
Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to the best of 
my knowledge the entries are true, accurate, and complete. 

Title Company executive 

Phone    Date 

Annual average number of employees 

Employment information (If you don't have these figures, see the 
Worksheet on the next page to estimate.) 

North American Industrial Classification (NAICS), if known (e.g., 336212) 

Industry description (e.g., Manufacture of motor truck trailers) 

Zip 

Establishment information 

Your establishment name 

Street 

City State 

OSHA’s Form 300A (Rev. 04/2004)

Summary of Work-Related Injuries and Illnesses 
Year 20 

U.S. Department of Labor 
Occupational Safety and Health Administration 

All establishments covered by Part 1904 must complete this Summary page, even if no work-related injuries or illnesses occurred during the year. 
Remember 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 category. Then write the totals below, making sure you've added the 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 its entirety. 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. 

Form approved OMB no. 1218-0176 

Total number of 
deaths 

Total number of 
cases with days 
away from work 

Total number of cases 
with job transfer or 
restriction 

Total number of 
other recordable 
cases 

(G) (H) (I) (J) 

 
Total number of days 
away from work 

Total number of days of 
job transfer or restriction 

(K) (L) 

Total number of . . . 
(M) 

(1) Injuries

(2) Skin disorders

(3) Respiratory conditions

(4) Poisonings

(5) Hearing loss

(6) All other illnesses

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 information is estimated to average 58 minutes per response, including time to 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 Constitution Avenue, NW, 
Washington, DC 20210. Do not send the completed forms to this office. 

Number of Days 

Number of Cases 

Injury and Illness Types 

Note: You can type input into this form and save it. 
Because the forms in this recordkeeping package are “fillable/writable” 
PDF documents, you can type into the input form fields and 
then save your inputs using the free Adobe PDF Reader. 

https://www.dol.gov/cgi-bin/leave-dol.asp?exiturl=http://www.adobe.com/products/acrobat/readstep2.html&exitTitle=Acrobat_Reader_Software&fedpage=no

	Occupational Safety and Health Administration
	In this package, you’ll find everything you need to complete
	for the next several years. On the following pages, you’ll find:
	Incident Report — A copy of the OSHA 301 to provide details about the incident. You may make as many copies as you need or use an equivalent form.
	An Overview:
	Which work-related injuries and illnesses should you record?
	What are the additional criteria?
	What is medical treatment?
	What is first aid?
	How do you decide if the case involved restricted work?
	How do you count the number of days of restricted work activity or
	Under what circumstances should
	What if the outcome changes after you record the case?
	What is an incidence rate?
	How do you calculate an incidence rate?
	What can I compare my incidence rate to?
	X 200,000 =

	How to Fill Out the Log
	The Log of Work-Related Injuries and Illnesses is used to classify work-related injuries and illnesses and to note the extent and severity of each case. When an incident occurs, use the Log to record specific details about what happened and how it hap...
	Year 20
	Year 20

	Injury and Illness Incident Report
	first forms you must fill out when a recordable
	Within 7 calendar days after you receive information that a recordable work-related injury or illness has occurred, you must fill out this form or an equivalent. Some state workers’ compensation, insurance, or other reports may be acceptable substitut...

	If You Need Help...
	If you need help deciding whether a case is recordable, or if you have questions about the information in this package, feel free to contact us. We’ll gladly answer any questions you have.
	Region 2 - 212 / 337-2378
	Region 3 - 215 / 861-4900
	Region 4 - 678 / 237-0400
	Region 5 - 312 / 353-2220
	Region 6 - 972 / 850-4145
	Region 7 - 816 / 283-8745
	Region 8 - 720 / 264-6550
	Region 9 - 415 / 625-2547



