STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Divison of Safety and Health

Public Employee Safety and Health

State Office Campus
Building 12, Room 158
Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

NYE Dbl [ BMir

STREETlADDRESS@, 8 4{0 Atﬁ—l—’_h’le p(\/&
@2¢32 Geawp Covcoukss

If you don't have accurate figures, see the
instructions on the back of this sheet.

CITY, STATE, ZIP CODE @ f04’5 2 :

Beonye, 1M B 10459

INDUSTRY DESCRIPTION (e.g.,village fire departme:nl)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

AVERAGE NUMBER OF EMPLOYEES

9

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

M 7250

.9]@5’5‘\@(" 0CCpIED ade =72 Lo oz - ip];ﬂo%*

Enter the column totals from the Log of Occupational injuries and Ilinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS (O
(Col. G) JOB TRANSFER OR @
DAYS AWAY RESTRICTION ;
FROM WORK T Col KV
. - . M- -(COl. H] ) P — {COL K)
JOB TRANSFER
OR RESTRICTION AWAY FROM
(Col. Iy WORK O
OTHER RECORD- @ : - (Coal. L)
ABLE CASES <R
(Col. J.)

INJURIES
(CoL1)
SKIN DISORDERS é)
(Col._2)
_ RESPIRATORY CONDITIONS _6 -
{Col.3)
POISONINGS
(Col. 4)
ALL OTHER ILLNESSES
(Col. 5)

6. CERTIFICATION

SIGNATURE

PRINT NAME

TITLE @372 ﬂg’m % (ﬂ)ﬁ%"\’

DATE ﬁ%/(? %
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STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

NYC- Do | BmiR#

If you don't have accurate figures, see the
instructions on the back of this sheet.

STREET ADDRESS

[127 /]rmsreﬁvm e _ 10[

AV Y 1003

INDUSTRY DESCRIPTION (e.g. village fire department)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

AVERAGE NUMBER OF EMPLOYEES

4

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

5, 250

Enter the column totals from the Log of Occupational Injuries and lilnesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter “0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS O
(Col. G) JOB TRANSFER OR /D
DAYS AWAY fO RESTRICTION
FROM WORK >~ (Col.K)
— — {ColHy—] - N .. -
JOB TRANSFER /O
OR RESTRICTION AWAY FROM O
(Cal. 1) WORK
OTHER RECORD- Col. L
ABLE CASES _0_ ( :
(Col. J.) _

INJURIES /6)

(Col.1)
SKIN DISORDERS

(Col. 2)
RESPIRATORY CONDITIONS /

(Col._3)
POISONINGS

(Col. 4)
ALL OTHER ILLNESSES

{Col. 5)

6. CERTIFICATION

SIGNATURE

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

TITLE ﬁvfé’/ WM

e |0 ¢

PRINT NAME 4},4/(40@/]_) é’fEPHW% aKX
Pt ! ry
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STATE OF NEW YORK
DEPARTMENT OF LABOR

FORM SH-900.1

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

VWMQMCMCQW,@

STREET ADDRESS

e 100

1200 Dullsn Ove. (ST 20

CITY, STATE, ZIP CODE

T Bruome. NY

)

[0dsk

INDUSTRY DESCR!PﬁOIQ (e.g..village fire department)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

43

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

¥3,000

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES

4. NUMBER OF DAYS

5. INJURIES AND ILLNESS TYPES

DEATHS

DAYS AWAY
FROM WORK

JOB TRANSFER
OR RESTRICTION

OTHER RECORD-
ABLE CASES

O

070
I~z N2

Q)

(Col. J.)

JOB TRANSFER OR

&

RESTRICTION

(Col. K)
AWAY FROM
WORK

(Col. L)

O

INJURIES

(C
SKIN DISORDERS

(CoL.2)
RESPIRATORY CONDITIONS

(@J
POISONINGS

ol

(Col. 5)

ALL OTHER ILLNESSES

6. CERTIFICATION

DATE

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

SIGNATURE LQQQMM TITLE Pﬁi@/ @*%UC,Q, W;
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N

2

SH-900.1 (2-03)




FEB-G6-2004 ©9:15 DEPT OF HEALTH

STATE OF NEW YORK
DEPARTMENT OF LABOR

P.B2/83

Diviaon of Safety and Health
Publle Employge Safety and Haalth

State Offico Campus
Building 12. Room 138
Abany, NY 12240
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INJURIES AND ILLNESSES

FORM SH-900.1
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4
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STATE OF NEW YORK
DEPARTMENT OF LABOR

FORM SH-900.1

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

NYED by [ BMieH

If you don't have accurate figures, see the
instructions on the back of this sheet.

STREETADDRESS) | © 4 ( A'\ETHME Pove
@2¢3) GrD COucouksF

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

10457

@@MC, M % 1045 P

9

INDUSTRY DESCRIPTION (e.g.,village fire depar‘tme‘nl}

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

M 750

_'*45'33‘\&(’ OCCnpIED 6Ae 2 Lo W03~ L]30]o >

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES

4. NUMBER OF DAYS

5. INJURIES AND ILLNESS TYPES

DEATHS

DAYS AWAY
FROM WORK

JOB TRANSFER
OR RESTRICTION

OTHER RECORD-
ABLE CASES

(0
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(Col. H)

(06)

(Col. J.)

JOB TRANSFER OR @
RESTRICTION
(Col. K)
AWAY FROM
WORK O
: (Col. L)

INJURIES [i }
(Col

1)
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RESPIRATORY CONDITIONS
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(Col. 4)

S
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(Col. 5)
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SIGNATURE
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TITLE é’ I /}J”’z’f 144l %ﬁﬁy
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Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2, EMPLOYMENT INFORMATION
ESTABLISHNENT NAME If you don't have accurate figures, see the
ﬁ{ yc .tD OHMH M | {{ -H instructions on the back of this sheet.
STREET ADDRESS ’ -
o Ny, /4’ N STELDAM 74'\/2 - A -p [ / AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ) q

V. Y 1003)

INDUSTRY DESCRIPTION (e.g. village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). / 5 7 5 D
]
4

Enter the column totals from the Log of Occupational Injuries and liinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
O INJURIES 0
DEATHS (Col.1)
(Col. G) JOB TRANSFER OR /D SKIN DISORDERS 0
DAYS AWAY RESTRICTION (Col. 2)
FROM WORK (c' - (Col. K) RESPIRATORY CONDITIONS @
ol
JOB TRANSFER @ (Col.3)
OR RESTRICTION AWAY FROM O POISONINGS 0
(Col. I} WORK (Col. 4)
LT EECORD: ®) (Got-L) ALL OTHER ILLNESSES ©
(Col. J)) (Col. 5)
6. CERTIFICATION
I certify that | hawe, examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
) / , ) /%’l/wwmﬁt}
SIGNATURE /£ ‘ 4109, TITLE QVZZ/ ' z‘(fﬂ)/
- —
PRINT NAME EePHvey, GH DATE % 9’\/ @ ¢
77 7 ! 7
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Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT-OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-800.1

All establishments covered by PART B01 must complete this summary anmually, even if no occupational injuries or ilinesses occurred during the year,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log {SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these farms.,

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION ?

| ESTABUISHMENT. NAME fyoudon'thave accurate figures, see the

Df_H\’\g_q)jA_‘ \WQR\HL\C&\EC{ lene | instrudions onthe back ofthis sheet

. STRE DRESS

‘-‘; ES ‘\*\—\.&ASG?\ &AO @_______________ o AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

%g@o_@\ s D Wpesl 34
| ) USTRY DESCRIPTIGQN (e.g.village fire rirnert) .

< p —— — TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
ek OFe®
| NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). ]
| 120,460

Enter the column totals from the Log of Occupational Injuries and IHnesses (SH 900} for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

| 3. NUMBER OF CASES ; 4.NUMBER OF DAYS | 5. INJURIES AND ILLNESS TYPES
! e e o i e S 3 e | . i -
| |
; INJURIES )
DEATH:S o Q ' I {Col.)
(Co.G) | JOBTRANSFER OR ! SKIN DISORDERS _
DAYS AWAY . RESTRICTION : (Cd.2)
FROM WORK & : TCoK) RESPIRATORY CONDITIONS
(Col. H) i { T {Col. 3)
JOB TRANSFER O : ! :
OR RESTRICTION il © AWAY FROM ; POISONINGS 0
(Cal. 1) i WORK i (9 | (Col. 4)
OTHER RECORD- a {Co. L)
ABLE CASES £ ; AL OTHER ILLNESSES a2
i (Col. J) {Col.5)

6. CERTIFICATION

| certify thatl have examined this doaument andhat to the bestofmy knowledge the entries are true, accurate, and conplete.

SIGNATURE _’,ﬁ;??: / / ﬂ/_f?/_ TME ? fZL i
PRINT NAME __E_‘z}f/‘f/2/g es DATE '«’2//_;2?_{_

SH-900.1 (2-03)
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Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-800.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900} or its equivalent
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ABUSHMENT . A } If you don't have accurate figures, see the
oD \, o \ AN ‘\ €L \.\\ﬁ \-{(1 € ¥E— instructions on the back of this sheet.

STREET )\DDRESS

b 5 \\\'LL l&yS © N (‘l\ e AVERAGE NUMBER OF EMPLOYEES
. STATE, ZIP CO )
A
\“\cogﬁ\q‘m \\ \ \W2e \ S \

INDUSTRY DEscalp'rlib(e.g.\vmf department)
' . - —_ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
el </ S
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). l 20 ) \“l’ L:(D

Enter the column totals from the Log of Occupatlonal Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES

INJURIES CO

o

DEATHS (Cﬁ-:!
(Col. G) JOB TRANSFER OR (@ SKIN DISORDERS /

DAYS AWAY RESTRICTION T(Col.2)

FROM WORK _Q.(w i (Col. K) RESPIRATORY CONDITIONS

JOB TRANSFER (Col.3

OR RESTRICTION (E 2 AWAY FROM @ PCISONINGS -
(Col. 1) WORK (Col.4

OTHER RECORD-
ABLE CASES

(Col. 1) ALL OTHER ILLNESSES

(Col. 5)

9
[ ¥
&

p

6. CERTIFICATION

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

SIGNATURE v@{% /f 2% 94’5"« TITLE ?\ (:\ \ID‘ '
PRINT NAME gfi"ﬂt{\ / Q\z\o bes e 192 W% 200

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900} or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
7 : T 7 BRTTEA
ESTAREIRHMEIT NSKE “‘5 M S]t/ w/ {K. ‘f/"f 2/ € S - If you don't have accurate figures, see the
VA e J')Q}D%u ("J"; e L7 A ’}//_7) o (DA RO ) instructions on the back of this sheet.
STREET ADDRESS
= B —— - # _A S
235" CeNFRA] Ave L Vs R AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

BROOK Ly NN 11221 //

INDUSTRY DESCRIPTION (e.g.,village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). g/" O ? -8
ra

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES (7
DEATHS (&% (Coi 1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS 7
DAYS AWAY o RESTRICTION £ (Col. 2)
EROM WORHK e (Col. K) RESPIRATORY CONDITIONS
Ol.
JOB TRANSFER &7 G g)
OR RESTRICTION AWAY FROM _ POISONINGS C
(Col. 1) WORK £ (Col. 4)
G 7 (Col. L) ALL OTHER ILLNESSES
{Col. J.) {Col. 5)

6. CERTIFICATION

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

V4 fs g LoD s N
SIGNATURE ;’/“ 7 f’/// = L7 TITLE -’pf IA 1
7 G ; >
PRINT NAME f&(“"‘_{)/yv‘ oL C(’“/é‘/)y,q/v- DATE /72 -3/- 0%

—
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Divison of Salety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 807 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, lormer employees, and their representalives have the right to review this form, They also have limited access to the Log {SH 300) or its equivatent.
See 801.35 and instruclions for further delails on access provisions for lhese forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
SELASCGRMENT NAM:N VC _‘[‘ EF MH? ‘]- 9\' He‘ﬂ “H\ i It you don't have accurale figures, see the
H?N’S(ﬂ\ Hr VON\ENE. - MD R \SAM A l\l Fu K‘kf\ Q@.\j @R |  instructions on the back of this sheet

STREET ADDRESS

\?) O 0]' Fu { \LC),\J A\/ U AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Xeonux NY 0ys56 | .

INDUSTRY DESCRIPTION (e.g..village fire department)

\ d S ‘\ i& \ \\\ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
"\P“A\ AL H? vaien ¢
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM INAICS). ' Q %/

10,4

Enter the calumn totals from the Log of Occupational Injuries and liinesses (SH 900) for each category (column labels under each line
correspond to the columns on th 2 Lag). If a categary has no cases, enter “0."

[_ 3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURJES l
DEATHS f 2 {Coi.1)
(Col. G) JCB TRANSFER OR SKIN DISORDERS )
D’:YS AWAY RESTRICTION (Cal. 2)
FROM WORK |
RESPIRATCORY CONDITIONS
TR {Col. K) _{é%
JOB TRANSFER ol.
OR RESTRICTION A 2 AWAY FROM _ POISONINGS ( ?
(Col. Iy WORK (Col 4
OTHER RECORD- {Col. L) _ ’[ 2
(Col. J) (Col. §)
6. CERTIFICATION
| cerify thati ha amined this document and that to the best of my knowledge the entries are lrue, accurate, and complete,

TITLE k\%\.‘ﬂ ‘U{\%‘Eﬁmcg& t %ﬁ_ly%ﬁ

wee _1/30/0Y )

SIGNATURE

PRINT NAME !{(ﬁ \ ¢ Q':.

L
SH-900.1 (2-03)




Divison of Safety and Heaith
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
CEPARTMENT CF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All eslablishments covered by PART 801 must complete this summary annually, even if no occupalional injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access 1o the Log (SH 900) or its equivalent.
See 801.35 and instructions for further celails on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 7 2, EMPLOYMENT INFORMATION ‘l

ESTAB_USHMENT hAME N‘IC DQ Pﬂ@.‘\'MG "H; 9\7.}\“2}“' l‘*Hr\ ardl If you don't have accurate figures, see the

H'? RJA\‘&\ \‘\U("i \ERT ”TIQQ =0 PJF" H?LA LU/\ Qf,_;dﬁvﬂ instructions on the back of this s heet.
oo g

STREET ADDRESS

\Cé Q{; RQ}I\(\U ' ,\\;c,:,\j(_) € AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE @\
Seony, VWY j0ys?

INDUSTRY DESCRIPTION (e.g..village fire department)

K eeq \\\j,\ “ (,\ Hﬁ *"FQ qu o TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR |
T lﬁ I ;

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NA(CS). 6:@ /’%q
- } e

Enter the column totals fram the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
cerrespond to the columns on the Log). If a categery has no cases, enter “0."

( 3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
1 INJURIES ‘
DEATHS {c?%}
(Col. G) JOB TRANSFER OR ) SKIN DISORDERS L/
DAYS AWAY @ RESTRICTION @ (Col. 2)
FROMWIORK (_c'r_) (Col. K) RESPIRATORY CONDITIONS
al. H
JOB TRANSFER .' fC} 3)
OR RESTRICTION AWAY FROM @ POISONINGS
(Cel 1) WORK (Coil 4)
OTHER RECORD- {Col. L) , - A
ABLE CASES /O ALL OTHER ILLNESSES _ )
{Col. J.) (Coi. 5)
|
: 6. CERTIFICATION j

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

SIGNATURE e A e ey {‘\r&f\%‘?ﬂf Taa HLAU{% 4

o= 5

PRINT NAME %@ ]?ﬁll Q 6‘611 \Q/l/ ‘ ,-:' DATE _[/7@/()!(/

SH-9C01 (2-03)
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ic Emploves Saletyand H
DEPARTMENT OF LABOR ‘ g;g;coig‘:g%;;p:: y and Health
‘ Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-200.1

Al astablishments covered by PART 801 must campleta this summary annuslly, evan If no occupations injuries or iinesses occurred during the year.

Employees, lormer employees, and their rapresenlalivae have the righl 1e revlew this forrn, They also have imiled aceess lo tha Log (SH 900) or lls equivalent.
See B01.35 and instructions far further details on access previslans for these forms.

1, ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME NI Y

If you don't have accurale figures, see lhe
Instructions on the back of this sheet,

é 00 wﬁﬁ‘\'— 6% S\ P.QG;L AVERAGE NUMBER OF EMPLOYEES

CIT¥, STATE, ZIF CODE ,3

MNeo Vaale, NV (003

INDUSTRY DESCR!PTIdN (e. g..vmage fira gepartment)

Qi-g, \}.\ ‘!rME '0.\ ’cﬂ R_ Y %_L‘E OF TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). { 53 C-}

Enter the column totala from the Lag of Occupational Injuries and llinpszes (SH 808) far aach eategary (eelumn labelz under each lina
correspond to the columns on the Log). If a categary hes no casak, enler "0.”

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES .J\ND ILLNESS TYPES
INJURIES i)
DEATHS (Cky)
(Col, G) JOB TRANSFER OR ; SKIN DISORDERS :
ORYS AWAY RESTRICTION g : Cob,2)
L m- [Cal. K) RESPIRATORY CONDITIONS
JOB TRANSFER ' (Col,
OR RESTRICTION AWAY FROM . POISONINGS
(Col, ' WORK 5:5\5 : "(Col_A)
OTHER RECORD- (Col. L) /‘ )
LE CASES ALL OTHER ILLNESSES &
(Cal. J.) (Col. 5)
6. CERTIFICATION
| centify that | have ined this document and thal to the best of my knowladge lhe enlrles are lrue, accurale, and complets
SIGNATURE MLAA /é ; Q TITLE H 4 H“\% e/ ICES HEHA.PQBQ
PRINT NAMEV’A\ QL. Q_ . g ) DATE | / ’)’O/ﬁj
[ = ~T 7

SH-900.1 (2-03)
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Divisen of Saiety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM 5H.900.1

All establishments covered by PART 801 inust complete this summary annually, even # e secupational injuries or iinesses occurred during the year,

Employees. farmer employeee, and their representaiives have the right 1 review thig form. They algo have (imiled access to the Log ($H 800) or its equivalent.
See 801.35 and instrugtions for further details on access provisions for thase farmsg,

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME If you don't have accurale figures, see the
_BQD\JVMSV‘ l l e CI'] £3 CE I'_'R instructions on the back of this sheet,

STREET ADDRESS |
(&5@ E‘EI’ qn AVERAGE NUMBER OF EMPLOYEES

CITY, STATE. ZIP CODE

Feunl<ag NY 1912 | %

|iuousm\;¥-esc IPTYON (e.g,,village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR |
O}\E‘) ENJrE%- :
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS), ] r.’ (D J l }\R’ Q

———

Enter the column totals fram the Log of Ocoupational Infuries and liinegges (SH 200) far each categery {column tabelg undes eaeh line
correspond (o the columns on the Lag). if a talegery has no cases, enter “0,* ]

3. NUMBER OF CASES 4. NUMBER OF DAYS §. INJURIES AND ILLNESS TYPES
INJURIES 0
DEATHS (Gl 1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS z !
DAYS AWAY RESTRICTION ( ) {Cal. 2)
FROM WORK e (Col, K) RESPIRATORY CONDITIONS ca
JOB TRANSFER ' ‘a— %
OR RESTRIGTION { !) AWAY FROM é POISONINGS
OTHER RECORD- (% ; oK %
ol i LA ALL OTHER ILLNESSES
(Cel. 1) {Col. 5)

6. CERTIFICATION

I cestify that | have examined this document and that 1o the best of my knowledge the entries are true. accurate, and complete.

ssemrum% ' ?&I@J TITLE OEN*ER AAMIM]SJ(‘RANEMAWR
T AME P\'\*H‘P_DU‘\JJ DATE /Q{?»f /[ﬂ‘/

SH-900.1 (2-03)
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STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Abany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

All establishments covered by PART 801 must conplete this summary annually, even if no occupational injuries or ilinesses occurred during the year.
mmmwmmmumummmmwmumeuwmwmarseqs'm

See 801.35 and instructions for further details on access provisions for these forms.

i 1. ESTABLISHMENT INFORMATION

| 2. EMPLOYMENT INFORMATION

| ESTABLISHMENT NAVE Chel seattC
@(‘r [\

30> G, 7Y

o teathie: = —

Ifyou don'thave accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, UEE L I\\Ii l D O C\ ‘

|ﬁ1m¥ DESCRIPTION (g.g-illage fire department)

C Dol g flea HN

NORTH AMERICANANDUST

Rw.cLBsmcnﬂon svsTEM (NAICS).

1 g 14250

TOTAL HOURS WORKED BY ALL EMP! NYFES LAST YEAR

ISt

and Hlin

Enter the column totals from the Log of O« tional Injuri

{SH 900) for each category (column labels under each line

correspond to the on the Log). if a category has no cases, enter "0."
| 3. NUMBER OF CASES | 4. NUMBER OF DAYS | 5. INJURIES AND ILLNESS TYPES _
{ i i fs e Bl s (TP beilad | o N -
O | ‘ INJURIES O |
DEATHS N : "~ (Cd. ) |
! (Ca.G) JOB TRANSFER OR O | SKIN DISORDERS |
[ DAYS AWAY RESTRICTION o2 |
| FROM WORK ~de “{Col.K} RESPIRATORY CONDITIONS C) |
| JOBTRANSFER ’ ey |
| OR RESTRICTION ) AWAY FROM C , POISONINGS (J |
i (cd.n WORK I T(Geld)
e g {) (Cd.y | ALL OTHER ILLNESSES K2 |
| (Cal. J) f il SN
|
| |
=t £ | FHES 1

i 6. CERTIFICATION

= e .

i | cerfify that | have examined this documentand thatto the best of my lnowledge the entries are true, accurate, and complete. |

‘ SIGNATURE

‘PRINTNANE Moy .

DATE

SH-900.1 (2-03)

lofoy
= / ;
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Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

. STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 200) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ETSBL'SH‘MENT NAME ) i If you don't have accurate figures, see the
QC{_, C 0 < -I- e ntey’ instructions on the back of this sheet.

STREET ADDRESS

LIL 86' TI’_'; Y O O’D F)f ven u e - AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Brooklun NY 1122 29

INDUSTRY DESCRIPTION (@'qvillage fire departmenth
i D ﬂ \'J\" A ) \ U\ D S+ M u | TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). 4Z1L 6 5
2o T, Q
/

Enter the column totals from the Log of Occupational Injuries and Ilinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES ‘
DEATHS (Cola
(Col. G) JOB TRANSFER OR a SKIN DISORDERS
DAYS AWAY RESTRICTION (Cal. 2
FROM WORK S “(Col.K) RESPIRATORY CONDITIONS é
JOB TRANSFER 0 (Cc@
OR RESTRICTION AWAY FROM POISONINGS
(Col. 1) WORK (Col. 4)
THER R RD-
gBLEEC AsEé:sO a é 2 (Gal. L) ALL OTHER ILLNESSES
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE CAJV\"—LLU L’LLW’W‘-O TITLE @ﬁm 3 (pa 44 J)
PRINT NAME Qﬁlf\ﬁ Fe \0; | \‘. oS DATE \ g;/ O 4

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
- FORM SH-800.1

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART BO1 must complete this summary annually, even if no occupational inuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have linited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

YC DpHMH- Schkel| HealTl - R29/0n 3

If you don't have accurate figures, see the
instruc tions on the back of this sheet,

STREET ADDRESS

Jtol Auve S. M QY S

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CQDE

Broc K 1 vy 1jaal

INDUSTRY DESCRIPTION (e.g. village fire department)

C(TI’.S Public HearTH A‘? ng;/

TOTAL HO JRS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM {I‘GAICS}.

270

389, 964

Enter the column totals from the Log of Occupational Injuries and Hlinesses {SH 900) for each category (column labels under each line

correspond to the columns on the L.og). If a category has no cases, enter "0.”

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESS TYPES

(Col. J)

INJURIES 4’
DEATHS é (Col.1)
(Cal G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY . RESTRICTION 56 (cdi. 2)
FROM WORK H “(Col. K) RESPIRATORY CONDITIONS é
(Col. H)
JOB TRANSFER (Col. 3)
OR RESTRICTION f AWAY FROM Ci POISONINGS E
(Col. 1) WORK (Col. 4)
E’;’_"EEE :SEESORD g (el ALL OTHER ILLNESSES : g .

6. CERTIFICATION

sienaTURE 2 e le i el ponen”

| certify that | have examined this document and that to the best of my knowledge the entri2s are true, accurate, and complete.,

me _ AT K2 m’;ﬂ
3. B.4¥

PRINT NAME ]/4 lenie |4/ prop 1 DATE

SH-900.1 (2-03)



wivisun Ul Darety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

e T L T I T

DEPARYWMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurad during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms. s

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
[ T LV Sl o dieesAdtlt I fliee ) EE .
ESTABLISHMENT NAME ,/ Y, e % L ﬁ;—-(« i 4 If you don't have accurate figures, see the
Loy & g PeAA P T ¢ R o e instructions on the back of this shest.
STREET ADDRESS . . i
A P s ; g S
; ¥ i-'—-‘ L. ! !' \‘J { ;’ P f-" :. “‘z_ g /}' g T B
AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ; .
; v E ; . i 4 T O ey
IS ey £d Ju b Sed i) Bl Lt
INDUSTRY DESCRIPTION (e.g. village fire department) :
”é /‘“; C p 7 Y _ ,a‘-f-r’-;; 4 ‘,— Nl TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN, Jr’,-‘," /7 SE L T
; 1Y W

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond ta the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES : 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
; INJURIES &
DEATHS Lo (Col)
(Cal. G) JOB TRANSFEROR = SKIN DISORDERS 2
DAYS AWAY <y RESTRICTION L (Col. 2)
FROM WORK _{Cc:_H)__ (Col.K) RESPIRATORY CONDITIONS £
JOB TRANSFER ) (Cal. 3)
OR RESTRICTION L AWAY FROM P POISONINGS J
(Col. 1) WORK — L ; (Cal. 4)
OTHER RECORD- - (Cal. L) i
ABLE CASES . i) ALL OTHER ILLNESSES (/
(Col. J.) (Col. 5)

6. CERTIFICATION

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

7 ’

4 3

?' i / Fl . ,f‘ ‘I‘,M‘- - £ ? 5 5 .. e i f i g

Ly s f ‘,,/; / L 4 — f//’{(--- ¢ /;/'l/ 'S“‘)’Z«v"fc..r;, r"'f'—-{ /I
]

o

SIGNATURE

SH-800.1 (12-02)



3TATE OF NEW YORK Y4 Divison of Safety and Health
, Al Public Safety and Health Bureauy
JEPARTMENT OF LABOR State Office Campus
Building 12, Room 158
Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

il establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

mployees, former employ'ees, and their representatives have the right to review this form. They aisc have limited access to the Lag (SH S00) or its equivalent.
ee 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION Y 2. EMPLOYMENT INFORMATION ]
- : : 0 P
STABUSHMERT NAME. ) ‘5 b ‘Wﬁ #f‘:"[ e TEw If you don't have accurate figures, see the
Hzrt_z% - CM,ZL«./( 2% # C - instructions on the back of this sheet.

iTREET ADDRESS

- |/ i b " r, -
T 3 T /“'m /?'l/é/z«, e~A AVERAGE NUMBER OF EMPLOYEES
7

ITY, STATE, ZIP CODE : , e ] ;
Ml F oy 4 WV DI SE gee

NDUSTRY DESCRIPTION (e.g. villagé fire department) -

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

FANDARD INDUSTRIAL CLASSIFICATION (SIC}, IF KNOWN.

/49 oD

er the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
respond to the columns an the Log). If a category has no cases, enter "0.”

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES _[
INJURIES Y,

DEATHS % . (Col.1)

(Cal. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY 0 RESTRICTION 9 (Col. 3)
FROM WORK —(m—)— (Col. K) RESPIRATORY CONDITIONS 2

ol —

JOB TRANSFER 2 ' (CoL3)
OR RESTRICTION 4 AWAY FROM B, POISONINGS

(Col. 1) WORK L (Cal. 5)
OTHER RECORD- (Col. L) HEARING LOSS 2
ABLE CASES _0

. Col. 6
(Col. 1) , ALL OTHER ILLNESSES b }
Cal. 7)

6. CERTIFICATION

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

GNATURE 75" é.{///f' # "/’ e ‘-’waéf/ TITLE /@L( c’%?jfe Src/u/’:-u’ 5 ¥ (}‘v

RINT NAME /]J:’M'Ef: = /?7_}‘7'7'??1/4/ = DATE // 2 7/ 0.‘/-

201 11-0M




STATE CF NEW YORK Y4 Divison of Safety and Health

_ Public Safety and Health Bureau
JEPARTMENT CF LABOR State Office Campus

Building 12, Room 158
Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

| establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

mployees, former employees and their representatives have the right to review this form. They aiso have limited access to the Log (SH SQ0) or its equivalent.
ee 801.35 and instructions for further details on access pravisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
*STABLISHMENT NAME N ‘fL ﬁ{ J" #{" £ ﬂ f ’MW If you don't have accurate figures, see the
H%W"{ — Z-IW\ A C instructions on the back of this sheet.

TREEMADDRESS

/¥ 5{/—)/ //5S /o /’"' AVERAGE NUMBER OF EMPLOYEES

ITY, STATE, ZIF CODE , : '
Moo Svy  NMNY 100 2% (3O

\DUSTRY DESCRIPTION (e.g. village fffe department)

: g TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
HE ATIH -

“ ARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN. v Y, R
Al\fD : (SIC) 2 & J 2_,(]

er the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
-espond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES 2
DEATHS L . (Col.1
(Cai. G) JOB TRANSFER OR R SKIN DISORDERS 2
DAYS AWAY 9 RESTRICTION C.” (Col. 3)
FROM WORK T (Col. K) RESPIRATORY CONDITIONS &
ol —
JOB TRANSFER & _ —— (Col. 4)
OR RESTRICTION AWAY FROM & e
(Col. 1) WORK _{L ' (Cal. 5)
OTHER RECORD- ) (Col. L) HEARING LOSS )
ABLE CASES _&F -—IEC_'S—J
Kol ] _ ALL OTHER ILLNESSES i

(Col.7)

6. CERTIFICATION

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

g ' 7 /7"' O SR , v A/
GNATURE Zf"» Lity f Ao ore. LK e ALl K Sz / /// 7L

° ) i T )
] T S ) A : N Ot
UNTNAME /L JUI>C s vi  ph7 #7770 £ ¢ DATE __ 7 / s ?/@‘g /

0111010



STATE OF NEW YORK ¥4 “";55.' 5 Division of Safety and Eealth
DEPARTMENT OF LABOR L e i) Puelic Emploves Safry and Healih Bureay
3. Y "3 State Office Campus
i 8 = Building 12. Room 158
=it Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND [LLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complete this annually. even it ne oceupational injurics or illnesses oceurred during the vear

Employees, tonmer emplovees, and their representatives have the right to review this form. They also have limited access to the Log (SH-900) or
its equivalent. Sce 801.35 and instructions tor further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INTORMATION
ESTABLISHMENT NAME If you don’t have accurate figures, sce the
O . . : Instructions on the back of the sheet.

STREET ADDRESS

A7-€0 S W 535-,-?’&;{- AVERAGE NUMBER OF EMPLOYEES

CITY,STATE, ZIP CODE

Weodside W 1\377 o 32

INDUSTRY DESCRIPTION (e.g. Vlllﬂ“t. fire department)

mQ \’)PDL.,-.}% 1\ \ - \} {, r\'&-aj \&\3\1 41%& TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMETMCAN INDUSTRIAL CLASSIFICATION SYSTEM ¢ -
NAICS S G : Vi, 40 i
O 4eeqqq _A9aaic o2 435

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). Tf a category has no cases, enter “0".

3, NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
{Col. 1)
DEATHS g )
(Col. G.) AWAY FROM {fz SKIN DISORDERS O
DAYS AWAY WORK (Col, K (Col. 2)
FROM WORK O
(Col. H.) — L RESPIRATORY CONDITIONS o
JOB TRANSFER JOB TRANSFE ol. 3)
OR RESTRICTION O RESTRICTION \ D
(Col. 1) Col. L) POISONINGS O
OTHER RECORD- (Col. 4)
ABLE CASES _
(Col. J) HEARING LOSS o
(Cul. 5)
ALL OTHER ILLNESSES
1Col. &)

6. CERTIFICATION

[ certify thdt [ e exammed this domm the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE TITLE 94 A

PRINT NAME Cfxrfsl-; ne /44:4"." DATE J’/! /0 5

SH 900.1 (12-03)



STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

Public Employes Safety and Health Bureau
State Office Campus

Building 12, Room 153

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complete this annually, even if no occupational injuries or tllnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH-900) or
its equivalent. See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME [f you don’t have accurate figures, see the
A _ H\ (J'Cu“c-..cl e Instructions on the back oftllw sheet.
STREET ADDRESS A
Se-\1_Sb6™™ Vead AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Do AN IQ‘P WEHE ' 25

INDUSTRY DESCRIPTIO\I (e.g.. village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LASTYEAR
N Dept 28 Weo \M o« Mental Wge

NORTH AMERICAN INDUSTRIAL CD\SSIFICATIO\I SYSTEM

WA iga2 10 d8eyqo ' N3,70

e,

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter “0”.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
(Col. 1)
DEATHS
(Col. G AWAY FROM u{ SKIN DISORDERS
DAYS AWAY a WORK ' (Col. K. (Col. 2)
FROM WORK %
(Col. 1) RESPIRATORY CONDITIONS ()
JOB TRANSFER JOB TRANSFER OR o {Col. 3)
OR RESTRICTION () RESTRICTION
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col. %)
ABLE CASES
©ol. 1) HEARING LOSS O
(Col.5)
ALL OTHER ILLNESSES
{Col. 6)

6. CERTIFICATION

[ certify

at)l have examined tI“S?chm and.that to the best of my knowledge the entries are true, accurate, and complete.

TITLE P/JA

SIGNATURE

PRINT NAME

~osddne /4-6 f‘,:’ DATE S:L/ff i

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent,
See 801.35 and instructions for further details on access provisions for these forms,

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME N4 ﬁ@ﬁ//j(/# y i If you don't have accurate figures, see the
.ﬁ(//ﬁ?ﬁ(_/ OF /z'/&%?/m,/ Lasgnt éj Jgﬁf&’&/«f%ﬁ, ,{éj}xﬁﬁ.lctions on the back of this sheet.
£ 4

STREET ADDRESS

/@ “—/ ? /7; /Z‘}d@ /_/ﬂ UWe | 51 H ooy AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Jamewa N L Ay B 7z

INDUSTRY DESCRIPTION (e.g.,village fire depariment)
AR ODoH M K TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

o (s | ) '

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). gg /,)5)/‘)

3

{ A |

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES %
DEATHS O (Col1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (Col. 2)
FROM WORK e “(Col.K) RESPIRATORY CONDITIONS £~
Ol s
JOB TRANSFER ' (Cal. 3)
OR RESTRICTION AWAY FROM s POISONINGS
(Col. 1) WORK o (Cold)
OTHER RECORD- bi (Col- 1) ALL OTHER ILLNESSES &=

ABLE CASES i T
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATUR
/’__..._/_.,. ¢ , R
PRINT NAME é~/0¢/ /-%?/m:?f . DATE c%’a?/g) %
7 7 7

SH-900.1 (2-03)




Divison of Safety and Health
Public Safety and Health Bureay
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED -
INJURIES AND ILLNESSES 5D 0 %
FORM SH-900.1

All establishments covered by PART 801 must camplete this summary annually, even if no occupational injuries or iinesses occurred during the year.

Employees, former emptny'ees. and their representatives have the right to review this form. They also have limited access to the Log (SH SC0) or its equivalent.
See B01.35 and instructions for further details on access pravisions for these forms. :

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
N7 Vel i o e [ and et
: EST?EUSHMENT NAME /)/2w for < ¢ fbﬂ ':'5‘7}/ / ’;‘};:?fc/’fcl ’ If you don't have accurate figures, see the
W73 Junadm /f(_,/ i/ ;;J (-'?A{,) £ (en %/ instructions on the back of this sheet.

STREET ADDRESS . _ ‘

(00 Jﬂ-{g.g / /b ,.V N g /)Q,, {7& 7 /3 r{[ 7(/ : AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE e ' : , y
N Mole,  fliw Yol ye032 o0

INDUSTRY DESCRIPTION (e.g. village fire department)
e _

2 e / { o TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
s "’5’/-/0 /é' £t / A

STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN. N [al! s,

G £ A TR . e

[r-’.

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900} for each categery (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

f

I 3. NUMBER OF CASES . 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES O
DEATHS (o . (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS £
DAYS AWAY \ RESTRICTION O (Col. 3)
FROM WORK . C RESPIRATORY CONDITIONS .
(Col. H (Gl 19 —94—
JOB TRANSFER _ ’ (Col. 4)
OR RESTRICTION . AWAY FROM POISONINGS O
(Col 1) WORK £ (Col. 5)
OTHER RECORD- ~ (Col. L) HEARING LOSS
ABLE CASES il e T%}"
(Cal. ) . ALL OTHER ILLNESSES Y,
(Cal.7)

6. CERTIFICATION

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

]
SIGNATURE -/ %/J co W %{( Ul TiTLE (L4 A [ Ui fuiThse //}é_i*’&jm
. ) ] -
PRINT b!AME /;Zﬁ rid fﬂii/' lﬁ’fl'j /E?'}‘///J{f DATE J,f:'- {{f_/

3H-800.1 (11-01) o ldl oY M



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Fublic Employee Satety and Health Burcau
State Office Campus

Building 12. Room 138

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complete this annually. even if no oceupational injuries or illnesses oceurred during the vear,

Employees. former employees, and their representatives have the right to review this form. They also have limited access 1o the Log (SH-900) or
its equivalent. See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2, EMPLOYENT INFORMATION
ESTABLISHMENT NAME \* \{ _ DE VA 1AL L' NOC [l you don’t have accurate figures, see the
OV e R AR Instructions on the back of the sheet.
hhi TH A 5\”‘“1[-?‘; !\I- b {rra‘\i A,« ‘E»]l'--\l SR AY Y ¢
SIRFET ADDRESS
25 WORTH SiREeT - Rooort (0% AVERAGE NUMBER OF EMPLOYLLS
CITY, STATE, Z1P CODE ]
Meyd JORK NY (O61D (¢
INDUSTRY DESCRIPTION (c.g.. village [ire department)
i - e oy ey g T TOTAL HOTJRS WORKED BY ALL EMPLOYEES LAST YEAR
HLALTH  DUPARTT ML

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) o 5 1 o : ]l(‘ GO

Enter the column totals from the Log of Occupational Injuries and [lnesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter 0.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES et
(Col. 1)
DEATHS ; 'ff?“ . -
(Col. G.) AWAY FROM ("‘ SKIN DISORDERS e
DAYS AWAY " WORK T (Col. K) (Col. 2)
FROM WORK i .
(Col. H.) RESPIRATORY CONDITIONS e
JOB TRANSFER - JOB TRANSFER OR e (Col. 3)
OR RESTRICTION _~{7 RESTRICTION ) P
(Col. 1) (Col. L.) POISONINGS o
OTLHER RECORD- - (Cal. 4)
ABLE CASES wf S i
(Col. 1) HEARING LOSS _ TRoT
T(Col5)
ALL OTHER ILLNESSES *____(__
{Cul. 6)

6. CERTIFICATION

)

L certify that I have examined this dnc/gmcnl and that to the best of my knowledge the entries are true. aceurate, and complete.

SIGNATURE __ = £ (% e 37 Coormie miree RESCARCH ASSi STANT
I O ~ A
PRINTNAME U L1 A VAN DATE <. ;/ ;ii hy g 7 AP

SH 900.1 (12-03)
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Divisor of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEwW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishmenis covered by FPART BO1 muysi complete this summary annuslly, even if no occupational injuries of linesses oecumed during ihe year.

Employees, former employces, and their representalives have the right 10 review this form. They also have limited aceass (o the Lag (SH 900) or its equivalenl.
See 801.35 and instructions for fyrther details on acgess pravisions for lhese forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAVE If you don't have accurate figures, see the

gz reg U - E_‘ o “; é 7:5y insiructions on the back of this sheel.
STREET ADDRESS

Yo 4 ) orth S /.5’# £/ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE. ZiP CODE

MY MY 20623 67
INDUSTRY DESCRIPTION { e.9..village fire deparmenl)

;l. . TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTHIAL CLASSIFICATION SYSTEM (NAICS).

2 2 3 /[ 2 0 o

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900} for each category (column labels under each line
cofraspand to the columns on the Log). If a category has na cases, enter "0,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES

DEATHS ' Vi (Col.1)

v (Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION 4 (Col. 2)
FROM WORK _‘COQ_i v (Col. K) RESPIRATORY CONDITIONS
JOB TRANSFER (Col. 3)
OR RESTRICTION o AWAY FROM POISONINGS 0
OTHER RECORD- ek WORK ol (Cal. 4)
Pl 0 (Col.1) ALL OTHER ILLNESSES

(Col. J.) ; (Col. 5)

6. CERTIFICATION

I certify that | have examined this document and thal to the best of my knewledge the eniries are irue. accurate, and compiete.

SIGNATURE Mz_@_ﬁ% TITLE Mﬁﬁ.ﬁi@ﬁcﬁ;,ﬁyﬁ

PRINTNAME s s tippms 2 G/ o DATE -—-@&A - 4

SH-800 1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPA.TMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

SOOD

o

Employees, former employees, and their representatives have the right ta review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTAE?US_HMENTNAME \ Ceonxro | If you don't have accurate figures, see the
DS AT, ol d Db CC instructions on the back of this sheet. ;
STREET ADDRESS 'E“I ~ { i £ ¢ l P &
G ‘ pa _ e |
“ s 5 H . A Son ‘-H\ 0 1) L AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
ll"\\'. \illl-,_~1' Yy ! | i et L
INDUSTRY DESCRIPTION (e.g.,village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

|
[
X

N U Do’ M

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM {NAICS).

10 417 O

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES (
DEATHS . (Col.1)
(Col. G) JOB TRANSFER OR ) SKIN DISORDERS (
DAYS AWAY iy RESTRICTION ( (Col 2)
FROM WORK T ol K RESPIRATORY CONDITIONS (
JOB TRANSFER - gty
OR RESTRICTION AWAY FROM ( BRSO iSS :
(Col. 1) WORK (Col. 4)
OTHER RECORD- : (Cal. L) (
SBLE GatEs [ ALL OTHER ILLNESSES -
(Col. J)) (Col. 5)

6. CERTIFICATION

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

SIGNATURE TITLE

PRINT NAME DATE

SH-900.1 (2-03)



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED S DO 2
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2, EMPLOYMENT INFORMATION
ESTABLI?HMENT RARE . _ - : If you don't have accurate figures, see the
‘Browne o\l Clu s Coue instructions on the back of this sheet.
STREET ADDRESS Tl sk Camoleda
259 Bietmw\l S AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
' ) = 1I n e r y)
DO O b N {\“‘\. Y F R P

INDUSTRY DESCRIPTFION (e.g. village fire department)
TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

i

ST DO M &«
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM {NAICS).

o I e ) ™

= T U N I )

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). Ifa category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
) INJURIES {

DEATHS ( (C?U)

(Col. G) JOB TRANSFER OR ; SKIN DISORDERS £
DAYS AWAY ( RESTRICTION C (Col. 2)
RO WORK T (Col. K) RESPIRATORY CONDITIONS (
JOB TRANSFER / (Col. 3)
OR RESTRICTION AWAY FROM - POISONINGS O

(Col. I} WORK e (Col. 4)
g;{'gg fSEECSORD' ( (Col. L) ALL OTHER ILLNESSES

(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE TITLE

PRINT NAME DATE

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishmenls covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year,

Employees, former employees, and their representatives have the right 1o review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NA If you don't have accurate figures, see the
Seov/ 7/-4 /fd&‘///yﬁ/ £sT M&Z . instructions on the back of this sheet.

STREET ADDRESS /

FOTL ,&L_/ ///7/ / vVE , Flepre | ¢ B . AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
/{é’ﬂ&'//éy/\/ MY 1 23E 3¢

INDUSTRY DESCRIPTION (e.g. village ffe department)

/ f/@’ﬁ/ﬁ/fzﬁﬁ/ /}7/())) WX /'/Vﬁ/wf TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS), < /%0 P
210 5bitlip  H32R 449D

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each categary (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES 2
DEATHS (:2 “(Col 1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS %
DAYS AWAY 2 RESTRICTION 7 (Col. 2)
FROM WORK e T(Col R RESPIRATORY CONDITIONS o
0 —_— e
' (Col. 3)
JOB TRANSFER
OR RESTRICTION 0 AWAY FROM j é POISONINGS o
(Col.1) WORK MY (Col. 4)
OTHER RECORD- O (Col. g ALL OTHER ILLNESSES
ABLE CASES L —m
(Col. J.) _ {Col.
R o ng os< . __E;.__-
J Cols
p 6. CERTIFICATION
I certify that | have examined this ment and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE L TITLE ééé ’/é“w&g) mﬁ_
PRINT NAME 05% éi&é\/ﬁ/é: DATE /- é,. O~

SH-900 1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES o
FORM SH-900.1 200 5

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABUS_HMENT DAME: If you don't have accurate figures, see the

Kol i oY A, ! N 1 Cow o instructions on the back of this sheet.
STREET ADDRESS } ~ | T
| R Coton T ({ .
[ o mill® ) \ _ :
©te S | Nreo p H 0 nuQ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

25Dl g 1n d Y kX

INDUSTRY DESCR!PTI}_}N (e.g. village fire department)

1O 0 s TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
(Y e

NORTH AMERICAN lNDl:lSTRIAL CLASSIFICATION SYSTEM (NAICS).

; " ( IRE 4 \ /A il
G ¢ iﬁ b & [t Qe &, \‘r{_‘r' p’( O 1| AE

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
. INJURIES
DEATHS : (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS A
DAYS AWAY ! RESTRICTION C (Col. 2)
FROM WORK e (Col K) RESPIRATORY CONDITIONS O
ol S
JOB TRANSFER , " (Cal.3)
OR RESTRICTION L AWAY FROM { POISONINGS .
(Col. 1) WORK (Col. 4)
OTHER RECORD- ( (Col. L)
ABLE CASES - ALL OTHER ILLNESSES (
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE TITLE

PRINT NAME DATE

SH-900.1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

S'UMMARY OF WORK-RELATED
INJURIES AND ILLNESSES 2004
FORM SH-900.1

All eslablishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representalives have the right to review this form. They also have limited access to the Log (SH 900} or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ERTABLISHMENT NAME . If you don't have accurate figures, see the
CLDrona \ Q¢ 1 ( OA UG { instructions on the back of this sheet.
STREET ADDRESS : ™ | A ) e (
_ ™ DY SapalTled
& = VJunekcew B \_,;L AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Toclkes tahts ™Y WSk |

INDUSTRY DESCRIPTION (e.g. village fire department)

|
]

NYe Qept of Hoa B, & 1 wal W Giow TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
7

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

LA€Y & 152 €

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
, INJURIES
DEATHS U (Col.1)
(Col. G) JOB TRANSFER OR p SKIN DISORDERS
DAYS AWAY N RESTRICTION (Col. 2)
FROM WORK o '|'_” T(Col K) RESPIRATORY CONDITIONS .
JOB TRANSFER P (Cal. 3)
OR RESTRICTION ' AWAY FROM &5 POISONINGS '-
(Col. I} WORK L .C (Col. 4)
S REORG: % (k) ALL OTHER ILLNESSES .
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE TITLE

PRINT NAME DATE

SH-900.1 (2-03)



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES y 7
FORM SH-900.1 -

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABUSHMENT NAME . If you don't have accurate figures, see the
(" (a(oeno ( \ 10S { (_ Nt Q « instructions on the back of this sheet. .
STREET ADDRESS 2L e n i Ao X
I LR LA 5
; . _ 0 |
21245 Flotbhbusa ANY) x4 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
{ AL ﬁl k l\\.“' 'J Y\ N ) \" l' I’ 2 O f

INDUSTRY DESCRIPTION (e.g. village fire department)

(

NCT Dept ot Roaldle & Mo o U.. (9108 TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
1 g ' \J L 1

e
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

1 H "J. \ g

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
) INJURIES Vs
DEATHS ¢ (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY | RESTRICTION { (Col. 2)
FROM WORK e “(Col K) RESPIRATORY CONDITIONS {
Ol —
JOB TRANSFER ~ {Col. 3)
OR RESTRICTION L AWAY FROM POISONINGS 0
(Col. 1) WORK { (Col. )
OTHER RECORD- © (Cal. L) (
ABLE CASES 1 ALL OTHER ILLNESSES -
(Col. J)) (Col. 5)

6. CERTIFICATION

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

SIGNATURE TITLE

PRINT NAME DATE

SH-900.1 (2-03)



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES ——
FORM SH-900.1 200 5

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses accurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTAEFL]S_HMEN_T i 1 =8 IR ; K. If you don't have accurate figures, see the
PHuUSh o LCV CUANST (" QNT €4 instructions on the back of this sheet.
STREET ADDRESS | A g ttock
_ \\'--'! »re —RIOn '
L \ / v 1k \ \
: OO H Ul A AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
| \ ."1_ = ‘ ™\ * \ J.! | _,,._-" = 4 \
INDUSTRY DESCRIPTION_{e“'g.,viJIage fire department) !
N Ye Lep b ’ oo W, (—:'1‘! VA0 Tal ?,GT;Qqut-rnga_WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL £LASSIFICATION SYSTEM (NAICS). i 3
92126
Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."
3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES
DEATHS {Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY e RESTRICTION L (Col. 2)
FROM WORK o “(Col.K) RESPIRATORY CONDITIONS )
0ol ——— i
JOB TRANSFER : (ol 3)
OR RESTRICTION AWAY FROM ,. - POISONINGS (
(Col. ) WORK : (Col.4)
OTHER RECORD- {Col. L) (
ABLE CASES ( ALL OTHER ILLNESSES
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE TITLE

PRINT NAME DATE

SH-900.1 (2-03)



STATE UF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-800.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

?“;‘L_I. (el O : 1 ‘ Cond oL = RO mun l { "k'. L0

STREET ADDRESS

| 2 Oerdle &t andt §|

CITY, STATE, ZIP CODE
Ned  Serl, NY 8018

INDUSTRY DESCRIPTION (e.g.,village fire department)

N Y C

1 ‘ 1ol kl {1Gend

N, \1 O 1'lr\1l 4

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).
42190

If you don't have accurate figures, see the
instructions on the back of this sheet.

