information relating to
employee health and must be used in a manner that
protects the confidentiality of employees to the extent
possible while the information is being used for
occupational safety and health purposes.

Year20 ((?)

U.S. Department of Labor

Safety and Health Administration

Form approved OMB no. 1218-0176

tivity or job transfer,

Estzhiishment

Classlfy the case
CHECK ONLY ONE box for each case

Enter the number of
days the injured or
ill worker was:

Check the “Injury” column or
choose one type of illness:

based on the most serious outcome for
that case:

no. (e.g., Welder) or onset (e.g., Loading dock north end)  and object/substance that directly injured
of illness or made person ill (¢.g., Second degree bums on Remained at Work . (M) - B
right forearm from acetylene torch) Days away Job transfor  Other record- J:r‘:::f tr::s]fz:’ or g 2 i =
Death  from work or restriction able cases work restriction g 2 g E ]
. i (G) (H) m () K) (L) (1 @ @ @ ©
001 John Smith Operatormgll.;o4 Shop Floor  Fractured left knee fromslip 1 ([ Q Q _as __ & O Qo000
- — .-‘I_ :l u u J _ days _ days OO O o o
— 4 4 J 4 e __& 0 0 0 0O
— e a4 Q u 4 _@s & 0 0 0 O O
— = 4 4 J 4 @ @& 00 000
— — a 4 d J @ _& 00 000D
— =t 4 0 o d @ __& O 0 0 OO
- _ -h.'jlj- | a a A _ ap _ ap OO 0O o o
— e 4 4 o d — & & O 0 0 OO
- - --h.-;. | | J | _ days iy OO O O O
— = a4 Q4 u d @& & [0 0O O OO

month/day

_ — ’ J u u J _ days s OO o o o
- :| u u J _ days _ days OO 0O 0o o

monthyday
Public reporting burden for this collection of information & estimated 1o average 14 minutes per response, induding time to review
the instructions, search and gather the data needed, and complete and review the collection of information. Persons are not required
1o respond 1o the collection of information unless it displays a currently valid OME control number. IF you have any comments

about these esti

Analysis, Room P

any other aspects of this
200 Constitution Avenu

collection, contact: US Department of Labor, OSHA Office of Start 1
N, Washington, DC 20210, Do not send the completed forms to this office

Be sure to transfer these tofals to the Summary page (Form 3004) befare you post i

Page totals)

Tnjury

M Skin disorder

Page of (1)




Attention: This

OSHA’s Form 300 gev. 012004 i
Log of Work-Related Injuries and llinesses

¥

Year 20

U.S. Department of Labor

Occupational Safety and Health Administration

Form approved OME no. 12 15-01 76

Classify the case

CHECK ONLY ONE box for sach case _ _
Descrmetnecase |l - e outeome for ase

E box for each case Enter the number of

(A) (B (C) (D) 'h:t caso: -t sarious outcome for days the injured or Check the “Injury” column or
Case Employee’s name Job title Date of injury  Where the = ill werker was: choose one type of illness:
no. (e.g., Welder) or onsel (e.g., Loadi . .
of illness Remained at Work (L R . E
mained at Work ———————— Away On job _ B 5 F
H' Job transfer  Other record- from trangfg_r or -y B H £
ot restriction able cases work restriction k] g £ Z=
(3) (4) (5 (3]

Other record (1)
001 John Smith Operator 01,04  Shop | peath 2:::::': mf:“ able cases

- s (G) () ()

(K) (L)

E:

|
(R NRy Ry oy Ny =
(W WRy Ry Ry Mgy -3
(W WR oy Nay Way
(W WNR Iy py Npy

LcocococdolooUoDoo
IR Ny Ny N Ny Iy N Ny I A B
o e Y [ e Y Y Y O Y e Y s [ i O 1T
OO0 00O 0oooo0d@og oo
OO0 O0OoOo0Oooo o O0OoOg Oois
O 0O o oo ooQooogoo o O
OO 0 Oo0do oo o dQg o
OO0 O OO0 Q0OoOoQg o oo O

Page totals)