	Summary of Injury/Illness Year: 25
	Summary of Injury/Illness Establishment Name: Woodward Avenue LLC
	Summary of Injury/Illness Street: 9920 West Cheyenne Avenue #120
	Summary of Injury/Illness City: Las Vegas 
	Summary of Injury/Illness State: NV
	Summary of Injury/Illness Zip: 89129
	Summary of Injury/Illness Industry description: Medical Facility
	Summary of Injury/Illness NAICS: 621493
	Summary of Injury/Illness Annual avg num of employees: 16
	Summary of Injury/Illness Total hours worked by all employees last year: 16990.56
	Summary of Injury/Illness Phone: 702-998-7179
	Total Deaths Summary: 0
	Days away from work Summary: 0
	Job transfer or restriction Summary: 0
	Other recordable cases Summary: 0
	Number of days injured or ill away from work Summary: 0
	On job transfer or restriction Summary: 0
	Injury Summary: 0
	Poisoning Summary: 0
	Skin Disorder Summary: 0
	Hearing Loss Summary: 0
	Respiratory Cond Summary: 0
	All other Summary: 0
	Reset Establishment Info: 
	Summary of Injury/Illness Date: 01/20/2026
	meta-year: 
	meta-name: 
	meta-city: 
	meta-state: 
	0a: 
	0b: 
	0c: 
	0d: 
	0e: 
	0f: 
	0g: 
	0h: 
	0j: 
	0k: 
	1a: 
	1b: 
	1c: 
	1d: 
	1e: 
	1f: 
	1g: 
	1h: 
	1j: 
	1k: 
	2a: 
	2b: 
	2c: 
	2d: 
	2e: 
	2f: 
	2g: 
	2h: 
	2j: 
	2k: 
	3a: 
	3b: 
	3c: 
	3d: 
	3e: 
	3f: 
	3g: 
	3h: 
	3j: 
	3k: 
	4a: 
	4b: 
	4c: 
	4d: 
	4e: 
	4f: 
	4g: 
	4h: 
	4j: 
	4k: 
	5a: 
	5b: 
	5c: 
	5d: 
	5e: 
	5f: 
	5g: 
	5h: 
	5j: 
	5k: 
	6a: 
	6b: 
	6c: 
	6d: 
	6e: 
	6f: 
	6g: 
	6h: 
	6j: 
	6k: 
	7a: 
	7b: 
	7c: 
	7d: 
	7e: 
	7f: 
	7g: 
	7h: 
	7j: 
	7k: 
	8a: 
	8b: 
	8c: 
	8d: 
	8e: 
	8f: 
	8g: 
	8h: 
	8j: 
	8k: 
	9a: 
	9b: 
	9c: 
	9d: 
	9e: 
	9f: 
	9g: 
	9h: 
	9j: 
	9k: 
	meta-total1: 0
	meta-total2: 0
	meta-total3: 0
	meta-total4: 0
	meta-total5: 0
	meta-total6: 0
	0i: Off
	0l: Off
	1i: Off
	1l: Off
	2i: Off
	3i: Off
	4i: Off
	5i: Off
	6i: Off
	7i: Off
	8i: Off
	9i: Off
	2l: Off
	3l: Off
	4l: Off
	5l: Off
	6l: Off
	7l: Off
	8l: Off
	9l: Off
	meta-total7: 0
	meta-total8: 0
	meta-total9: 0
	meta-total10: 0
	meta-total11: 0
	meta-total12: 0
	meta-button: 
	301t Completed by: 
	301t Title: 
	301t Phone: 
	301t Date: 
	301t Full name: 
	301t Address Street: 
	301t Address City: 
	301t Address State: 
	301t Address Zip: 
	301t DOB: 
	301t Date Hired: 
	301t Name of Doctor: 
	301t Facility Name: 
	301t Facility Address Street: 
	301t Facility Address City: 
	301t Facility Address State: 
	301t Facility Address Zip: 
	301t Case Number: 
	301t Date of Injury or Illness: 
	301t Time employee began work: 
	301t Time of event: 
	301t Activity Prior to Event: 
	301t What Happened: 
	301t Describe Injury or Illness: 
	301t What Harmed Employee: 
	301t Death Date: 
	301t Gender: Off
	301t ER: Off
	301t Hospitalized: Off
	301t Time Employee Began Work AMPM: Off
	301t Time of Event AMPM: Off
	301t Reset: 
	301t Add a Form Page: 