Ry Ay
N w1 A i

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and liinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESS TYPES

DEATHS
(Col. G) JOB TRANSFER OR

DAYS AWAY y RESTRICTION

FROM WORK oK
(Col. H)

JOB TRANSFER .

OR RESTRICTION ( AWAY FROM
(Col. 1) WORK

OTHER RECORD-
ABLE CASES -
(Col. J.)

(Col. L)

INJURIES (

(Cal 1)
SKIN DISORDERS !

(Col. 2)
RESPIRATORY CONDITIONS

“(Col.3)

POISONINGS (

(Col. 4)
ALL OTHER ILLNESSES (

(Col. 5)

6. CERTIFICATION

SIGNATURE

PRINT NAME

TITLE

DATE

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

$H-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right 1o review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME =7 (= Centee |
\;‘-.' .64 S Q S Q|+ 0L
STREET ADDRESS
CITY, STATE, ZIP CODE
Nl : . ¥ \ 6D &
INDUSTRY DESCRIPTION (e.g.,village fire department)
~N4Y( ) ot Hop G (G ; Headny I'|~",- {Qleux

| TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES :
DEATHS ‘ (Col.1)
(Col. G) JOB TRANSFER OR S SKIN DISORDERS C
DAYS AWAY / RESTRICTION ( (Col. 2)
FROM WORK “(ColLK) RESPIRATORY CONDITIONS U
(Col. H) e
JOB TRANSFER ’ (Col. 3)
OR RESTRICTION e AWAY FROM POISONINGS
(Col. I} WORK - (Col. 4)
OTHER RECORD- _ (Col. L)
ABLE CASES ALL OTHER ILLNESSES
(Col. J.) {Col. 5)

6. CERTIFICATION

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

SIGNATURE TITLE

PRINT NAME DATE

SH-900.1 (2-03)



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED o
INJURIES AND ILLNESSES 20604
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTAB.L'SHIMENT '?AME - | ‘-E \ If you don't have accurate figures, see the
T\t e OV U instructions on the back of this sheet.
T | Qg g
STREET ADDRESS . : i ) o o
| 39 € DA TEY A B0 QN e AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

e = ™ | & . |

".'*."‘.;I\‘ll": ' - i |\.}/‘

INDUSTRY DESCRIPTION (e.g.,village fire department)
} ; ) \ A | TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

i ) (1 '___I- N i‘lll‘ Aol "-'l.',l','."!l-.'\.

L N {
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

0y 1) f
/ A |

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES
DEATHS ) : (Cal1)
(Col. G) JOB TRANSFER OR . SKIN DISORDERS
DAYS AWAY RESTRICTION ( (Col. 2)
FROM WORK — = TCo K RESPIRATORY CONDITIONS O
ol —_——
JOB TRANSFER (Cal3)
OR RESTRICTION ' AWAY FROM : : POISONINGS '
(Col. I} WORK (Cal. 4)
OTHER RECORD- _ (Col. L) A
ABLE CASES ALL OTHER ILLNESSES :
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE TITLE

PRINT NAME DATE

SH-900.1 (2-03)



STATL OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

ol (o I\Q (R T S \ A

STREET ADDRESS

ez O X OUuUsSia

CITY, STATE, ZIP CODE

* | D AN J‘ Y \ [ ...

L ol

INDUSTRY DESCRIF"TION (e.g.,village fire department)

e ¥a p / . ¢
™ L Q] UG

NORTH AMERICAN INL:.'USTRIAL CLASSIFICATION SYSTEM (NAICS). =,

13 1

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS

I

{

DEATHS
(Col. G) JOB TRANSFER OR 5
Eééﬁa wggK -1 RESTRICTION
(Col. H) (Col. K)
JOB TRANSFER /
OR RESTRICTION AWAY FROM 1
(Col. 1) WORK =
{Cal. L)

OTHER RECORD- 1
ABLE CASES .
(Col. J.)

5. INJURIES AND ILLNESS TYPES
INJURIES ¥,
(Col.1)
SKIN DISORDERS e P
(Col. 2)
RESPIRATORY CONDITIONS (
(Col. 3)
POISONINGS
(Col. 4)
ALL OTHER ILLNESSES (C
(Col. 5)

6. CERTIFICATION

SIGNATURE

PRINT NAME

TITLE

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

DATE

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

SN i

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent,

See 801.35 and inslructions for further detaiis on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

v

STREET ADDRESS

CITY, STATE, ZIP CODE

R \ e Y | D30

INDUSTRY DESCRIPTION (e.g..village fire department)

\_[._1| Dy 1 vt H G

l A ‘ R :{.- I T.j ) ", 1_[ t1(

NORTH AMERICAN INbUSTRIAL CLASSIFICATION SYSTEM (NAICS).

1 = ) g L.y

If you don't have accurate figures, see the
instructions on the back of this sheet.

Nyt Sulseuftedl

\
w

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and lllnesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS
(Col. G) JOB TRANSFER OR
DAYS AWAY RESTRICTION (
FROM WORK ( T
(Col. H)
JOB TRANSFER _
OR RESTRICTION 0, AWAY FROM £\
(Col. 1) WORK
OTHER RECORD- A (Col. L)
ABLE CASES e
(Cal. J.)

INJURIES (
(Cal)
SKIN DISORDERS (
(Col. 2)
RESPIRATORY CONDITIONS (
~(Col. 3)
POISONINGS o

(Cal. 4)

ALL OTHER ILLNESSES
(Cal. 5)

6. CERTIFICATION

SIGNATURE

PRINT NAME

TITLE

DATE

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

SH-800.1 (2-03)




Public Safety and Health Bureau
Stiate Office Campus

Building 12, Rocm 158

Albany, NY 12240

DEFARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See B01.35 and instructions for further details on access provisions for these forms,

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME A YC O 2 /-

If you don't have accurate figures, see the

] BIER /‘fﬂﬂﬂﬁ_ffﬁp va"haﬁ‘? Fﬁ?‘v’ff/ﬁ/’) R AT instructions on the back of this sheet.

STREET ADDREJS
303 N7 Buenac

CITY, STATE, ZIP CODE

AVERAGE NUMBER OF EMPLOYEES

s ' ol e
New Tear , AooT. 70007 QX5
INDUSTRY DESCRIF'TION (e.qg..village fire departmenl} . ) ) .
TOTALH R Y 2
/(_'{ b Ll /J /?{,7'}—/ (_/ Lo N OURS WORKED BY ALL EMPLOYEES LAST YEAR

! STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN.

?;‘ ‘? '?Q 1-’5#

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES - 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES o
DEATHS 8 (Col.vj
(Col. G) JOB TRANSFER OR ‘ SKIN DISORDERS 4
DAYS AWAY o RESTRICTION O (Col. 3)
FROM WORK TR (Col. K) RESPIRATORY CONDITIONS o
ol —_—
(Col. 4)
JOB TRANSFER
OR RESTRICTION & AWAY FROM % POISONINGS -
(Col. 1) WORK S A (Col. 5)
OTHER RECORD- g (Col. L) HEARING LOSS )
ABLE CASES - T
(Col. J.) ALL OTHER ILLNESSES 0
(Col.7)

6. CERTIFICATION

| certify that | have examined this document and that o the best of my acknowledge the entries are true, accurate, and com plete.

SIGNATURE % L'z L‘- 7/ % IIL/[““?Z/ TITLE /7[/)‘?/»/4’7” -Si‘f/j VL ]( /ﬁ)ﬁ%’(zﬁﬁ.
PRINT NAME /,/ / VN /e Ca PITH DATE / /5 0/’3‘ 7

I B




Public =-
State -
BUildin‘\_‘
Albany, n

DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT N"TE NP0 /‘I’“ il ) If you don't have accurate figures, see the
MG I JPEALTH (e TEL / 1}#5,/; 7702 instructions on the back of this sheet.

STREET ADDRESS, "
3 =3 ‘[/'! o - < ey g BT
D37 Frsons Fovrr vpnp

CITY, STATE, ZIP CODE

AVERAGE NUMBER OF EMPLOYEES

dararze, 1)V, 1)152 1
INDUSTRY DESCRIPTION (e.g..village fire department)
P&i ALic / EALTH (CLiNC TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN, T
7, 2915

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to th~ columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES @
DEATHS o (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS <
DAYS AWAY 6 RESTRICTION o (Col. 3)
FROM WORK ar (Col. K) RESPIRATORY CONDITIONS e
ol
JOB TRANSFER . (Col. 4)
OR RESTRICTION C AWAY FROM o POISONINGS ¢
(Col. 1) WORK a (Col. 5)
OTHER RECORD- _ (Col. L) HEARING LOSS o
ABLE CASES 1% &
ol &) ALL OTHER ILLNESSES z
(Col. 7)
6. CERTIFICATION
I certify that | have examined this document and that to the best of my acknowledge the entries are true, accurate, and complete.
. A al .
2 A0 N / -

iy ] f ; .F_h’, Lpreags s "f'/,: T =
SIGNATURE _/2 (e 7 A2l TITLE __Z_/_/.{.)_»Lf_’i_\) SHVI1CsES Pk e
Fi

PRINTNAME ity o /%) Gyt iy




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 800) or its equivalent,
See 801.35 and instructions for further details on access provisions for these forms : :

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

If you don't have accurate figures, see the

Uréan of v/ A=zDS instructions on the back of this sheet.

Hyee oM

ESTABLISHVMENT NAME %tL'U Tramn/ug rNSHFAR
1 éiz

STREET ADDRESS

70 word St art- AVERAGE NUMBER OF EMPLOYEES
New Yok, I\ Y /0813 7

INDUSTRY DESCRIPTION (e.g. villagg/fire departfnent)

CITY, STATE, ZIiP CODE

t — I I's TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
E{uea-ﬁ on S Awmvg ULy, 7L
NORTH AMERICAN INDUSTRIAL CLASSIFICATION S‘Q’STEM (NAICS). 3’0 qy 0
/

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter *0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES
DEATHS O (Col.7)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION O (Col. 2)
FROM WORK ——{‘— (Col. K) RESPIRATORY CONDITIONS o
JOB TRANSFER é
OR RESTRICTION O AWAY FROM . POISONINGS
(Col. 1) WORK _‘_ (Col. )
OTHER RECORD- (Col. L)
G __Q ALL OTHER ILLNESSES yo
(Col. J.) :

6. CERTIFICATION

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

SIGNATURE Mt—w 4% e ASA

PRINTNAME  Cpp s Frnz, e DATE ;2[%5’

SH-900.1 (2-03)



Public Safety and Health Bureau
State Office Campus

Building 12, Room 158

Albany, NY 12240

DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-800.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Empleyees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
EfTAB'-'SHMENT NAME rsYC 2‘9 1M H ] ) If you don't have accurate figures, see the
(_oRanA /7)1,6}]3__7’}-{ _EM TER [I/)f/i’ﬂ 7/ s instructions on the back of this sheet.

STREET ADDRESS
34-33 Junes ton gacu AVARD

CITY, STATE, ZIP CODE

AVERAGE NUMBER OF EMPLOYEES

Y E Y, . ey
Jnesows Heicur s WY 11574 5. %0
INDUSTRY DESCRIPTION {e.g..village fire department) _
fbf'ﬂl—j c /L/ft;?L 7 /l-— J N IC TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
i —_ —_

STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN. g -. 'Tf - 5f
;o2 o

Enter the column totals from the Log of Occupational Injuries and linesses (SH 900) for each category (column Iai-:els under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES [
DEATHS (&) (Col.1j
(Col. G) JOB TRANSFER OR SKIN DISORDERS o
DAYS AWAY RESTRICTION (Col. 3)
FROM WORK Eﬂ% (Col. K) RESPIRATORY CONDITIONS c
JOB TRANSFER tal. %)
OR RESTRICTION c AWAY FROM , POISONINGS Vi)
(Col 1) WORK & (Col. 5)
OTHER RECORD- (Col. L) HEARING LOS -
ABLE CASES 2 088 _—
’ Col. 6
(Col. J.) ALL OTHER ILLNESSES ( 7> )
(Col. 7)

6. CERTIFICATION

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

7. %/ ' i . , e "
siGNATURE L FEZas J . A "‘“}&L e EmTH SERv s 7 //%‘//om{
PRINTNAVE £ VIR ) ’Z, 4474 DATE //5' L/ i




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLGHMENT: NIE If you don't have accurate figures, see the
DIVISION OF MENTAL HYGIENE & BORO OFFICES* instructions on the back of this sheet.

STREET ADDRESS
93 WORTH STREET

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

NEW YORK, NY 10013 556
INDUSTRY DESCRIPTION (e.g.,village fire department)
MUNICIPAL CITY AGENCY TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

924,300
923120 5611

* ALL BORO OFFICES RELOCATED TO 93 WORTH STREET

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES (0]
DEATHS 0 (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION 0 (Col. 2)
FROM WORK ?3%_',}_ T(ColK) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 ' (Gal. 5)
OR RESTRICTION AWAY FROM 0 POISONINGS 0
(Col. 1) WORK v (Col. 4)
OTHER RECORD- (Col. L)
ABLE CASES 0 ALL OTHER ILLNESSES 0
(Col. J.) (Col. 5)

6. CERTIFICATION

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

PRINT NAME STEPHEN FARRELL DATE FEBRUARY 25, 2004

SIGNATURE TITLE DIRECTOR

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

_ESTABUSHMENT PME . , If you don't have accurate figures, see the
o Hwgy Bm M@J'WW.Q&E{’\ ERnt-N- .Q‘-&C{j?ﬂlzéf%mons on the back of this sheet.
STREET ADDRESS e o (e !