Public reporting burden for this collection of infor mation i estimated to average 14 minutes per response, induding time to review 5

the instructions, search and gather the data needed, and complete and review the collection of information. Persons are not required 2 =

o respond o the collection of information unless it displays a currently valid OMB control number. I you have any comments Pt 2

about these estimates or any other aspects of this data collection, contact: US Department of Labor, D8 HA Office of Statistical N
Analysis, Room N-3644, 200 Constitution Avenue, N'W, Washington, DC 202 10. Do not send the completed forms o this office. Page of 1 2y (3 (4) (5 B)




OSHA'’s Form 300 (Rev. D1/2004)

Log of Work-Related Injuries and llinesses

Ti alb ch

Attention: This form contains information relating tc

Year 20

U.S. Department of Labor

Occupational Safety and Health Administration

Identlfy the person Describe the case
(A) (B) (C) (D) (E)

Case  Employee’s name Job title Date of injury  Where the event occurred  Dey
no. (e.g., Welder) or onset (e.g., Loading dock north end)  and
of illness or 1

001 John Smith Frg

Operator__(_)_j__._Q4 Shop Floor

Enter the numbear of

days the injured or

ill worker was:
I

Away On job
from transfer or
work restriction

(K) (L)
6 dys 64 days

dys _ dap

days
days
days

days
days
days

estimated 1o average

Pubilic reporting burden for this collection of information i 14 minutes per response, induding time to review

the insructions, search and gather the data needed, and complete and the collection of information. Fersons are not required

i to the collection of information unless it d sa curvently v

strol number. 17 you b any comments

ontact: US De tof Labor, OSHA ( ol Statistical

shington, I ). Do not send the completed forms 1o this office.

Page totals)»

Classlfy the case
CHECK ONLY ONE box for each case

based on the most serious outcome for

Remained at Work

Days away Job transfer Other record-
from work or restriction able cases

(H) m

X
a
a
d
a
d
| |
d
a
a
| |
d
a

()

[ Sy N Ny Ny ey A N Ny Iy B Wy
Iy Sy Ny iy iy By Iy By iy Iy gy Wy

Form approved OMB no. 1218-0176

Enter the number of
days the injured or
ill worker was:

Check the “Injury” column or
choose one type of illness:

(M) .

Away On job E w

from transfer or g =

work restriction E £

(K) (L) 1 @ @ @ (5 (6
—dy dzys oo oo0ao0oano
—_dy days Oo 0O 0000
_ day days o oooao o
_ day days o oooaoao
—dy days oo o oo o
_dap _ daps o oooaoao
ey daps oo o oo o
_dap _ daps o0 ooaogao
— dp s oo o oo o
_dap _ daps o0 ooaogao
_ days _ days o oo oo o
_ days ey O o ooo0od
_dap _ daps oooo0oao0oano




OSHA'’s Form 300 ev. 0172008
Log of Work-Related Injuries and llinesses

Identify the person Describe the case

(A)
Case

no.

(B)

Employee’s name

001 John Smith

ic reporting burden for this ¢

(C)

Job o

itle

d

al el

(D)
Date of injury
or onset

of illness

nes:

(E)
Where the event occury

(e.g., Loading dock north ¢

Operator__(__)_j_.__o4 Shop Floor

Check the “Injury” column or
choose one type of ilness:
—

M) :
85 F
8 2 3§

ng loss

Skndearder

sslify the case
{CK ONLY ONE box for each case

ad on the most serious outcome for
case:

Remained at Work

(H)

X

(1

Days away Job transfer Other record-
h  from work or restriction able cases

()

= Injury

7
X

(2)
O

(3)
O

4 (3

O

a

()

O O O
O 0o o o

O o0 o0 d
o 0 0 o0
O 0 O O

Alection of infor mation i
. search and gather the data needed

estimated 10 a

llection of information. F
ol number. IF you b

1A Office of Statistical

completed forms to this office.

