sy
OSHA S Form 300A (Rev 04/2004) Note: You can type input into this form and save . i Year 20
Because the forms in this recordkeeping package are fillable/writable

n i f field d — :
Summary of Work-Related Injuries and llinesses than save your nuts vy the ffoe Adobe POF Reader U.S. Departmant of Labor

Occupationsf Sefety and Hesith Administration

- Form approved OMB no 12180176

'2‘” establishments covered by Part 1904 must complete this Summary page, even if no work-related injuries or ilinesses occurred during the year.

emember to review the Log to verify that the entnies are complete and accurate before completing this summary.
Using the Log. count the individual entries you made for each category. Then wiite the totals below, making sure you've added the entries from
€very page of the Log. If you had no cases, write “0."
Empioyees, former employees, and their representatives have the nght to review the OSHA Form 300 in its entirety. They aisoc have limited access .
:2 the fOoSHA Form 301 or its equivalent. See 29 CFR Part 1904.35, in OSHA's recordkeeping rule, for further details on the access provisions for Your sstablishmant name A"eglam Home Health
ese forms

Establishment information

street 8930 W. Sunset Rd., Suite 340

- cuylLas Vegas sae NV zip 89148
Total number of Total number of Total number of cases Total number of
deaths cases with days with job transfer or other recordable Industry description (e g, Manufacture of motor truck trailers)
away from work restriction cases H Health A
ome Hea enc
0 0 0 0 gency
(G) ) 0 ) North American Industnal Classification (NAICS), 1f known (e.g., 336212)

[6[2[1]6]1]o]

- Employment information (If you don't have these figures, see the
Total number of davs Total number of days of Worksheet on the next page to estimate )

away from work Job transfer or restriction 3
- Annual average number of employees

Total hours worked by all employees last year 6.240.00

Sign here

Knowingly falsifying this document may result in a fine.

Total number of

(M) , accurate, and complete
(1) Injuries 0 (4) Poisonings 0 o
- Cumpany‘ executive Title
(2) Skin disorders 0 (5) Hearing loss 0
Phone 7 29-251-5928 bae 712124
(3) Respiratory conditions 0 (6) All other 1llnesses 0

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 informaton is estimaled (o average 58 minules per responsc, including time to review the instructions, scarch and gather the data needed, and
complete and review the collection of mformaten Persons arc not requred to respond to the collection of information unless it displays a currently valid OMB control number If you have any
comments about these esumates or any other aspects of this data collcclion. contact US Department of Labor. OSHA Office of Statistical Analysts, Room N-3644, 200 Constitution Avenue, NW,
Washington, DC 20210 Do not send the completed forms to this office




OSHA'’s Form 307 e ouzo0s

H Note: You can type input into this form and save it. Attention: This form contains information relating to _ ]
lnj ury a n d Illn ess gaz:agse the fc;nns in this gscordl;e?ﬁmg patc:(agerara'ﬁllagle/wnlable“ employee health and must be used in a manner that N2
acuments, you can fype‘into the: input form Tields:an cts the confidentiality of employees to the extent
l o :' then save your inputs using the free Adobe PDF Reader. In addition, gro?;btlz wﬁile the informgtion is gel)r’lg used for U.S. Department of ’L!a.l::,f
n C’ e n t e p 0 r t the forms are programmed to auto-calculate as appropriate occupational safety and health purposes. Occupational Safety snd Health Administr

Form approved OMB no 1218-0176

Information about the employee Information about the case
This Injury and Illness Incident Report 1s one of the i
first forms you must fill out when a recordable 1) Full name 16) Case number from the Log (Transfer the case rumber from the Log afier you record the case |
work-related injury or illness has occurred. Together 11) Date of inj illness
Y ate of injury or iline:
with the Log of Work-Related Injuries and Ilinesses J Momh Day  Yew
¥ 2 Street Month Day Year
and the accompanying Summary, these forms help 12} Time employee began work (L MM) OAM OPM
e - h A
the employer and OSHA develop a picture of the City State zip ] o "
extent and severity of work-related incidents. 13) Timeof eventiiMM) —— ©AM QOPM O Check if time cannot be determin
Within 7 calendar days after you receive 3. Dafe;ol bicth * Re fields 14 to 17: Please do not include any personally identifiable information (PIl) pertaining to
information that a recordable work-related injury or Month  Day Year worker(s) involved in the incident (e g., no names, phone numbers, or Social Secunty numbers).
1llness has occurred. you must fill out this form or an 4) Date hired 14)* What was the empioyee doing just before the incident occurred? Dﬁcgbc the activity, as well as the
, 5 s 2 tools, equipment, or material the employee was using Be specific Examples: “climbing a ladder wiile
equivalent. Some state workers compensation, Mok Dy Year carrying roofing matenials”, “spraying chlorine from hand sprayer”, “daily computer key-entry ”
msurance. or other reports may be acceptable 5) OMale O Female

substitutes. To be considered an equivalent form, any
substitute must contatn all the information asked for
T entiusas Pl v 81596 g0 EFR ) Namefphysican o she bt e profesionl IS S o Ty elafonmearodd Buoelos il ons ol i Gl
1904, OSHA's recordkeeping rule, you must keep sereness in wrist over ime ™
this form on file for 5 years following the year to
which 1t pertains

If you need additional copies of this form, you

may photocopy the printout or insert additional form Facility

) : . ) ) 16)~ What was the injury or iliness? Tell us the part of the body that was affected and how 1t was affected
e D 2 "
pages 1n the PDF, and then use as many as you need Examples: “stramed back”, “chemical bum, hand”, “carpal tunnel syndrome

Information about the physician or other health care
professional

7) If treatment was given away from the worksite, where was it given?

Street
City State il
17)* What object or substance directly harmed the employee? Examples “concrete floor”, “chlonne”,
§ 8) Was employee treated in an emergency room? “radial arm saw " If this question does not apply to the inciden, leave it blank

compleed by Allen Palant b s =

o Yes

O No
e CFO/COO

9) Was employee hospitalized overnight as an in-patient? 18) I the employee died, when did death occur?  Date of death
Phone 725'251 '5928 Date 07/02/24 o Yes Month Day Year
Month  Dav  Year -J O Mo
Add a Form Page Reset
Public reportung burden for tus collection of infonuation is estimated (0 average 22 munutes per response, including ne for reviewing instructions, scarching extstng data sources, gathening und maintanng the data needed, and completing and reviewing the collection of intormation. Persons are uol required (o respond o the colleation ol intormation unless it display s a

cunent vahd OMB control number 1y ou bave any commients about tis estimate or any other aspects of tus data collecton, including suggestions for reducing tis burden, contact US Department ob Lubor, OSHA Olice of Statisiead Analy sis, Room N-364, 200 Constitution Avenue, NW, Washington, DC 20210 Do not send the completed forms to this ollice