Q_ L AL ,Q,{,, (_/}A{Q SJ/L,Q ff, / ﬁ[h :?/O‘Qe AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZiP CODE

New YoL¥K, AN /dap7 2 |

INDUSTRY DESCRIPTION (e.q. Wvillage fire department)

H.Q G |\\Li\ \ Ved) a/bL e __{\J- TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CL}&SSIFICATION SYSTEM (NAICS) ’ q ‘

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES

DEATHS i)
(Col. G) JOB TRANSFER OR SKIN DISORDERS

DAYS AWAY O RESTRICTION (Col. 2)

FROM WORK s “(Col.K) RESPIRATORY CONDITIONS

JOB TRANSFER O (Col. 3)

OR RESTRICTION AWAY FROM 0 POISONINGS 0
{Col. 1) WORK (Col. 4)

LR D Gl 13 ALL OTHER ILLNESSES d
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE ’E() ’[ﬁ WA p ] LA~ TITLE Qbeﬁ?/ﬂ \ M/IO;/LW

e T0 bhnd  (unp one f;t/gcw/rm/

SH-900.1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1
All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
EETARLIBHMENT, NAME g.‘%‘m- n v ;Pf‘bcgss\ ; /B"-"Qﬁhf If you don't have accurate figures, see the
Huem ot 'Rﬁ%b wReES DPF\UEEL m 8_*:‘ S v "Cn“ instructions on the back of this sheet.
STREET
ADDRESS C“Q_, a1y yQI‘S

198 WORTH 2T Rm A 9pX, q16. 11 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ’ ’ )‘P L} *®
NEW J ORI\« N Y 10D R

INDUSTRY DESCRIPTION (e.g.,village fire department)

N ‘:! C DLP{' a %O.CL (u_‘u Q‘ M&L{'G.l 'ﬂquM TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL&LASSIFICATION SYSTEM (NAICS). @ 0 2 6 D

423120 5bl|

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES 1
DEATHS O (Cal.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS _ b
DAYS AWAY | RESTRICTION b) (Col. 2)
FROM WORK T (Col.K) RESPIRATORY CONDITIONS D
al. —
JOB TRANSFER (Cal. 3)
OR RESTRICTION D AWAY FROM POISONINGS O
(Cal. 1) WORK I_ (Col. 4)
b 0 \eall) ALL OTHER ILLNESSES ®)
(Col. J.) {Col.5)

6. CERTIFICATION

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

SIGNATURE &QUA_ tm TITLE }J(é,‘g eu\(]fll.m [ ﬂSP‘QCJB\/
PRINT NAME INGR IO RAMLAKHAH DATE \ !30! 6} q“
$H-800.1 (2-03) *  Some .I?_.MPU::ju_,s fo l"mgcl:j S\L 42 wedlle 3t Mental aj{m{-{ﬁ




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-800.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

125 Werth Skt RKm  A23D

ESTABLISHMENT NAME Meamsg / HE, S
Human “Rescurces- lobsRelatisns
STREET ADDRESS

CITY, STATE, ZIP CODE
Now Sk MY 10012

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

13

INDUSTRY DESCRIPTION (e.g.,village fire department)

of toatt &, Myntal dhg e

NYCQ ‘bg{y\r
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM {N’\ICS).
Qa3 20 5 11

W)

.i(‘JTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

7 286D

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0.”

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS O
(Col. G) JOB TRANSFER OR
DAYS AWAY ) RESTRICTION O
FROM WORK ol k)
(Col. H)
JOB TRANSFER
OR RESTRICTION (e} AWAY FROM D
(Col. 1) WORK O
OTHER RECORD- 8 (Col. L)
ABLE CASES O
(Col. J.)

INJURIES

SKIN DISORDERS

POISONINGS

RESPIRATORY CONDITIONS

ALL OTHER ILLNESSES

O

(Cql.1)

(Col. 2)
(08 3)
(Col. 4)

(Cal. 5)

6. CERTIFICATION

Mbuclalon

LGR T ‘Ram LAk wan

SIGNATURE

PRINT NAME

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

TITLE ‘.LQ‘ g ODmPh‘danq_,lng"p

13610%

rom Rm
Crom u{

Cwnmm O

sH-000.1 (2-03) ¥ e’“P bdﬁﬂ.s &rmmj

DATE

IO81, 1D, 1012, qo%% 125 Wl
L) Rm 2

g\ ~J Qo igr% UEel



STATE OF MEW YORK
CEPARTMENT OF LABOR

Dwison of Safety and Haalth
Public Empioyee Safety and Healih
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1
Al establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.
Employees former employees, and thar representatives have the right lo review this form. They a5 have imited acces

See 801.35 and instruchions for further details on sccess provisions for these forms,

[ 1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION —I

BLISHMENT NAM i
ESTABL If you don't have accurate figures, see the

E
Nj C E ar “r‘ L1 {'QV’VC!‘I. ‘H i d ? qu’)’ﬂ_yyl instructions on the back of this sheet.
f 4

STREET ADDRESS

I é COL[ l’"}' 87" 2hcl L{,{)D (o AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

BrovkKima pN 11241 | 63

INDUSTRY DESCRIPTION (e.g..village fire depanment)

N‘ C D . H w m . H TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN, /086‘# 5-

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category {column labels under each line
correspond to the columns on the Log). Ifa category has no cases, enter “0."

T

SH-500 1 (12-02)

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES D
DEATHS 0 (Cal 1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION 0 (Col. 2)
FROM WORK Col K RESPIRATORY CONDITIONS
(Col. H) ( ) B __Q_
JOB TRANSFER 0 (k-3
OR RESTRICTION AWAY FROM 0 POISONINGS
{Col. 1) WORK (Col. 4)
OTHER RECORD- (Col. L)
A EPReh 0 ALL OTHER ILLNESSES
(Col. J) (Col. 5)
6. CERTIFICATION
I certify that | have examined this document and that 1o the best of my acknowledge the entries are lrue, accurate, and complete,
SIGNATURE rime (00 rd Inah hﬁ m@r :
PRINT NAME S\ WA PE, WS DATE 3] '3 1 0 q

T v egde



Divison of Safety and Health
Public Safety and Health Bureau
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no cccupational injuries or illnesses cccurred during the year,

Employasas, former employ.egs, and their represantatives have the right to raview this form. They alsc have limited access to the Leg (SH 5Q0) or its equivalent.

Saa 801,35 and instructions for further datails on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTAEUSH:?AENT N.Ah . ; . : _ If you don't have accurate figures, see the
| f O L R_( ,L//:.f.-;.:.&_ N C/A/ﬁ 3 instructions on the back of this shest.
T STRZET ADDRESS
D Stvyesstr P At 2 AVERAGE NUMSSR OF EMPLOYEES
CITY, STATE, ZIP CODE ./ : . _ o
S g el pewd Lt 1000
|NDUSTRY DESCRIPTION (e.g.village fire deparment) )
; JL o OV d ;/( b o dde W e TOTAL HOURS WORKED BY ALL EMPLOYEES LAST Y
STANDARD INDUS (RIAL CLASSIFICATION (SIC), IF KNOW/N. "35 ,‘\--""ﬂ
> = i)

olumn totals from the Log of Occupational Injuries and lllnesses (SH 900) for each category (column labels under each line

Enterthec
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES _ 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES

- : ~ INJURIES ¢
DEATHS il : (Cal)

(Col. G) JOS TRAMSFER OR SKIN DISORDERS £
DAYS AWAY RESTRICTION ) a3,

FROM WORK TH) (Cal. K) RZSPIRATORY CONDITIONS </

Cal.
Cal 4
JOB TRANSFER B . — (CQ'

OR RESTRICTION & AWAY FROM b POISONINGS
i (Col. ) WORK A aw (Cc'. &

OTHER RECORD- s (Cal. L) HIARING LOSS Co
ABLE CASES . 5. —{—CC—‘E
' () _ ALL OTHER ILLNESSES ok
(Cel i
el

6. CERTIFICATION
| certify that | have examined this document and thatto tha best of my acknowledge the entries ars true, ascurate, and compist
f')l / y { —] k‘“'i
SIGNATURE { e ‘=_—,4""‘-~-""€—v--‘“" s QL!' TITLE wailte ;»'/‘. AL ( i e ,_11_1-_{1}__
i x ,/,-? ; / ) r -
Mg e & s J 4 —_
PRNTNAME  Fal6e_ (o [dbers - onie IS¢ H

' / £ ! —

SH-800.1 (11-01)



Public Safety and Health Bureau
State Office Campus

Building 12, Room 158

Albany, NY 12240

DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.,

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME A Y DO H ) f -~ If you don't have accurate figures, see the
/_?5 TOR A /zjr. HLTH C‘/ N TER é\f})ﬁ/g’/}?/ CNS instructions on the back of this sheet.
STREET ADDRESS ’
A A Dfsy VIS E. AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Astorn NY /104 4,5

INDUSTRY DESCRIPTION (e.qg.,village fire department)

Pubric /Zl L) Tk C LN Ce : TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN. 5
on 7, $8R -5~

Enter the column totals from the Log of Occupational Injuries and lllnesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES : O
DEATHS D {Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS o
DAYS AWAY s RESTRICTION O (Col. 3)
FROM WORK ____.(C'-I’ & " (Col.K) RESPIRATORY CONDITIONS /3
0l. S ————
JOB TRANSFER o (Col. 4)
OR RESTRICTION 2 AWAY FROM X POISONINGS 2
(Cal. 1) WORK I A (Col. 5)
OTHER RECORD- (Col. L) HEARING LOSS )
ABLE CASES — "~ (Col.6)
(Col. J.) ALL OTHER ILLNESSES <l
(Col. 7)

6. CERTIFICATION

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

S ) o
SIGHATURE %@W\J 7/% %j% TITLE /’ / ERLTH 5!5,&’ V/CE //ﬁﬂfz&@ft:
PRINT NAME [L]/,;:;:L Y / k'/ c é/’{fr'—rf;’—" DATE 7/ //;7 0 / 4

; 7




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Safety and Health Bureay
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational Injuries or llinesses occurred during the year

Employees, former employees, and their representatives have the right to review this form. They also have limited access lo the Log (SH 900) or its equivalent

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

NYLDOHMH BMQan a/fu bj_aﬂm;;

1 STREET ADDRESS

253 Rroa,a(wxwr

CITY, STATE, ZiP CODE

New Yarle , M- "1. (0007

INDUSTRY DESCRIPTION (e. g wvillage fire department)

Z()Zura;#;ar\j +— fﬂ-HIN; Y <

SFANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWN.

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEA

3S pev Wk xé X
[092-0 hrs

Enter the column totals from the Log of Occupational Injuries and ilinesses (SH 900) Tor each category {column labels under each line

correspand to the columns on the Log). If a category has no cases, enter ~0.”

f
| 3. NUMBER OF CASES _ 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
: INJURIES ( )
DEATHS ( 2 . (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS @)
DAYS AWAY O RESTRICTION (Col. 3)
FROM WORK ( )
—_— Cot RESPIRATORY CONDITIONS
(Col. H) £ Col. 4
JOB TRANSFER O (Bl g
OR RESTRICTION AWAY FROM O POISONINGS
(Cal. ) WORK ((,éol 5)
OTHER RECORD- {Col. L) HEARING LOSS
ABLE CASES _CL —(%—
(Col. 1) ALL OTHER ILLNESSES
(Cat. 7)

6. CERTIFICATION

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

e A K

TITLE ,AS A

PRINTh!AME \/;ale/rft« GUNI‘/ DATE ,3/2,'2. Af‘/




'STATE OF NEW YORK
DEPARTMENT OF LABOR.

Divison of Safety and Healn
Public Safety and Health Bureay
State Office Campus .~ .
Building 12, Room 158

‘Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All estabhishments covered by PART 801 must complete this summary annually, even If no occupational injunies or lilnesses occurred dunng the year

Employees. former employees, and therr representatives have the right to review this form. They aiso have imded access to the Log (SH S0Q) of its equnvalent

See 801.35 and instructions for further detaits on access provisions for these farms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABUSHMENT NAME /)/0:s for /< (/7Y So )l <7 ;’;;;,c [l e i
o f 3 Wl b
! )"{[/,',’;_S/h,’yn;}' "y /LI‘{{'/ ‘!/1 /_j ( A/J / {‘(’-0}141{'/1

STREET ADORESS /

(e¢ ol 18 Shoed 2f5,4 /]

CITY, STATE, ZIP CODE

/flfe/f&d l/i Jc . /E;;;w' %-r /e Jéd3 )

INDUSTRY DESCRIPTION (e.g.village fire department)

2 |

STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF KNOWRN.

If you dont have accurate figures, see the
Instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

L

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEA!

Enter the column totals from the Log aof Occupational Injuries and llinesses (SH 900) for each category (celumn labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

S—— ,
! 3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES %)
DEATHS e _ (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS '
DAYS AWAY RESTRICTION y (Col. 3)
FROMWORK E{LH)_ (Col. K) RESPIRATORY CONDITIONS
ol -
Col. 4}
JOB TRANSFER (
OR RESTRICTION . AWAY FROM POISONINGS O
(Col 1) WORK (Cal.5)
OTHER RECORD- (Col. 1) HEARING LOSS
ABLE CASES 0O .
(Cal. L) (Cal. 6)
£ ALL OTHER ILLNESSES
(Col.7)

6. CERTIFICATION

[ certify that | have examined this document and that to the best of my acknowledge the entries are true, accurate, and complete.

SIGNATURE \/ 7/%4(1’@/ W. %L Q’EZT”’P | e ;/{/’,(,’Z;/ /Z’J//ﬂd b Ayémj

PRINT I:IPLME / } /ﬂ_ /i /{/ % [enT)a¢

DATE A4 '




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Pubiic Employes Safety and Health
State Office Campus

Building 12, Room 153

Abany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES

FORM SH-800.1

All establishmerts covered by PART BO1 must complete this summary annually, even if no occupational injuries or illnesses cccurred during the year.

Empleyees, former employees, and their representatives have the right to review this form. They also have limited access to the Log {SH 900) or its equivalent.
See 801.35 and instructicns for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

: o)
1/ Ve DeFe il - Ousdy, o0

Se /;r‘/-g_.;g e

|
|
I
|
T
|
i

STREET ADDRESS

J2s ~ 3Y :,{ UVEEss ,zji#;) , (‘_7>"tﬂ ‘-Hd'i)r

|
=
I

CITY, STATE, ZIP CODE

JCEy barssvs, MY 119/5

INDUSTRY DESCRIPTION (e.g.,village fire department)

D . By - s
I E o A [ ET O

(®egion 5\

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM.(,NSAIC s). =

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

3 od

TOTALHOURS WORKED BY ALL EMPLOYEES LAST YEAR

Fiy oy
s =

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter"0."

3. NUMBER OF CASES

4. NUMBER OF DAYS

5. INJURIES AND ILLNESS TYPES

i
i
i

DEATHS (9]
(Col. G)

DAYS AWAY

FROM WORK /8
(Cal. H}

JOBTRANSFER 0

OR RESTRICTION

(Col. 1)
OTHER RECORD-

ABLE CASES $
{Col. J.)

JOBTRANSFER OR

RESTRICTION (@)
(Co. K

AWAY FROM

WORK 58
(Col. L)

INJURIES /7
(Cal.1}
SKIN DISORDERS O
(Cal. 2]
RESPIRATORY CONDITIONS D
(Col. 3)
POISONINGS o
T(Cal 4
ALL OTHER ILLNESSES O
T (Cal5)

6. CERTIFICATION

| certify that] have examined this document and that to the best of my knowledge the enfries are frue, accurate, and complete,

77y ;7
SIGNATURE :&-f{/fé/wf '-;'ff/ fTZ‘ il

i ‘ /_-
PRINT NAME /1/‘ (et DX

TITLE LEE-ravpe /7,3-’5‘.1,: By 2

DATE s // 7/{*r b

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divisen of Safety and Hasith

Pudlic Employes Safety and Health
State Office Campus

Bui]ding 12, Room 153

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All eslablishments covered by FART &1

Empleyees, former employees, and their regresentatives have the right
See £01.35 and insiructions fer further details on access provisions for these forms.

must complete this summary annually, even if no occupational injuries or

to review this ferm. They also have limited access

ilnesses cccumred during the year,

to the Log (SH 9C0) or its equivalant.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLIE‘KJ-!MENT NAME %’—7-4///;—/ &’_7.\3 :—é(

Bownuile
259 RRSHE Sibee 7

STREET ADDRESS
CIY, STATE, ZIP CocEe
gﬁood)ﬁo, A ¥7/ M

INDUSTRY DESCRIPTION (e.g..village fire department)

NIC Dapt of HeaM & Mantal

Hyqing
NN

STANDARD INDUSTR‘;AL CLASSIFICATION (SIC), IF KNOWN.

If you don't have accurate figures, sae the
instructions on the back of this sheet,

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

A . =
u'm - ;!