Page totals)»

(I Iy N Ny By Oy

[ Sy N Ny Ny ey A N Ny Iy B Wy

N Ny I 0y S Iy Iy By

days the injured or
ill worker was:

Away On job

from transfer or

work restriction
K)

(L)
2y M days

_ days _ days
_ o days _ days
_ days _ days
ey days
_ days oy
ey day
_ days oy
_ dws _ day
_ days oy
_ days _ day
_ days oy
_ days oy
Page of

Year 20

U.S. Department of Labor

Occupational Safety and Health Administration

Form approved OMB no. 1215-0176

Enter the number of

Check the “Injury” column or
choose one type of illness:

(M)

| 1:} (2) I_EJ E:] I_g_i' (€]
oo oo0ao0oano
oo oaoao o
o0 ooagoa
oo oo0ao0oano
Oooooaoao
oo oo0ao0oano
Oooooaoao
oooo0oao0oano
Oooooaoao
oooo0oao0oano
o0 ooagao
Oooooaoao
oooo0oao0oano




OSHA'’s Form 300 gev 01/2004)
Log of Work-Related Injuries and llinesses

You must record information about every work-related dsa[h and ._.tou. e.e."f WOrk-/t
days away from work, or medical treatment beyond fi ficant work-refated i 5 and i
care professional. You must also record work-refated injuries and ilinesses that meet any of the specific recording cn
use two lines for a single case if you need to. You ust complete an injury and liness Incident Report (OSHA Form 301)
form. If you're not sure whether a case is recordable, call your local OSHA office for help.

elated injury or iliness that involves loss of consciousness, re

or equivalent form for each

Identify the person Describe the case

(A) (B) (C) (D) (E) (F)
Case  Employee's name Job title

tricted work
nesses that are diagnosed by a physician or licensed health
isted in 28 CFR Part 1904.8 through 1904.12. Feel free to

ury or ifiness recorded on this

Date of injury  Where the event occurred  Deseribe injury or illness, parts of body affected,

Attention: This form contains information relating to
employee health and must be used in a manner that
protects the confidentiality of employees to the extent
possible while the information is being used for
occupational safety and health purposes.

Year20 ((?)

U.S. Department of Labor

Safety and Health Administration

Form approved OMB no. 1218-0176

tivity or job transfer,

Estzhiishment

Classlfy the case
CHECK ONLY ONE box for each case

Enter the number of
days the injured or
ill worker was:

Check the “Injury” column or
choose one type of illness:

based on the most serious outcome for
that case:

no. (e.g., Welder) or onset (e.g., Loading dock north end)  and object/substance that directly injured
of illness or made person ill (¢ g, Second degree burns an Remained at Work . (M) . E
oht forearm from acetylene tarch) Away  On job = )
Fgi Jorearm Jrom acetyene (i) Days away Job transfer  Other record- from  transfer or g : E £
Death  from work or restriction able cases work  restriction g # E £ =<
. . (@) (H) U] ) (K) (L) 1 @ @ @ ®
001 John Smith Operator 01,04 Shop Floor  Fractured left knee fromslip 1 X Q Q w 64 X 0 0 0O O
maonth/day
. a A4 u Jd __ @& _& 0 00 00
month/day
S 4 Q4 o d __ & _ & 0 O O O O
S a4 Q u 4 @& __& 0 0 0 OO
monthiday
— 4 4 o 4 — & & O 0 0 OO
monthyasy
S | o d @ & 0 0 0 OO
monthiday
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Attention: This form contains information relating to

OSHA 'S FOfm 300 (Rev. 01/2004) employee health and must be used in a manner that

protects the confidentiality of employees to the extent

Log of Work-Related Injuries and llinesses D g el

Year20 ((?)

U.S. Department of Labor

Safety and Health Administration

You must record information about every work-related death and about every work-refated injury or iliness volves loss of consciousness, restricted work activity or job transfer,

aays away from r medical treatmen eyoro‘ fi d. You must also record sigrificant work-refated i s and ilinesses that are diagnosed by a physician or licensed health

care professional. You must also record w ies and ilinesses that mest any of the specific recon .g iz listed in 28 CFR Part 1904.8 through 1904.12. Feel free to
1se wo lines for a single case if you need to. must complete an Inj ry and finess Incident Report (OSHA Form 301) or equivalent form for each injury or iliness recorded on this
m. If you're not sure whether a case is recordable, call your local OSHA office for help. e —

Identify the person Describe the case Classlfy the case

manthyday

Form approved OMB no. 1218-0176

Check the “Injury” column or
choose one type of illness:
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B P
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= Allother
2 ineses

) i CHECK ONLY ONE box for each case Enter the number of
(A) (B) C) (D) (E) (F) based on the most serious outcome for days the injured or
Case  Employee’s name Job title Date of injury  Where the event occurred  Deseribe injury or illness, parts of body affected, that case: ill worker was:
no. (e.g., Welder) or onset (e.g., Loading dock north end)  and object/substance that directly injured
of illness or made person ill (¢ g, Second degree burns an Remained at Work .
right forearm from acetylene torch) Days away m ?r‘:::f tr::s]fz:’ or
Death  from work or restriction able cases work restriction
. i (H) m ) K) (L)
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OSHA'’s Form 300 gev 01/2004)
Log of Work-Related Injuries and llinesses

Attention: This form contains information relating to
employee health and must be used in a manner that
protects the confidentiality of employees to the extent
possible while the information is being used for
occupational safety and health purposes.

