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All establishments covered by Part 1904 must complete this Summary page, even if no work-refated injuries or illnesses occurred during the year.
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Public reporting burden for this collection of information is estimated to average 58 minutes per response, including time 1o review the instructions, search and gather the data needed, and
complete and review the collection of information. Persons are not required to respond to the collection of information unless it displays a currently valid OMB control number. If you have any
comments about these estimates or any other aspects of this data collection, contact; US Department of Labor, OSHA Office of Statistical Analysis, Room N-3644, 200 Constilution Avenue, NW,
Washington, DC 20210. Do not send the completed forms to this office.
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