Enter the column totals from the Log of Occupational Injuries and lliinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS

S. INJURIES AND ILLNESS TYPES

DEATHS
(Col. G) JOB TRANSFER OR D

DAYS AWAY RESTRICTION

FROM WORK Q oK
(Col. H)

JOB TRANSFER D

CR RESTRICTION AWAY FROM o
(ol 1) WQORK v

OTHER RECORD- o (Col. L)

ABLE CASES

{Col. J.)

INJURIES

(cq1)
SKIN DISORDERS %

(Col. 2)
RESPIRATORY CONDITIONS c )

(Cal. 3)
POISCNINGS O

(Cal. 4)

&

ALL OTHER ILLNESSES
{Cal. 5)

6. CERTIFICATION

Kreaiho A

SIGNATURE

PRINT NAMEZ

TITLE

Ao .. f-29—0

SH-800 1 (12-02)
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STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Reorn 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covared by PART 801 must comptete this summary annuglly, @ven if no ceou iations nio =: or Jreises oocured d ing the yeaar,

Employses, former employses, and thei.l representatives have the right to ceview this for 1. 7hy alzo nave lirues soo 260 10 1he Leg {54 910 or 118 equivalent,
See B01.35 and instructions for further datails on access provisions far these forms.

1. ESTABI.ISHMENT INFORMATION ! 2. EMPLOYMENT INFORMATION

ESTACLIGHICIVG NOME If you den't hava accurate figures. see the

pu-bu,f» H.@\L%m "1:_\ g . f-:'n;u;_ inetrieione of 1he back of thiz skaet,
STREET ADDRESS a B

2 = Sdceet—2 O -p(.oo,-- ! AVERATE NUMBER OF EMFLOYEES
CITY, STATE, ZIP CODE o
New York, NY_ 1 OO0 - 2

INDYSTRY DESCRIFTION (s.g. village fire department)

TOTAL HIGAS WD BED BY AL EJVPL JYEES LAST YEAR
N\fCJ ':1):19"- of ideatt. L Wental qu;w\e.— : ' -

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). s T
A | LS o 2A5 00
-] (O [} ] _l

Enter the column totals from the Log of Occupational Injuries and llinesgog (SH 900 fo- cach euteany oo ine 2 bale under 2ach g
cortespond to the golumns on the Log). if & category has no cases, enter "0.”

3. NUMBER OF CASES 4, NUMBER OF DAYS S L mr-g AND ILLN! ,ss TYPES
IhiJRES QO
DEATHS QO _ {Cal.1)
(Col. G) JOB TRANSFER OR - SN D SCRDERS _O
DAYS AWAY O RESTRICTION (i : (Col. 2)
FROM WORK A < Col 1 | FEBPIAATORY SONDITIC 43 O
(Col. H) | ol 3)
JOB TRANSFER O | O — O
OR RESTRICTION AWAY FROM 3 | FOONINGD
o WORK £ _ Col. @)
grésgfsl:é:gonn- ’ O {Coi L) ALL OTHER ILLNESSES O
Gl dy ‘ {Cal. 8)
ot e e St e e e
6. CERTIFICATION
| certify that | have examined this document and that to the best of my knovfted Je the entricg 2 i1 2, accurae, 2nd complete.
Pl il .y H lf.. i
SIGNATURE _ém%&c%/ IILE :s“;a?_.s:;.;; i d, Told dndi G
PRINTNAME CALAINES K Ermanis—I- ENR.J‘;: CAE _ -’-,E:L:m;? *‘f'

SH-900.1 (2-02)



04/24/2004 05:21 2126762584 DOHMH F =™ PAGE B4

STATE OF NEW YORK
DEPARTMENT OF LABOR

Cuvison of Saf:ty nd Health
Pubiic Employze iafety and Health
State Offica Cam_us

Building 12 Reor 158

Albany, NY 12740

SUMMARY OF WORK-REL  TED

INJURIES AND ILLNESS 7
FORM SH-900.1

All sstablishments covered by PART 801 must complete this summary annuaily, svén if nc « o;

L

Employees, formér employees, and their representatives have e right 1o review this form. T+ v
See 801,35 and insfructions for further details on access provisions for thase forms,

1. ESTABLISHMENT INFORMATION

N&J\{affvﬁl I\J\'l looib

INDUSTRY DESCRIPTION (a.g. viliage fire departmant)

NYE Degr o [dealM o Mentels bhgiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAIGS).

5 6 1 1

NV, S

Enter the column totals from the Log of Occupational I;:juries and Ninesses (SH 500} fo. T
correspond 1o the columns on the Log). If a category has no cases, enter "0.”

3. NUMBER OF CASES 4, NUMBER OF DAYS
DEATHS O
{Col. G) JOB TRANSFER OR
DAYS AWAY RESTRICTION 1 2
FROM WORK _O o). )
~ (Col. H)
JOB TRANSFER
OR RESTRICTION O AWAY FROM 5
(Cal. 1) WORK v
OTHER RECORD- O (Col. L)
ABLE CASES o Mo o
(Gol. J)
6. CERTIFICATION

SIGNATURE M « ik

S5H-900.1 (2-03}

ESTABUSHMENT NAME - _—
Public - H - Labramg
STREET ADDRESS ‘ /
=) ’s*—ﬁ'ﬂm—llﬂﬁ.ﬂw |
CITY, STATE, ZIP CODE

A P i L A

ST T E S o — —

I cartify that | have examingd this document and that to the best of my knowl: 4y

PRINTNAME CZ A1 A NE i Ematns- HEAI R~ D -
,

WIRAIGT nf. 0 oar Wngsses ocoure T duong the year.

Also e iy access to the Log (£ 90 1) or its equivalent.

£ CROVRENT INEOTM, TION

Itoade 0 have seceurats fig ret see the
vatruel s o the back of this shisst,

©ALE NUMBER OF =MF OYEES

1O

TOVAL MU MIRKED BY ALL E 1P YYEES LAST YEAR

Ageo

heaise cey o fabels undarensht e

B ALRIES AND L LN 135 TYPES

i kEs (&

{Col.1)
| © DISORDERS
| (Cel. 2)
Lo RATORY GOND IO S g !
{Col. 3)

| L3
Parcdiad

0

(Col. 4)

0

|

1

|

]

5

i CTHER ILLNESSE .
I {Cel. 5)
|

i

i€ theeninie: 2 true, accurate, e-d « -mplete,

met

Wi
._..':'—‘

1]




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISMENT HANE ﬂ,%m n j"rbce'.%s\ _a /Benchts If you don't have accurate figures, see the
HUMAN RESDURLES Oefe ur_\,tt mﬁ'us;l&‘ﬁ“ instructions on the back of this sheet.
STREET ADDRESS
o) '.l a1y y 415
129 WRTH ST ’Rm aed op¥, q (b, Q11 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE J“P L}
NEwW  dorwr NY 10183

INDUSTRY DESCRIPTION (e.g. village fire department)

NYce  Dept ) %Jc o ldle Q. Iﬂmm ilq Q1| TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIALEELASSIFICATION SYSTEM (NAICS). @ 0 9- 5 D

422120 5bli

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES |

DEATHS O {Cal.1)

(Col. G) JOB TRANSFER OR SKIN DISORDERS D
DAYS AWAY | RESTRICTION ) (Col. 2)
FROM WORK T “(Col.K) RESPIRATORY CONDITIONS [8)

ol T ——————

JOB TRANSFER - {Col. 3)
OR RESTRICTION 0 AWAY FROM POISONINGS

(Col. 1) WORK I (Col. 4)
OTHER RECORD- (Col. L)
ABLE CASES 0 ALL OTHER ILLNESSES

(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE @&w& tﬁgﬁﬂt&t« T HQS Cuwfl&um. (nspﬂc{i’s\/
PRNTNAME |\ (R D RAMLAK WAL ——n 135! i

SH-900.1 (2-03)




Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTEERIRHMERT NAME If you don't have accurate figures, see the

5 D //7%0 / instructions on the back of this sheet.
STREET ADDRESS ‘Rm Q_O—-l

f;{éﬁé;ué/ﬁﬁﬁ 7—# (57—‘ 'BDX 73 AVERAGE NUMBER OF EMPLOYEES
ew NorK ., .. 100)3 NG

INDUSTRY DESCRIPTION (e.g. vilfage fire depariafent)

: g'{ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
Dicaopnost re 11 Q%_%%ls
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). ﬂ E: &0 2

Ll o ¥ L3
¥ Ceutrad O Addriss—12 Hd aites in & psros on oftacked oy 95w loj Q .
Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES | Z
DEATHS ! 2 (%5!-1)
(Cgl. G), JOB TRANSFER OR SKIN DISORDERS O
DAYS AWAY ' é RESTRICTION O (Cal. 2)
FROM WORK o (Col. K) RESPIRATORY CONDITIONS
JOB TRANSFER O Ll
OR RESTRICTION AWAY FROM 3 POISONINGS
(Col. 1) WORK (Col. 4)
ek s (calLy ALL OTHER ILLNESSES O
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE M TITLE E@.%LMLMMAQU

PRINT NAME DATE __] } 2\3} Ofrl

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

L5

R

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1
All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME

If you don't have accurate figures, see the

NYC EARLY INTERVENTION PROCRAM instructions on the back of this sheet.
STREET ADDRESS
49-51 CHAMBERS STREET - ROOM 1033

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

NEW YORK, NEW YORK 10007 2048

INDUSTRY DESCRIPTION (e.g.,village fire department)

NEW YORK CITY DOH&MH TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). 33.250
2

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES 0
DEATHS 0 (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY 0 RESTRICTION 0 (Col. 2)
FROM WORK T (Col. K) RESPIRATORY CONDITIONS
JOB TRANSFER {Col. 3)
OR RESTRICTION 0 AWAY FROM 0 POISONINGS
(Cal. 1) WORK (Col. 4)
SR REORD: 0 (Gol.L) ALL OTHER ILLNESSES
(Col. J.) (Col. 5)

6. CERTIFICATION

| certify that | have examined this docu

nt and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNA

PRINT NAMézgé E 2 Z‘Z A d
/

SH-800.1 (2-03) l




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivaient,

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME
ﬁomwf'SJtWa((_é %/«‘ce

STREET ADDRESS

145 Woith S Fmszl- /294
CITY, STATE, WCODE /U W [aa ,‘3

INDUSTRY DES‘CRIPT!O_}& 9. wllage fire deparlmeni)
L 4

efr‘.gl oJHhs Ment A[ygj-ene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES
TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

35,800

Enter the column totals from the Log of Occupational Injuries and lllnesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
=) INJURIES i
DEATHS (Cal1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY __‘9_ RESTRICTION "5' (Col. 2)
FROM WORK = “(Col.K) RESPIRATORY CONDITIONS >
Ol ——
(Col. 3)
JOB TRANSFER ,_ﬁ_
OR RESTRICTION AWAY FROM ,ﬁ_ POISONINGS ,.@_
(Col. Iy WORK (Col. 4)
OTHER RECORD- - (Col. L)
AR —— ALL OTHER ILLNESSES o
(Col. J.) (Col. 5)

6. CERTIFICATION

SIGNATU

PRINT

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

TITLE % ﬁ 0

/

SH-900.1 (2-03)

6402/4 %&éé/ﬁ/?’ DATE 044267/&0%/
7 7




STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

Divison of Safety and Health

Public Employee Safety and Health

State Office Campus
Building 12, Room 158
Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME Teamsg / HE, S
Human “Roseurces - LabsrRuly Hsns
STREET ADDRESS

125 Werth Stced Km 43D

CITY, STATE, ZIP CODE

New ek NY oD

INDUSTRY DESCRIPTION (e.g.,village fire department)

NYyC et of

o alth €, Mywtal llqn o

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

423\ 2D 5611

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

43

i?TAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

7 250D

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS &)
(Col. G) JOB TRANSFER OR
DAYS AWAY D RESTRICTION O
FROM WORK oK)
(Col. H)
JOB TRANSFER
OR RESTRICTION @) AWAY FROM D
(Col. 1) WORK
OTHER RECORD- O (Col. L)
ABLE CASES
(Col. J.)

INJURIES O

(Cql.1)
SKIN DISORDERS

Col. 2
RESPIRATORY CONDITIONS ( Q )

{cg 3)
POISONINGS

(Col. 4)
ALL OTHER ILLNESSES

(Col. 5)

6. CERTIFICATION

Mbclalo

INGR D ‘Ram LAk wan

SIGNATURE

PRINT NAME

TITLE

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

1€ g GDmthcdnep

e _1|30]0¢

SH-900.1 (2-03) & empbduf: ‘FUYMMJ 'P'!’OM Rm lbl-f-']' 11')\0 QDIQ_JQB%%VJ.S Wl
feom AL B'W tRm 8> 2
Comrma N 1A R uadl



Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access lo the Log (SH 900) or its equivalent,
See B01.35 and instructions for further delails on access provisions for these forms

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
Vitown ot Fordeoiddd S Al
ESTABUSHMENT e k e G't If you don't have accurate figures, see the
\ C .BJ.CMA(WM\A 0{ H‘(’pLU/"\ # lq/l{nj?\ Hq LN instructions on the back of this sheet.
STREET ADDRESS 11

L RS \)\)WMJ\. C—\} ) P EN PN AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

I\J\{JI\H (ov | 1

INDUSTRY DESCRIPTION (e.g..village fire department)
Qb’ bl \;\_@J{jh/\ (Ll ,Fmd{-},wﬂ,j}' TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). ] ¥ ,}S-/
# L

Enter the column totals from the Log of Occupational Injuries and llinesses {SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
] INJURIES O
DEATHS C) {Col.1)
(Col. G) JOB TRANSFER OR , SKIN DISORDERS %
DAYS AWAY O RESTRICTION O (Cal. 2)
FROM WORK s (Col K) RESPIRATORY CONDITIONS y
JOB TRANSFER O (Col. 3)
OR RESTRICTION AWAY FROM O POISONINGS O
(Cal 1) WORK N - (Col. 4)
OTHER RECORD-
s 0 okt ALL OTHER ILLNESSES O
(Col. J) (Col 5)

6. CERTIFICATION

I certify that | have examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
) -
Aeoitf {h
SIGNATURE ( A /\ ;. bl TITLE / U

HRIE il ’C“” [ ande / DATE \ ! rLs /0%

SH-900.1 (2-03)




Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISEIMENTNA @MY‘M&L @7/ Z’Lé-" 1&' //{3 i 42"6 i If you don't have accurate figures, see the
ﬂ/‘q ; t p)) ,k&v Py instructions on the back of this sheet.

STREET ADDRESS

A Wit Nos 74 Qa / 44¢‘L" AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

voklagns N JDoC 40

INDWST, YDESCRIFﬁ'}ON (e.g. \nllagefr rtment /
_’_ i; 9 C J é ‘1 / % g / / a/ (}”WOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS} g é \5? O
/

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category {column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES 3
DEATHS o (Cal1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS O
DAYS AWAY : RESTRICTION D) (Col. 2)
FROM WORK T (Col. K) RESPIRATORY CONDITIONS
al. _
JOB TRANSFER O (el 3)
OR RESTRICTION AWAY FROM ; POISONINGS o
(Col. 1) WORK =2& (Col. 4)
e O (Eal.b) ALL OTHER ILLNESSES Z.
(Col. J.) {Col. 5)

6. CERTIFICATION

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

SIGNATURE /“é’é"-f J St Q_ — B@HD &,_J b., raJ{;D’)/
PRINT NAME /V\C(Qq_/%— Q;(L&@q (U 2 — /t:/-/'b(/'

SH-900.1 (2-03)



Fax:17184767131 Feb 4 2004 12:39 P.04

' Divison of Safety and Health
STATE OF NEW YORK Public Errl;:vlr.'q.fﬁg[ul.-r Safety and Health
DEPARTMENT OF LABOR State Office Campus

Building 12, Reem 158
Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

- All sstablishments covered by PART 801 must complete this summary annually, sven  no cocupatisnal ihjuries or illnesses eccurred during the yaar.

*  Employass, formar amployses, and their representatives have the right to review this form. They also have imited accoss to tha Lag (SH 900) or its equivalent.
i $eo 801.35 and instructions for further details on acoess provisions for thase forms.

