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Al establishments covered by Part 1504 must complete this Summary page, even if no work-refated Injures or lingsses occurred during the year. Remernber to review the Log
to verify that the entries are complete and accurate before completing this summary. '

Using the Log, count the individual entries you made for each calegory. Then write the tolals below, making sure you've added the enttias from every page of the Log. if you
had no cases, wiite “0.” :

Employees, former employees, and their representatives have the right to review the OSHA Form 300 in its entirely. They also have limited access to 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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Post this Summary page from February 1 to April 30 of the year following the year covered by the form.

Public reporting burden for this collection of informalion is estimated to average 58 minules per respense, including time: to review the instruclions, search and gather the data needed, and
eomplete and review the collection of information, Persons are not required e respond to the collection of information unless it displays a currently valid OMB control number. 1 you have any
co ts about these estimates or any other aspects of this data collection, contact: US Department of Labor, OSHA Office of Statisticad Analysis, Room N-3644, 200 Constitittion Avenne, NW,
Washington, DC 20210. Do not send the completed forms to this office.
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Industry description (e.g., Menufacture of motor trusck tradlers)
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Standard Industrial Classification (SIC), if known (eg., 3715)
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OR

Nonh American Industrial Classification (MNAICS), if known {e.g., 336212)

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

Annual average number of employees 3 7 Z’
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You must record information about every work-refated death and about every work-related injury or iliness that involves loss of consciousness, restricted work aciivily or job transfer, ORI APPrOVE ne

days away from work, or medical treatment beyond first aid. You must also record significant work-related injuries and iilnesses that are diagnosed by a physician or licensed health E ﬂé ’1" -a— & 9&914 :DVC
care professional. You must also record work-refated injuries and illnesses that meet any of the specific recording criteria fisted in 29 CFR Part 1904.8 through 1904.12. Feel free lo Establishrment name : ‘ ¢ '
use fwo lines for a single case if you need to. You must complate an Injury and liness Incident Report (OSHA Form 301) or equivalent form for each injury or itiness recarded on this m B’b ‘Zf M Ay

form. If you're not sure whether a case is recordable, call your focal QSHA office for help. City / Y. sate

_idontily the person

w e © © ® o Rrter he st 2¢
Case  Employee’s name Job titte " Date of injury Where the event occurred  Describe injury or iflness, parts of body affected, il worker was:
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Public reporting burden For this collection of information is estinated to average 14 minutes per response, including time 1o review Be sure to fransfer these totals to the Summary page (Form 3004) before you post i, Z T g £ Z % £3
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