Year20

U.S. Department of Labor

Safety and Health Administration

You must record information about every work-related death and about every work-refated injury or iliness
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form. If you're not sure whether a case is recordable, call
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] ia listed in 28 CFR Part 1904.8 through 1904.12. Feel free to
plete an Injury and liness Incident Report (OSHA Form 301) or equivalent form for each injury or iliness recorded on this

Classlfy the case

CHECK ONLY ONE box for each case

Form approved OMB no. 1218-0176
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OSHA’s Form 300A rev. 01/2004)

Summary of Work-Related Injuries and llinesses

All esiablishments covered by Parf 1904 musl complete this Summa
toverify that the enties are complele and accurate before comp fs LITmany

Using the Log, count the individual entries you made for each category. Then wiile the tolals below, making sure you've added the entries from every page of the Log. fyou
had no cases, write "0."

Employees, former employees, and their representatives have the nght o review the OSHA Form 300 in its enlirely. They also have limited access lo the OSHA Fom 301 or
ils equivalent. See 29 CFR Pan 1904.35, in OSHA's recorakesping mile, for further delails on the access provisions for these forms.

Number of Cases

Total number of
other recordable

Total number of
cases with job

Total number of Total number of
deaths cases with days

away from work transfer or restriction cases
(@) (H) M Sl

Number of Days

Total number of days of job
transfer or restriction

Total number of days away
from work

30 64
(K) L

Injury and lliness Types

Total number of . . .

(1) Injuries 4 (4) Poisonings 0
(58) Hearing loss 0
(2) Skan disorders 0 (6) All ather illnesses 0

(3) Respiratory conditions 1

Post this Summary page from February 1 to April 30 of the year following the year covered by the form.

Public reporting burden fc'-r this collection of information is estimated to average 58 minutes per response, including time to review the mwlrucuc-n\ search and gather the data needed, and
omple v of information. Persons are not re qllfi d tn respond to the cc )llt ction t-ilr&-rmmc-r un]r\\; it disg 1 eatly valid (]'\r{[! control number. If you have any
1 aspects of this dat i -3644, 200 Constitution Avenue, NW,

Year20 é

U.S. Deparitment of Labor
Qccupational Safety and Health Administration

Form approved OMBE no. 1218-0176

age, even if no work-relaled injunes or ihesses occurred durning the year. Remember to review Ihe Log

Establishment Information

Your establishment name Tean Com pany
Street 100 Maln St
City Hometown

St:u:TX ALY 77777

Industry deseription (e.g., Manufadure of motor truck frailer)
Warehousing for household goods
Standard Industnial Classification (SIC), if known (eg., 3715)

OR
Morth American Industrial Classification (MAICS), if known (e.g, 336212)

493110

Employment Information (If you don’t have these figures, see the
Worksheet on the back of this page to estimate. )

Annual average n umber Uftmpl{) yees

Total hours worked by all employees last year

Slgn here

Knowingly falsifying this document may result in a fine.

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

Tompany executive e
( y
Phoome Dhate




Calculating average employees

Total # of paychecks issued
# of pay periods

Average employees =

Average employees =

Average employees = 44 .46

Average employees =




OSHA’s Form 300A rev. 01/2004)

Summary of Work-Related Injuries and llinesses

All esiablishments covered by Parf 1904 musl complete this Summa
toverify that the enties are complele and accurate before comp fs LITmany

Using the Log, count the individual entries you made for each category. Then wiile the tolals below, making sure you've added the entries from every page of the Log. fyou
had no cases, write "0."

Employees, former employees, and their representatives have the nght o review the OSHA Form 300 in its enlirely. They also have limited access lo the OSHA Fom 301 or
ils equivalent. See 29 CFR Pan 1904.35, in OSHA's recorakesping mile, for further delails on the access provisions for these forms.