" 200%" 1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
. | ESTABLISHMENT NAME o a A eneniin
| PR Recicruny Cuezr Caver - instructions on the back of this sheet.
BTREET ADDRESS

- 10 "Rocicarnay “Bengr Blyd. R 20| AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

| Fae Rocienund MY, 11642 | g

INDUSTRY DESCRIFTION {0.g. Vifage fire department)

i { 3 TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
L NMC DEPRATHENT oF HEALTH £ denTad HVSIEAE,
" | NORTH AMERICAN INDUSTRIAL CLASSIFICATION 2YSTEM (NAICS).
4 Jop

- Enter the column totals from the Log of Occupationa) Injurfes and liineezea (8K 900} for each aategery (¢olurmn labels under each line
* ¢otrespond to the celumns on the Log), If a category has no cases, enter 0. )

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
: INJURIES o
DEATHS (=] - (Col.1)
Cal. B JOB TRANSFER OR SKIN DISORDERS o
DAYS AWAY RESTRICTION o Col. 2)
FROM WORK (D_?H?" Col. K RESPIRATORY GONDITIONS PN
o X e
OB TRANSFER COISONINGE (©Col-3)
OR RESTRICTION /o) AWAY FROM —
{Col. 1) . WORK () (Col. 9
ey o o ©ol by ALL OTHER ILLNESSES o
{Cal. J) ©ol. 5

8. CERTIFICATION

t cirﬂfy that | have examined this document and that % the best of my knowledge the entries are true, accurate, and complets.

SIGNATURE : TITLE cunNIice MANAG G-

PRINT NAME uZ CRISMALY DATE DI-30— 26D Y

SH-800.1 (2-03)




Fak:17184767131 Feh 4 2004 12:37 P.02

* STATE OF NEW YORK Divison of Safety and Health
DEPARTMENT OF LABOR gﬂcﬁg%ﬁﬁ;&w and real
Building 12, Room 158
Albany, NY 12240
SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-800.1

_ AB ecmablishmenta covered by PART 801 must eamplete thiz summary annually. even i no sceupational injuries or illnasses occurred during the year.

* Erployees, former employees, and their representatives have the right to review this form. They also have limitad acooss to the Log (SH 800) or its equivalent.
| See 801.35 and instructions for further details on accesa provisiona for these forms.

* 200% 1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME : If you don't have accurats figures, see the
ggggtlg au%-r AEITER ingtructions on the baek of this eheat.
+ | STREET ADDRESS ' .
2. 33 ~Jduncn ond Bl vd . and FIGD ¥ AVERAGE NUMBER OF EMPLOYEES
eIy, STATE, 2IP COPE
| Taciecoss (g, MY (1372 - 3
INDUSTRY DESCRIPTION (s.9..village fire departmant)
Ve of 2 TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

93 #HLE

_ Enter the column totals from the Log of Oceupational Injuries and linesses (SH 800) for each category (cohimn | bel der each line
. eomespond to the columns on the Log). If a category has no cases, enter "0."
3. NUMBER OF CASES 4. NUMBER, OF DAYS ' &, INJURIES AND ILLNESS TYPES
INJURIES |
DEATHS D (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS _o
DAYS AWAY RESTRIGTION O (Col.2)
FROM WORK _(c‘éT ©ol. By RESFIRATORY CONDITIONS
JOB TRANSFER D EC— Eel.3)
OR RESTRICTION AWAY FROM 1 o)
Col. 1) WORK 53 (Col. 8
OTHER RECORD- [ ol L) ALL OTHER ILLNESSES
(Col. 4) ©Col. B
6. CERTIFICATION
1 certify that | have examined this document and that to the bast of my kmewlsdgs the entries are frue, accurate, and complete,
SIGNATURE TITLE cuimie MeE&
PRINT NAME M2 e \SMALy DATE 1\'250‘0&‘:

SH-800.1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

e i If you don't have accurate figures, see the

H un) A M QE&BUR—CES — W E(P U instructions on the back of this sheet.

STREET ADDRESS

3 L'L lo (\B rmd-ﬂl-bm‘ (Qm q D % AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

New Jerk '\lj 10D 5

INDUSTRY DESCRIPTION (e.g..village fire department)

\\5.3 (L. D 943‘)( P(QD.H.'EA., é‘ MWM {J‘*‘l 0{{ . TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN UNDUST%AL CLASSIFICATION SYSTEM (NAICS). A -~ 6D

922120 _ Sl

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter “0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES |
DEATHS O (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS 0
DAYS AWAY \ RESTRICTION (P (Col. 2)
FROM WORK i “(Col.K) RESPIRATORY CONDITIONS D
JOB TRANSFER (el
OR RESTRICTION ] AWAY FROM POISONINGS b
(Col. 1) WORK D ~(Col.4)
OTHER RECORD- (Col. L)
SBLE Cascs [») ALL OTHER ILLNESSES
(Col. J.) (Col. 5

6. CERTIFICATION

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

SIGNATURE %LIO.MLM TVTLE "rlcéq% QM_P\:Q.LLQL \nSFQd'ﬂ{

PRNTNAME  INGR 1D RamMmLA AN DATE ___\ \ %0 l oY
1 1

SH-800.1 (2-03)



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

RR S HENERTNEME = . i i If you don't have accurate figures, see the
ﬂﬂf yéa LL Cj’/ éfY)‘ﬂf?M 71 Ce b/—é D/S ease instructions on the back of this sheet.
STREET ADDRESS v .-
, o < g
/25 Wor/h Strect Ry ’.,215@, 26D
CITY, STATE, ZIP CODE
New vk, VY oo/ é6

INDUSTRY DESCRIPTION (e.g..village fire depan?nl}

/1/}/(? ﬂé’ 7 ]Z ) 4 ; # /;,f/ /;)L %/%AM/’/ 99 Y 410TAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). / / ? O {/-y 8 /(,}.5
: ra

AVERAGE NUMBER OF EMPLOYEES

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES
DEATHS 0 (Col1)
(Col. G) JOB TRANSFER OR N SKIN DISORDERS
DAYS AWAY RESTRICTION 7/ (Col. 2)
FROM WORK (C(QI m (Col. K) RESPIRATORY CONDITIONS 7
0ol. —
Col. 3)
JOB TRANSFER (
OR RESTRICTION 0 AWAY FROM 0 POISONINGS 4
(Cal. 1) WORK (Col. 4)
OTHER RECORD- (Col. 1)
TR E phSEe ) ALL OTHER ILLNESSES
(Col. J.) (Col. 5)

6. CERTIFICATION

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

] ~
'

Do /(/ - . | . ; | -
SIGNATURE ( - TITLE BE T

T Ny
T VN S e DATE ;/ 7/ i d

SH-900.1 (2-03)



Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900 or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTAB‘LIISHMENT TR NL?JC ’-? OHM H - If you don't have accurate figures, see the
Pelicy, + T Lax TR N 2 instructions on the back of this sheet.
STREET ADDRESS o
/ T ; o s

1o Woertle Slreet ;K vl - —_— AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE

Mew Merle, nY  Jep/3 /]
INDUSTRY DESCRIPTION (e.g.,village fire department)

Leandtl. De . A 2 TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

A7, Lo
/ I

Enter the column totals from the Log of Occupational Injuries and llinesses {SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4, NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES 3
DEATHS a‘ (Col.1)
(Cal. G) JOB TRANSFER OR SKIN DISORDERS (&)
DAYS AWAY o RESTRICTION &3 (Col. 2)
FROM WORK e (Col. K) RESPIRATORY CONDITIONS >
0l —
JOB TRANSFER (Col. 3)
OR RESTRICTION & AWAY FROM o POISONINGS &
(Col. 1) WORK _ e (Col. 4)
OTHER RECORD- (Col. L) 3
kit (] ALL OTHER ILLNESSES
(Col. J) (Col. 5)

6. CERTIFICATION

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

SIGNATURE 7)&:—’1@&7 p et s TITLE =177
RRINTNANE DobseE = Cvpes DATE f/7/0 L

SH-900.1 (2-03)



Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1
All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

EBTARLISHMENT NAME . Ifyou don't have accurate figures, see the

?’{P@{%ﬁw/%bn ‘.c‘loffﬁa&f ﬂt\eum%an 74'(7//')’15.4 <V-ratsm|  instructions on the back of this sheet.

STREET ADDRESS

/A4S /(_)09—% Sol s/~ ., Lo 3 Y AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
/b

A rooklin, N N loos3

INDUSTRY DES/CRIP'TION (e.g.,village fire department)

NYC  Repusstwent of Heath /) Hlonte! %ﬁiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). (Q é’ é & ?
J U

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Inter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
:orrespond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES ( )
DEATHS O (Col1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (Col. 2)
FROM WORK _0 RESPIRATORY CONDITIONS
(Col. H) (Gel.15) —O_
JOB TRANSFER 0 (Cal, 3)
OR RESTRICTION AWAY FROM POISONINGS ({ 2
{Col. 1) WORK ( 2 (Cal. 4)
gﬂfg PEORD: ( ) {GolL] ALL OTHER ILLNESSES
(Col. J.) (Col. 5

6. CERTIFICATION

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

PRINT NAME (7%& 4 %)/{;7% DATE S ~i2~oF

4-900.1 (2-03)



STATE OF NEW YORK
" DEPARTMENT OF LABOR

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158 .

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1
All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or llinesses occurred during the year.

Employees, former employees, and their representatives have the right o review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

I3 /
T N Mol 7
ESTABLISHMENT NAME Do jsiev op £pide /i If you don't have accurate figures, see the

: Juavelle Ep.- . SLeste,) instructions on the back of this sheet.
| sTReet ADDRESS

12 5 4/on 77 ’()7-/?' Ca'/f Ras Lol eod doo 3t AVERAGE NUMBER OF EMPLOYEES
A—A

CITY, STATE, ZIP CODE

WS W 10U emd vl o
INDUSTRY D&#SCRIPTION (e.g:\rillaga fire department) '

3 ~ 4 / 74. ~| TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM {NAICS). / J J‘ Y oD
7

Enter the column totals from the Log of Occupational Injuries and liinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter “0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES O
DEATHS ! 2 (Col.1)
(Col. G) SKIN DISORDERS
DAYS AWAY s RO (0] (Col.2)
FROM WORK —O—(cm v (Col. K) RESPIRATORY CONDITIONS 1)
JOB TRANSFER 0 (Col. 3)
OR RESTRICTION JOB TRANSFER OR POISONINGS )
. (Col.}) RESTRICTION Q (Col. 4)
OTHER RECORD- (Cal. L) HEARING LOSS o
ABLE CASES Gl
(Col. J) (ool
ALL OTHER ILLNESSES
(Col. 6}

6. CERTIFICATION

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

?gg//ﬂ"-’“ TITLE D/?‘/FZ
N E/ﬂ/f/};/( DATE 3 -//—p s~

SIGNATURE

PRINT NAM
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STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED .

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if na occupational injuries or illnesses occurred during the year,

Employees, former employees, and their representatives have the ri
See 801.35 and instructions far further details on access pravisions for these forms.

ght to review this form, They also have limited access to the Log (SH 900) or its equivalent.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

. Do Ut ok f B 2

STREET ADDRESS

270 Lok fuime Ext B Ve

CiTY, STATE, ZIP CODE

Bkl N /120/

INDUSTRY DESCRIPYION (e.g. village fire department)

NYC Degk of Healh e Monkel %fm 0

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS),

If you don't have accurale figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES
TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

G 7 e

Enter the column totals from the Log of Occupational Injuries and lilnesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a categery has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
. INJURIES I

DEATHS 0 . (CoL1)

(Col. G) JOB TRANSFER OR 0 SKIN DISORDERS
DAYS AWAY 1 RESTRICTION (Col. 2)
FROM WORK “(CoLK) RESPIRATORY CONDITIONS

(Col. H) S
JOB TRANSFER {Cat3)
OR RESTRICTION AWAY FROM POISONINGS

(T WORK (Col. 4)
OTHER RECORD- (Col. L)
SRLE Gieb ALL OTHER ILLNESSES

(Col. J)) (Col. 5)

6. CERTIFICATION

SIGNATURE OLam:/ff ; &Vﬂjﬁ

TITLE

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

I
PRINT NAME 7\;,{;{/ T,« d}zgv&g{ DATE /J’Zﬁf"é 3

Coutn [l Moren,.

SH-900.1 (2-03)



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
QEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

51'(:;@"{: PeJ eLement If you don't have accurate figures, see the
8 Temwit Nee instructions on the back of this sheet.

ESTABLISHMENT NAME

HuMpANd RESoURLES-

STREET ADDRESS
Al Br QO_MO_«.! Rm ot 02 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE - %
Ned Yere N Y 1D O\ ]

INDUSTRY DESCRIPTION (e.g.,village fire department)

N 8 ¢C D Q,p’\’ 8 HQO—M*-Q\ MQAJTO.Q {‘L‘-[QI‘M__TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
X

NORTH AMERICAN INDUSHRIAL CLASSIFICATION SYSTEM (NAICS). t 9 25 D
4

QA 3120 i 1}

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 800) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES O
DEATHS D (Col1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY \ RESTRICTION O (Col. 2)
FROM WORK — (Col. ) RESPIRATORY CONDITIONS \
JOB TRANSFER {Col 3)
OR RESTRICTION O AWAY FROM POISONINGS O
) (Col 1) WORK (Col. 4)
THER RECORD-
e D (Bal ) ALL OTHER ILLNESSES O
(Col. J) (Col. 5)

6. CERTIFICATION

| certify that | have examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
@@QJJL toMpCtu._ TITLE A< g Comuphg_-.@__ (nsa::_ec_rlxr
INGR D RAMLA ke wrd DATE ' \55}0%
1 -
sH-900.1 2039 %  Q &’M“P \Dd e S OoaL pﬁfm,ﬂ.l‘\‘j q) 2% L el at Rm 10 L7}

SIGNATURE

PRINT NAME




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Heaith
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENTNAME  EN U IRDN MENTRL HEALTH
PREST o TR DL ~ SOMBACA . - o -

STREET ADDRESS o

[A0-3Y Queens Blvd Rm ~20

CITY, STATE, ZIP CODE

New Nor/K | Aew ook )15

INDUSTRY DESCRIPTION (e.g. village fire department]

NYC - %)rﬁ el 8§ Maontol lﬁfjlm

NORTH AMERICAN INDUSTRUAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

40

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

09980

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES ‘ 2
DEATHS @ (Col1
(Col. G) JOB TRANSFER OR SKIN DISORDERS - l
DAYS AWAY | RESTRICTION (Col. 2)
FROM WORK RESPIRATORY CONDITIONS
(Col. H) . ’T{%
JOB TRANSFER :
OR RESTRICTION ( 2 AWAY FROM POISONINGS ( 2
(Col. 1) WORK (Col. 4)
OTHER RECORD- (Col. L)
ABLE GASES ALL OTHER ILLNESSES 0
(Col. J)) (Col. 5)

6. CERTIFICATION

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

SIGNATURE _% ._!(./ "UZ:;:X A A~ TITLE Opﬂlﬂ. /}7(}. r'lClC}é’,/{

PRINT NAMEEDGJ b(j){‘f,‘_ h h-BCLC‘,C’) N pate _|— AN -0%/

3H-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

Bodod, thoct Lonler

H4€5 Throop Huenué, Qrdf

Brooklun N Y

| ) 2> j
INDUSTRY DESCRIPTION (eg)village fire departrrienth

Dod vy Choct Condn

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

) Cﬂr AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

£ 45

Enter the column totals from the Log of Occupational Injuries and lllnesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4, NUMBER OF DA~S

DEATHS

(Col. G) JOB TRANSFER OR 0
DAYS AWAY ‘ RESTRICTION

(Col. H}
JOB TRANSFER 0
OR RESTRICTION AWAY FROM

(Cal. 1) WORK 7 2
OTHER RECORD- | (Col. L)
ABLE CASES

(Col. J)

INJURIES a
(CoL1
(CT&'

SKIN DISORDERS

RESPIRATORY CONDITIONS

POISONINGS
(Col. 4)
ALL OTHER ILLNESSES ( 2
(Col. 5)

6. CERTIFICATION

SIGNATURE CAN\A—'?-/ Lk] LM?
PRINT NAME O(,W\(\ 1 \0; | \f fon S

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

RN (Peom )

DATE \

</o

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

Diviscn of Safety and Health
Public Employee Safely and Health
State Office Campus

Building 12, Room 138

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employess, former employses, and their representatives have the right to review this form. They also have limited access to the Log (SH 800} or its equivalent

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

steu g

ESTABLL™

jggg fw\kwék» Sﬂuj
A S

& i "\. g
Iy TS i
CITY STATE, ZIP CODE

-

."*.r..-’
VNN

\[ q o 's. SR
1]\\,;.;:\) "\J. N \[\ ‘;_:)
INDUSTRY DESCRIPTION (e.g. vliiage fire department)
1*~1-kﬁ l \\~ \vl‘ﬂlﬁ P

o s 'R . ]
s, ‘i"\ \ \\ﬁ “SF S \4‘\% AN '\“’5'\
NORTH !\MEF{[CAN INDUSTRIAL CLASSIFICATION SYSTEM {NNCS)

Vv VOO S 5 1050

{ .
e\ LRRUANT a\f."-;__!l": K

If you don’t have accurale figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

A

TOTAL HOURE WORKED BY ALL EMPLOYEES LAST YEAR

26020

Enter the column totals from the Log of Occupational Injuries and Ilinesses (SH 900) for each category (column labels under each line

carrespond to the columns on the Log). If a category has no cases, enter "o

3. NUMBER OF C*€=°7 4. NUMBER OF DAYS
)
DEATHS &
(Col. G) JOB TRANSFER OR ,
DAYS AWAY - RESTRICTION {2
FROM WORK i) oK
(Col. H)
JOB TRANSFER
OR RESTRICTION (3 AWAY FROM -
(Col. 1) WORK i/
OTHER RECORD- - (Col. L)
ol e i . I\_,J'
=t dy

“M0|LLNESS TYPES

INJURIES {
(Cal.1)
SKIN DISORDERS i
(Col. 2
RESPIRATORY CONDITIONS -
i G
(Col. 3)

POISONINGS s

ALL OTHER ILLNESSES

6. CERTIFICATION

e

£

S T VR
A L3 AEaL ;";ﬁ £ i (/
/)

i

;» 3..—','_‘:\‘;’5.-,.4-;? -LI ;": I

K

L
v
¥

SIGNATURE TITLE

PRINT NAME { DATE

L s ! d

| cerlify that | have exarn:ned this document and that to the best of my knowledge the eniries are true, accurate, and complate.

