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All establishments covered by Part 1904 must complete this Summary page, even if no work-related injures of inesses occurred during the year Remember to review the Log
fo venly that the entnes are complete and accurate before completing this summary

Using the Log, count the individual entnes you made for each category. Then wite the folals below, making sure you've added the entres from every page of the Log. If you
had no cases, wnle "0 °

Empioyees, former empioyees, and theit representatives have the rght to review the OSHA Form 300 in its entirety. They also have mited access (o the OSHA Form 301 or
its equivalent See 29 CFR Part 1904 35, in OSHA's recordkeeping rule. for further details on the access provisions for these forms
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its equivalent See 29 CFR Part 1904 35, in OSHA's recordkeeping rule. for further details on the access provisions for these forms

Number of Cases

Total number of Total number of Total number of Total number of
dcaths cascs with days cascs with job other recordable
away from work transfer or restriction cascs
(G) (H) n 8

Number of Days

Total number of days away Total number of days of job
from work transfer or restriction
(K) L

Injury and lliness Types

Total number of
M)
(1) Injurics {4) Poisonings \O
(5) Hearmg loss

(2) Skin disorders b (8) All other illncsses
_O

(3) Respiratory conditions

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

Public reporting burden Lov this col n ol mtormaton s estmated o average 50 mar s per response, tpel
camplete and review the cal
comments ah

Ing fime 1o review the instruchions, search and gather the data needed, and
avs a currently vahd OMB control
I Analvers, Rnom N-36-44. 200 Congo

er 1 vou have any
oo Avenue, NW,

Form approved OMB no 12180176

Establishment information

Your b name }ugﬁ. mJQ.aDgg;*‘a— !h\l\.gu&-
Street ﬂm Q_.-‘ mvam-“ U 3 (p
Cary 423@.@: ille s z1P bJan ?

Induostry deseription (e g, Mannifactiere of iotor trisck tratlers)

Standard Industnal Classification (SIC). f known (e g 3715}

OR
North Amencan Industnial Classificavion (NAICS), of known (e g, 336212)

Employment information (if you don't have thesc figures, e the
Warksheet on thie Back ...H:..E. page to estijnafe. |

Annual average number of employees J
Total hours warked by all eimplayees last year N P\_ MR O
Sign here

Knowingly falsifying this document may result in a fine.

T cerufy that T have examined this document and that to the best of my
knowle

the entries are true, accuratg, and complete
.

pm_m,.% ena,
/12&/70

Toale

SYMPATY eXEE e

914 570 2862 exl 201

Fhone




protects the confidentiality of employees 1o the extent

FQQ O‘ E°‘wlam‘mﬁmq N=-‘|=‘hnmm m=g -‘=mmm°m possible while the information is being used for U:S. Department of Labor

occupational salety and heallh purposes. Occupational Satety and Health Administration

Attention: This form contains information relating to
! employee health and must be used in a manner that «V
OSHA’s Form 300 gev 012000 Year 204 o

b M B e e Ao £, 9 3 oo e e S Sy o S i

o ) : - i e o Form approved OME no [218-0176
You must record information about every work-refated death and about every work-related injury or liness thal involves loss of consciousness, restricted work actwity or job transfer mRpove o
vays away fram work. or medical treatment beyond first aid You must also record sigrificant work-reiated injunes and ilnesses that are diagnosed by a physician or hicensed health m % . Q\lﬁ_ \ \Q
care professional You must also record work-related injunes and dinesses that meet any of the specific recording criteria isted in 29 CFR Part 1904 8 through 1904 12. Feel free to Establishment name CDD~ mDC: nnm

use two fines lor a single case ff you need to You must complete an Injuty and iliness Incident Report (OSHA Form 301) or equivalent form for each injury or iness recorded on this

Ze
form il you're not sure whether a case is recordable, call your local OSHA office for help. Ccry E mm..|1 swe _AJCL

Identify the person Describe the case Classify the case

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 Check the “Injury™ column or
Case  Employee’s name Job tile Date of injury  Where the event occurred  Describe injury or illness, parts of body affected, et il worker was: . choose one n%]. .Om.._:__.-.n-m
no. {rp., Welder) or onset le g . Loadimg dock north end)  and object/substance that directly injured s S e S A?d S ) S
of illness or made person ill (e.z, Serond degree bwmy on Remained at Work 3 e, 3
- Away On job 2 28 ¥ F 3
vight forearm from acervlene tareh) T e — Trom transfer or & w £e m § s
Death  from work or restriction able cases work  restriction F§ £ &< & 2 2S£
(G) (H) 0] ()] (K) L 1 (2 @& @ & (6
. / a Q Q Q —%» _&» 00 0 00O
manthday
— : a a Q _ @ _wx 0 0 0 OO0 O
monih/day
— / Q Q Q a — 4 _ e 000000
manihiday
/ a Q Q a _ew _& 0 0 0O 00 O
month/day
/ a Qa (| Q _es _ 4w [0 0O 000 O
monthiday
/ Qa Q Q a e daw OO0 000 o
monih/day
/ Qa a Qa a _ oy daw OO o oo Qg
monthiday
/ Q Q a 3 v OO0 00O O
s manth/day
— ; Q Q Q@ O _&_« p0ooO0oooao
monthiday
/ _ days _ daws 0o a O O 0O d
— e oo L Q0
/ —dw day: o0 o0 oaoao
monthiday D D D D
/ _ days _ days D m D D D D
month/day D D D U
/ D D D ﬂ_ v day O 0 0O g o g
monthday
> O O O O o O 000002
v £ e o % B
ng hurden lar this eollecnion of miormation is estimated to average 14 nunuies per response, including fme to review Be sure io transfer these tofals tn the Summary page (Fotm 300A) before you post it m.., = M & H .W £ m
s, search and gat : 8 i i% % £ =a
10 respond g g% & 3
about the _ ) i -
Analvsis. Room N-36-04, 200 Consttution Avenue, NW. Washington, DC 20210, Do not send the cnmpleted forms to this oflice. Page | of (1) (@ (3 () (5 (6)



OSHA’s Form 300A {Rev. 01/2004)

m::::m—._\ Om s\o.‘r.mm_mnma -E::mm m:a ::..mmmmm - U.S. Department of Labor

Year 20 0T @

an._i-:e:.-q Safety and Health h&!_—s..uein-oa

e

T.:: ._.—:::i Oz_u no 12180176
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