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Incident Report

Note: You can lype Input inte this form and save I,
Because the farma'in this recordkeeping package are “filableAvritabie”
PDF doctments, you can type info the input form fields and

then save your inputs using the free Adobe PUF Header. In additien,
the forms are programmed to auto-calsulate as appropriate.

Attention: This form contains information relating to
employee health and must be used In a manner thet
protects the confidentiality of employees to the extont
1possible while the information is being used for
occupalional safety and health purposes.
NS AL TR e
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U.8. Department of Labor
Ozcupationaf Sxfely and Health Adminiatration

This Injury and Hliness Incident Report is one of the
first forms you must fill out when a recordable
work-related injury or illness has occurred, Together
with the Log of Work-Related Injuries and Inesses
and the accompanying Summmary, these forms help
the employer and OSHA develop a picture of the
extent and severity of work-related incidents.

‘Within 7 calendar days after you receive
information that a recordable work-related injury or
ifiness has occurred, you must fill out this form or an
equivalent. Some state workers” compensation,
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 farm,

According o Public Law 91-596 and 29 CFR
1904, OSHA’s recordkeeping rule, you must keep
this form on file for 5 years following the year to
which it pertains.

If you need additional copies of this form, you
may photocopy the printout or insert additional form
pages in the PDF, and then use as many as you need,

tnformation about the employee

1 Futsame William Smith

nswet DHB Local Street

cy Anytown sae WA or (98229
3) Dateofbich 3 14 1968
Momh Dsy  Yeu
4y Date iced g 1 2005
.uﬂlm_ Day Year

5) @Male ) Femnle

Informadtion aboul the physician or other health care

professional

8) Nam¢ of physiclzn or other health care professionat
Dr. John Jones

D If trextraent was glves sway from the worksite, where was It givea?

reny Family Medical Associates

sweet 333 Business Street

compleea by Mike Brown

e Warehouse Supervisor

cry Anytown state WA zpp M@M,.mlmim@.
4 8) Wasemployee treated in an entergency room?

O Yes

® No

- Ienene 555 . 555 . 5556

N Moath

Bate

Day

2 25 2(5

Year

9] Was emplayee hospitallzed overnight as an In-patlent?
0 Yes
® N

Public reporting burden for ths eoltect

3 dod it et Aweeage 22 minties per respanse, includlng thoe for roviewing Invructisns, seaching cxisting data sourcer, guthering.
eurrenvvalid OMB contral ussber, I you have any contmerts sbow this eximats of any athec aspocts of this daa eollestion, induding suggestiont for rrdremg his burden, canusct: US Deputment

page 1ot 1

the dany peedad, and

1
i

! Foma appecvid OMB no. 1218-0176
information about the case

18) Case nupsbee from the Log 2
2 24 2015
Month, .ﬂ
12) Time craployes beganwork 7

13} Time of event

(Transfer the cose sumber frout the Log after you record the tare)

11) Date of injery or illness

Year
@aM OrM

OAM QPM @ Check iftime cannot be determined

*Re flolds 14 to 17: Please do not include any parsenaty Idendfiable information (PII} pertaining lo
workes(s} involved in the Incident {e.g., no names, phone numbers, or Soclal Security numbars),

14yt What was the employec doing fust hefors the Incidant ecourrod? Describe the activity, as'welt as the
tools, equipient, or materiak {he empleyee was wsiog, Be specifle. Examples: “climbing a ladder whils
carrying roofing materfals®; “spraying chlarine from lkiand sprayer™; “daily computer key-entry.”

Unloading a defivery of supplies that had arrived overnight, The
materials were needed for a project with a tight deadline and needed {o
be offloaded quickly.

5y* What Happenad? Tel as how the Injury occurred. Examples: “When ladder slipped on wet Noar, worker Tell

28 féet™; “Warker was sprayed with thlorine when gasket broke dnring replacement™ “Worker developed
sorcsess fn wrist over time”

1Employee was in a hurry 1o unioad the ek since production told him
they needed the supplies right away. He did not follow propar lifting
. procedures.

-

16)* What was tire injury or iliness? Tell us the part of the za&;__n»?nqg_& and baw [t was affected.
Exampley; “stralned buek™; “chemlcal burn, hand™; “carpal funne] syndrome.”

mployea’s back became sora at home that Aight. The next MOINING Re went 1o Nis
doctor, who sald his back was stralned and he needed 1o take a few days off to recover,

17)* ¥What object or substance directly harmad ifie smployoo? Exampies: “concrate four'; “chlorine®;
“radial arm saw.” Jf this question does not apply o the Inclden, leave ir bank.

18) #f the employee died, when did death ccour?  Date of death
Montk

P

it Jort, Perscns dre. fired tothe collection of faf ualess R displays a

of Labor,

GSHA, Offlce of Statietical Anslysts, Reor H-3643, 200 Constinui

Avanie, N, G 20210. Dx P Iezd fooma ta i office.




OSHA’s Form 300 (Rev. 01/2004)

Log of Work-Related
Injuries and llinesses

You mitist record information about every work-related dealh and aboul every work-related infury or ifiness thal involves loss of consciousness, restricled work activily or job
Iransfer, days away from work, or medical lreatment beyond first aid. You mus! also record significant work-related injuries and ilinesses that are diagnosed by a physician or
licensed health care professional. You must alse racord work-related injuries and ilinesses that meet any of the specific recording criteria listed in 28 CFR Part 1904.8
through 1504.12, Feel free fo use lwo lines for a single case if you need lo. You must complete an Injury and liness Incident Report (OSHA Form 301} or equivalen! form for
each injury or liness racordad on this form. If you're nol sure whether a case is recordable, call your lacal QSHA office Tor help.

