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Summary of

Alf establishments covered by Pait 1904 must complele this Summaty page, even if no work-related injuries of iflnesses occurred during the year. Remeinber lo review the Log
to verify that the entries are complete and accurate before completing this summary.

Using the Log, count the individuat entries you made for each category. Then write the tofals below, making sure you've added the entries fom every page of the Log. #you
fiad no cases, wite 0"

Employess, former employees, and their reprasentatives have the right o review the OSHA Form 300 in its entirety. They afso have fimited aceess to the OSHA Form 301 or
its equivalent. See 29 CFR Part 1 904.35. in OSHA's secordkeeping rule, for further details on the access provisions for these forms.

Total namber of Total number of

Total number of Fotal number of
. deaths ‘ cases with days cases with job . - other recordable
S away from work transfer or reswriction ©  cases T
0 . 0 0 0
{6} - (H} (© ) 4

Total number of days away - " Total number of days of job
from work transfer or restriction
0 .0

© ©

‘Total numberof . ..

() o- o
(1} Injuries (4} Poisonings
. (5} Hearing loss 0
R . 0
{2) Skin disorders . (6) All other ilinesses 0

3} Respiratory conditions

Past this Sununary page from February 1 to April 30 of the year following the year covered by the foem.

Public reporting burden foc this oollection of infe is d 1o avorage 5§ mimutes por response, including time & review the instructions, seacch and gather thie data needed, and

" complele end wview the collection of {nf Pe ure nol cequited  the collection ol mfarmation unless it displays « curently valid OMB control nunber. 1f you have aay
camntents shout these estimates or any ather aspocts of this data collection, contact: US Brepartment of Lalbor, OSHA Office of Statistical Analysis, Roora N-3644, 200 Coustitution Avenue, NW,
Washington, DC 20210, Do not seud tie completed forms tr tsis office. .

S Year20* * B4
am'es and fiinesses L~ e

Estahblishunent information

Rob't J. Baggett, Inc.

Your biist t name
759 Holcombe Ave
Stect o
City Mobile State AL ZIp 3660e

Industry description (e:g., Marugacture of notor truck trailers)
General Construction

Stzndard Industrial Classification (SIC), if known (eg, 3715)
1 5 4 1

OR

MNorth Amecican lndustrial Classification (INAICS), if known {e.g-, 336212}
2 3 8 1 1 0 :

Emplayment inforaration {If you dow't fave these figures, see the
Vordeshuet orc ther back of this page fo estimate }

296
Anmual avetage number of emplovees

631,798.50
Totat houts worked by all crnployecs fast year

Sign here

Kirowingly falsifying this docament may cesult in 2 fine.




OSHA’s Form 300 (Rev. 01/2004)
Log
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You must record information abaut every work-relafed! deatft and about every work-related infuty of iiness that involves loss of consciousness,

days away fom work, of medical treatment beyond first aid. You must also record sigrificant work-related injuries and ilnesses that are diagnosed by a physiclan or ficensed health
care professiohal. You must also record work-refated injuries and Hinesses that meet any of the specific recording chitsria listed in 29 CFR Part 1904.8 through 1904.12. Feef free o

use two lires for a singfe case If you need to. You must complate an fnj
form. If you're not sure whether a case is recordable, call your focal OSHA office for hefp.

(BY (P

Employee’s name

(©)
Job title
le.g., Welder)

(2]
Date of injury
or onset:
of illness

®

Where the event occrrred
(e-g-, Loeding dack nerth end)

Work-Related Injuries and llinesses

restric

7y and filness incident Report ({OSHA Form 307) or equivatent form for sach Injury or iliness recerded on this

Describe injury or illness, parts of body affected,
and ohject/substance that directly injured
ar made person ill (¢.g., Second degree burns on

right favearm. from acetylene torok)

Attention: This form contains information refating fo
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

Year20 1 1 B
U.S. Department of Labor

occupational safety and heaith purposes.

Occupational Bafety god RHealth Admintstration

g

e ‘ Form spproved OME no. 12150176
fed work activily or fob transfer,
ROB'T J. BRAGGETT,, INC.
Estabishment name
cty MOBILE State

Enter the number of
days the injured oF
ilf worker was:

RS

on job
transfer ar
restriction

L
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fram
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{K}
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[

days days
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/
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/
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/
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/

days days

monih/doy

/

days days

monlhfday

/
month/day
f

month/day
/

monliviay
/

month/day

Public reporting burden for this collection of infisrtnation is estimated to average 14 minutes per reyponse, induding tine to review
the instructions, scarch and gather the data needed, and complete and review the collection of information. Persons are nat vequired
o vespond W the collection of information uniess it cisplays acurreatly wlid OME eontrol number, If you have any comments
whoue thege estintaies or g ofler uspects of this data collection, contwt: US Departuesur of Lubor, QSHA Ofce of Statistical
Attalysis, Room N-3644. 206 Constiwrion Avenue, NW, Washington. DG 20210, Do not send e compleicd forms to this oftice.
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Bs sure lo fransfar these totals to the Summary page (Famm 3004 before you post it.
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