Number of Cases

Total number of
other recordable

Total number of
cases with job

Total number of Total number of
deaths cases with days

away from work transfer or restriction cases
(@) (H) M Sl

Number of Days

Total number of days of job
transfer or restriction

Total number of days away
from work

30 64
(K) L

Injury and lliness Types

Total number of . . .

(1) Injuries 4 (4) Poisonings 0
(58) Hearing loss 0
(2) Skan disorders 0 (6) All ather illnesses 0

(3) Respiratory conditions 1

Post this Summary page from February 1 to April 30 of the year following the year covered by the form.

Public reporting burden fc'-r this collection of information is estimated to average 58 minutes per response, including time to review the mwlrucuc-n\ search and gather the data needed, and
omple v of information. Persons are not re qllfi d tn respond to the cc )llt ction t-ilr&-rmmc-r un]r\\; it disg 1 eatly valid (]'\r{[! control number. If you have any
1 aspects of this dat i -3644, 200 Constitution Avenue, NW,

Year20 é

U.S. Deparitment of Labor
Qccupational Safety and Health Administration

Form approved OMBE no. 1218-0176

age, even if no work-relaled injunes or ihesses occurred durning the year. Remember to review Ihe Log

Establishment Information

vour establishment name 1 €XaS Company

St 100 Main St.

City Hometown sue | X 2 77777

Industry deseription (e.g., Manufadure of motor truck frailer)
Warehousing for household goods
Standard Industnial Classification (SIC), if known (eg., 3715)

OR
Morth American Industrial Classification (MAICS), if known (e.g, 336212)

493110

Employment Information (If you don’t have these figures, see the
Worksheet on the back of this page to estimate. )

Annual average number of employees _ 45 _

Total hours worked by all employees last year _88,763 _

Slgn here

Knowingly falsifying this document may result in a fine.

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

Joane Deoe CEQ
“Srapany seeve Tz

1/23(2023

5122243986

home




Post form 300A for previous calendar year
_from February 1 — April 30

Display form 300A in a common area

Retain recordkeeping documents for five years

Allow employees, former employees, and their
representatives to view OSHA Form 300 upon request




Electronic reporting
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th:

Companies w
20-249 employees & on NAICS list



Establishments required to submit

Establishments in the following industries with 20 to 249 employees must
submit injury and illness summary (Form 300A) data to OSHA
electronically

NAICS  Industry

11 Agriculture, forestry, fishing and hunting
22 Utilities
23 Construction

31-33 Manufacturing

42 Wholesale trade

4413 Automotive parts, accessories, and tire stores
4421 Furniture stores

4422 Home furnishings stores

4441 Building material and supplies dealers

4442 Lawn and garden equipment and supplies stores

4451 Grocery stores

4452 Specialty food stores

4521 Department stores

4529 Other general merchandise stores

4533 Used merchandise stores




th:

Companies w
250+ employees & required to keep records



Manual entry

Electronic Upload CSV file
submissions

Electronic transmission




March 2 is the deadline for electronically
reporting your OSHA Form 300A data for
the previous calendar year.

Collection begins January 2.



Key takeaways

1. Finish your 2022 OSHA logs.

2. Post the Form 300A in your
workplace by February 1.

3. Electronically submit your injury
and illness data by March 2.




Helpful links

Severe event reporting
 OSHA area offices

* Online reporting form

Recordkeeping

« Recordkeeping standard requirements
« Partially exempt industries
» Guidelines for determining work-relatedness

Electronic reporting
e Establishments that must submit Form 300A data

* Injury reporting page

COVID-19
« OSHA FAQs



https://www.osha.gov/contactus/bystate/TX/areaoffice
https://www.osha.gov/pls/ser/serform.html
https://www.osha.gov/recordkeeping
https://www.osha.gov/recordkeeping/presentations/exempttable
https://www.osha.gov/laws-regs/regulations/standardnumber/1904/1904.5
https://www.osha.gov/recordkeeping/naics-codes-electronic-submission
https://www.osha.gov/injuryreporting/
https://www.osha.gov/coronavirus/faqs

Thank you!

844-WORKSAFE (96/7-5723)
safety@texasmutual.com
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