Attention: This form contains information relating to
employee health and must be used in 2 manner that ‘M 5
protects the confidentiality of employees ta the extent /\mmﬁ 20 =

possible while the informalion is being used for U.S. Depatiment of Labor
occupational safety and health purposes. Occupational Salety and Haalth Administration

Note: You can type inpul into this form and save if.
Because the forms in this recordkeeping package are “fillablefwritable”
PDF documents, you can lype into the input form fields and

then save yaur inputs using the free Adobe POF Reader. In addition,
the forms are programmed to auto-calculate as appropriate.

Eoum appmoved OM 1215-6110

C8U Widget Factory
AL

Establishinent nane

Stale

ey Orange Beach

L Identify the person

Enter the rumber of

A (R) < {F} days the injured or Selsct the “Injury” column or
Case Employes’s nante Tob title Datcafinjury  Where the event occurred  Deseribe injury or ilness, pares of bady ill worker was: cheose one type of ilfiness:
no. fe.or. Welder) or onset of fe.g., Loading dock rorth end} M..?nz_un_,u:n n_H.._.mne.m_.__rﬁu:nm 5.'”" pccpeenn ;
illne irectly injured or made person il {e.., . M .
".n...m—ﬁ.umm\._:t Second degree burns on right forearm from Remalned at Work on lob ! m E. = z e
acetylenc torch) Days away Jub trzansfer Other record- ﬂﬂ.”._w. :m_._:m Mwo_. B Z mm m m .mw
Daath from work or restriclion  abis cases wark restriction Mu wamn ..mm k) Hm i=F
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[Reset|1  Jane Doe Widget Welder 1 ;18 Welding Area Burned Retinas - both eyes . 2 :
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Reset illi 2 ;24
[Resat] 2 William Smith Worker 2z Storeroom Lumbar Strain ' e ' 4 e o OCOCOCC
1 Production . e
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Reset s
rel CC C O e CCCCCC
[Reset] - CCC O e e CCCCCCC
g 30:5\53. ﬂs& %«.@ WBJ Wﬁ: o gy Wﬁl ws?. “-3 W.l mﬁ« «J
[Rest]__ e CCLC O e e CCCCCO
[Resat] OO e e COCCCC
[Rese] cocococ e CCCCCC
Page totals P O 3 Q 0 8 14 2 0 1 0 0 O
g
e reporing budsn fo including tane 1o review the mm,. .m mm W; .m .Mm m
'O e N0t fequ = £ EE £ m ==L
rrspord 1o he collection of ufom, - 3 Mt 3 ¥ £
ales er aspasis ofth -Save Input Add a Form Page # =
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H
O,WI\’ S T.OWS WOQ\’ {Rev. 01/2004) Note: You can type input into this form and save it. Year 20
Because the forms in this recordkeeping package are “fillablefwritable” ar
PDF documents, you can iype into the input form fields and

m:aamﬁb\ Oﬂ §°ﬁ‘mlmmsmﬂmq \3\.?44.@% NEQ \N\-Jmmmmm then save your inputs using the free Adobe PDF Reader.

U.8. Department of Labor
Ceeupationsi Safoly and Hoalth Administration

Foru oved OMB ne. 12180170

Al establishments covered by Part 1904 must complele this Summary page, even if no woerk-refated injuries or fiinesses cccurred during the year.
Remsmber o review the Log to verify that the eniries are complele and accurate before complating this summary.

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

Employees, former employees, and their representatives have the right to review the OSHA Form 300 in ifs entirety. They aiso have limited access
to the OSHA Form 301 or ifs equivalent. See 28 CFR Part 1904.38, In OSHA's recordkeeping rule, for furiher delails on the aceess provisions far
these forms.,

Establishment information
Your catabfistment name OO éuﬂmmﬂ Factory

sree. 21982 University Lane
City Orange Beach AL 2, 36561

State ip
Isdustey description (e.g., Manufuactire of motor truck traifers)

Widget Manufacturing

Total number of Total number of Total number of cases Total number of

deaths cases with days with job transfer or other recordable
awey from work peslyiclion CUSCS Standard Industeial Classifieation (B1C), if knewn (e.g., 3715}
¢ 3 0 0
&} (H) U} 0y OR.

Norliv American lndustrial Classificalion (NAICS), if known (e.g., 336212)
326199

Total aumber of days Total number of days of job
away from work transler or restriction

8 14

) . (L)

Employment information (if you don't have these figures, sec the
Worksheet on the next puge (o estimate.}

.
Annual average number of employees N.w.

Torat hours worked by all employees last year mmmw.wm

Sign here

Knowingly falsifying this doecument may result in a fine.

Total number of . ..
(M}

- L sert ined thi ent and that to the best of
(1) Injuries 2 {4) Poisonings o] | certify that | have n_xm.:_m:rn_ this docume o
my knowledge the eniries are true, accurate, and complete.
(2) Skin disorders 0 {5) Hearing loss 0
. ie Compuny exeeutive Title
(31 Respiratory conditions 1 {6) All other illnesses Y
Phone - - Date / 7
Post this Summary page from February 1 to April 30 of the year following the year covered by the form. o .MN<.@ _=_n.:.n :
Public veporling burden for this collection of forinttion 15 estinated to sverape 30 nunutes per response. including time ia review the instructions, search and gather the da needed, and e L -

complete and review the collection of informatinn. Persons are tot required to respond to the cotlection of inform.
nts about these estimates or any other aspects of this data caflection, contact: U8 Depa
Washinglon, [ 20210, Do nol send the completed forms Lo this ofiice.