SH-900.1 (2-03)




Divison of Safety,and Health
mJE‘DEm:ELoW} e’Safety and Health
State Office Campus e

e Fi=

JN WC RELATED -

““* " INJURIES AND ILLNESSES -
FORM SH-500.1 +¢ s

All establishments covered by PART 801 must complete this surnu;u’lry annually, even if no occupational injuries or illnesses occurred during the year, I

TR __""". s A £
SUMMARY OF. WORK

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log ‘(SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms. :

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
RETABLIEEMEN] NfM E & If you don't have accurate figures, see the
ODQX‘(‘XAH: SN — %DQ)S\""\ (Dﬁ o instructions on the back of this sheet.
STREET ADDRESS \ d

¢ |
.\ & (OJJ\ W@ | AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Na< oM AN \\’%ﬁg/ _ o4

INDUSTRY DESCRIPTION (e.g. village fire department)

WWE Do O\ b& A @ /\)'j'\ w‘\xemx‘_a\ \Lu D TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
. K = )

NORTH AMERICAN INDUSTRIAL CLAS. . i: 11k e &4 0 1EM (NAICS). A 5 ? 3 C‘
5
F-tar the column totals from the Log of Occupational Injuries and lunesses («.. 277 T-r each category {column labels under each line '
correspond to the columns on the Log). If a category has no cases, enter "0."
3. ~= CASES 4. NUMBER OF DAYS ! 5. INJURIES AND ILLNESS TYPES
i l
DEATHS _O (o)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY \ RESTRICTION O (Col. 2)
FROM WORK AU Np— i~nl K) RESPIRATORY CONDITIONS
“(Col. H) N ""(T:%‘
JOB TRANSFER i
OR RESTRICTION _9__ _ AWAY FROM POISONINGS Q
(Cot. 1. WORK ; (Col. 4)
OTHERREC .- . {Col. L) ‘
ey O . ALL OTHER ILLNESSES 0
(Col. 5)
1 ,
( |

6. CERTIFICATION

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

ﬂu& i

.. | SGNATURE

PRINT NAME _




STATE OF NEW YORK b
DEPARTMENT OF LABOR

Dlwson of Safety and Heallh

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED ' 5

INJURIES AND ILLNESSES

FORM SH-900.1

Al establishments covered by PART 801 must complate this sumrhary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees,
See 801.35 and instructions for further details on access provisions for these forms.

former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

O oot

oS — LOD-BCS%-”{P (mme
STREET ADDRESS = ek

9.0 STPA Sheeed

CITY, STATE, ZIP CODE

Woddende . W1l

INDUSTRY DESCRIPTION (e.g.,village fire department)

M(\ \‘}PED\- -5¢ Q\-@Q\ \SA\WM‘%M\TRA \L"\mw

f\MERICAN‘!NDUSTRlAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

13252

= “.r the column totals from the Log of Occupational Injuries and lilnesses (SH 900) for each category {colw

“ 15 the columns on the Log). If a category has no cases, enter "0."

inbels under each line

3. NUMBER OF CASES 4, NUMBER OF DAYS

. .NESS TYPES

i

DEATHS , .

(Col. G} JOB TRANSFER OR O
. g l RESTRICTION
e dORK (Col. K)

(Col. H)

JOB TRANSFER

OR RESTRICTION __O | Away FROM L{ ?
(c

OTHER RECORD- O (Cal. L)

ABLE CASES s
gt o)

INJURIES

SKIN DISORDERS

“(Cal.2)
RESPIRATORY CONDITIONS
(Col 3)
ToaNMINGS
(Col. 4)

ALL OTHER ILLNESSES

O

.. 5)

6. CERTIFICATION

| certify that | hayergx
/ j ~/]
L 414
SIGNATURE A

PRINT NAME Oﬂmh \t"{(ho A—bﬁ

TITLE

DATE r?‘/ 3 7/0 ‘j’/

ined this document and that to the best of my knowledge the entries are lrue, accurate, and complete.

%

SH-800.1 (2-03)




STATE OF NEW YORK .
DEPARTMENT OF LABOR

Divison of Safety and Health
‘Public Employee Safety and Health
“State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES

FORM SH-900.1

All establishments covered by PART 801 must complete this sumfnary annually, even if no accupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log.[SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

Ooe cormens -

(acmohics
STREET ADDRESS

\2S Wocdt Shreed

;Q)n\ . L83

CITY, STATE, ZIP CODE

- QQAQ\'\DF\ﬂ .\\5\3\ \HO\R

INDUSTRY DESCRIPTION (e.g. village fire department)

W C \ﬁOnE\—\ s> \Ar@cu\\_-l\v\\‘\@wkg_}\ Q%c‘lj. AP

—d

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

A

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

"I/OOD

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category {co

correspond to the colur.. ™7 the Log). If a category has no cases, enter "0."

~daoreach line

) ]
3, NUMBER OF CASES 4. NUMBER OF DAYT 5. INJURIES AND .. . _ "~ TYPES
INJURIES 2
DEATHS (Ccl.y)
(Col. G) JOB TRANSFER OR SK °"PDERS P5)
DAYS AWAY RESTRICTION (Cal. 2)
FROM WORK CorK RESPIRATORY CONDITIONS
(Col. H) (CaLH9 & &)
1OB TRANSFER (Gel.3)
i B SRR POISONINGS 0
{Col. WORK o (Col. 4)
UTHER RECORD- Col. L . :
aUER iy D) (Gal. L #'' OTHER ILLNESSES O
(Col. J) (Col. £

6. CERTIFICATION

| certify that | have ex mined this documen

SIGNATURE Q&,{, L A}l M{;
cAwksﬂLfnL /(M(‘i f

PRINT NAME

TITLE

DATE Q-'/E?-'?/O‘/

and that to the best of my knowledge the entries are true, accurate, and complete.

P

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

ivison of Safety and Health
Public Employee Safety and Health
State Office Campus
Building 12, Room 158
Albany, NY 12240

SUMMARY OF WORK-RELATED | .

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this sumrhary annually, even if no occupational injuries or illnesses occurred during the year,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

OoeaMers - M.A—emu-{m -r'?r%h\peri.j

STREEST ADDRESS

D) aSen e e $2~{_r~ee;\-, VK™ Eloor

CITY, STATE, ZIP CODE

A)2 a0 \’.\;\r LH VOOV

INDUSTRY DESCRIPTION (elg. village fire depariment)

\J{(‘\\\PD&Y‘Q&: \l\ﬁaz\&\w "kx ‘J\qk \E!r’c)\a\\{’m@

NORTH AVERIGAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). s

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

2 (0)319'0 |

Enter the column totals from the Log of Occu; 77l Injuries and llinesses (SH 900) for each category {column labeis under each line

1o

correspond to the columns on the Log). ifaca.cy- .,

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS

[ @

(Col. G)
DAYS AWAY T o
FROM WORK o CCa K
(Col. H)
JOB TRANSFER
OR RESTRICTI™™ O AWAY FROM
{Col. | WORK 9]
OTHER RECOF (Col. )
ABLE CASES 0 -
(Cal. 4.}

INJURIES O
frean
SKIN DISORDEF - Q
(Col. 2)
RESFIRATORY CONDITIONS £)
(Col. 3)
POISONINGS D)
(Cal. 4}

O

s ATHE ) L NESSES

(Cal. 5)

6. CERTIFICATION

| certify that ﬁe ﬁamined this document and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE — %uﬂ% %J:’ [JM TITLE P Aﬂ

v : 5
PRINT NAME ﬂ/&r‘;\ g /Z il oate _ 2127 /0‘/

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTME!NT OF LAROR,

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus
Building 12, Room 158
Albany, NY 12240

All establishments covered by PART 801 must complete this sumr}\ary annually, even if no occupational injuries or illnesses occurred during the year,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log {SH.900) or its equivalent,

See 801.35 and insiructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

Omrcé:t%—r\s; -

STREETWDDRESS

0S Wocrh Theec

CITY, STATE, ZIP CODE !

Ve S Medl . WY 1803

INDUSTRY DESCRIPTION (¢'g..village fire department)

OMC Do S Woallh o !‘&&-Ae/\ ﬁcﬂg‘«@nﬁ

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

i

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

L 2DUSO

Enter the columr *~tals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to th - Log). If a category has no cases, enter "0."

3. NUMBER GF CASES 4, NUMBER OF DAYS 5. INJURIES AND ILLNESS ]
1o e o
DEATHS _& (Col 1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (Col. 2)
FROM WORK O (Cal. K) RESPIRATORY CONDITIONS
(Col. H) o)
JOB TRANSFER - "
OR RESTRICTION O AWAY FROM PQISONINGS O
(Cal. 1) WORK ) O (Col. 4)
el ' T ALL OTHER ILLNESSES
h (Col. (Col. 5)

6. CERTIFICATION

SIGNATURE /) Lgu ﬁ 0| M,Lu_.@
e i ]

TITLE

DATE

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

/7
59'./ el 7&’_ 4

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-8060.1
All establishments covered by PART 801 must complete this sumtﬁary annually, even if no occupational injuries or illnesses occurred du ring the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900} ar its equivalent,
Sea 801.35 and insirucions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
| ESTABLISHMENT NAME

¢ If you don't have accurate figures, see the
‘D_gm__ Q\G Nl{ DCQ mJL—\ B instructions on the back of this sheet.
STREET ADDRESS '
<< \<c§6‘ Q-\M—nwt 5 V_n\ .07 ' AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIF CODE

Nz Yok AN vo0tl 4o

INDUSTRY DESCRIPTION (e g.village fire department)

\\'\\-\,C lh, B¥ N \_‘_mi‘\,!\ WM-GBA‘@/( M 4 l&ht‘; TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAI!Q INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). _r-l GD Sk‘ q

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels u:
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS ' 5. INJURIES AND ILLNESS TYPES
e 3
DEATHS &, )
192 TRANSFER OR SKiN DISORDERS
DAYS AWA" 3 PFES AL TG O {Col. 2)
FROMWORIC T(Col.K) RESPIRATORY CONDITIONS
(Col. H) Sal.K) %
JOB TRANSFER 2
OR RESTRICTION O AWAY FROM POISONINGS ( }
(Col ) WORK __Is/ o3
OTHER RECORD- et
ABIE CASES B O ALL OTHER ILLNESSES _L

( (Col. 5)

6. CERTIFICATION

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

SIGNATURE /) M { :J N aébu,p TITLE /’/}/d
PRINT NAME (/)14 . Q..L, ~E. A/é/ — 9,/_}7/0,/

SH-900.1 (2-03)




Divison of Safety and Health

Public Employee Safety and Health
tata Cffice Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this sumrhary annually, even if no occupational injuries or illnesses occurrad during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME If you don't have accurate figures, see the

. OQQE_O\S\—\\ TS ﬂ\th)}'YC-\b\,g‘}l:\&y\ QM(-* _ instructions on the back of this sheet.

STREET ADDRESS

2 s Y e 'i\ Cu-\d A_ SO, AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ™ -

%COB\CLL 1A M\l \\298\ . \5

INDUSTRY DESCRIPTION (e.g. village fire department)

G‘Q‘( Qh@g\- _ 'DSS %5\\‘\'2\ ‘\’N\P M %6“ o O TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

A)
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).
2\,300

Enter the colurmnn totals from the Log of Occupational Injuries and liinesses (SH 800) for each category {column labels under each line
© .o 1 5 eateqory has no cases, enter "0."

R ;
3. NUMBER OF CASES 4. NUMBER Q¢ Dni3 G Bt e b s il 50
INJURIES _O_
MEATHS wo e (Col1)
WA + semennoT OR SKIN DISORDERS ( 2
OAYS AWAY RESTRIC T o g ] (Cal. 2)
FROM WORK _{CQ1 = (Col. K) RESPIRATORY CONDITIONS
0l.
JOB TRANSFER (goi. 3
OR RESTRICTION [ AWAY FROM POl SeRUE 3= D
Ean | woRK _CO_._ (Col. 4)
.~CORD- (Cal. L)
i @ ALL OTHER ILLNESSES i,
_ (Col. J (edl. 3

6. CERTIFICATION

| certify that | hafe)lamined this document and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE m 0 p Mp TITLE PA)‘Q
PRINT NAME pﬁﬁ‘)’k ol /% rii/ DATE q‘lél'ﬁfﬂ‘/

SH-900.1 (2-03)




.

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

Divison of Safety and Health

Public Employee Safety and Health
State Oifice Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses accurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

(‘\ \\{ ‘:—‘(v -" '...”“i“'\ n

\:\(Xm;\ﬁ\‘-%‘f&:’("ﬁ Pai / T Wain | t-'rh{;.‘#.

STREET ADDPESS 1

& | p | ™ S s
oy \\{ f.':’lf\(\ %\f\(i{" £ "'\};\x\r\ \ 3l & 10 .:)(:1

Ch

CITY, STATE, ZIP CODE

; e, Y . . -‘_. i '\-‘-; o
\\\-N—-'\./\\; ™ '::\: J’\(_ \‘ \1\ J\\\ E W D \l,)

INDUSTRY DESCRIPTION (e.g..village fire department)

Ay 154 EL\ Vi A i L\ =
o \‘\\\“}. o L&‘ i Rea il‘\‘r‘l‘J\ = \\“ N .“hr_{'l."f:,‘)\ \.‘l(—"l a.c-d

NORTH AMERIéAN INDUSTRIAL CLASSIFICATION SYSTEM (NP\lCé)‘;J

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

_ R Qs0

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter “0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS

DEATHS
(Col.G JOB TRANSFER OR

DAYS AWAY - RESTRICTION D

FROM WORK C “ColLK)
(Col. H)

JOB TRANSFER .

OR RESTRICTION @) AWAY F7 ™V ~
(Col. 1) WORK B

OTHER RECORD- —~ (Col. L)

171 E CASES —_) '
outba}

INJURIES O
(Col.1)
SKIN DISORDERS 0 .
RESPIRATORY CONDITIONS D
{Col. 3)
POISONINGS
(Col. 4)

ALL OTHER ILL™"77RES

6. CERTIFICATION

i

. % 1 ~

SIGNATURE ; i
S

~ / i . ’ f
PRINT NAME (j /\ r @;{;,\Q /-Hl) |

TITLE

DATE

| certify that | r)a.\fe examined this document and that to the best of my knowledge the enlries are true, accurate, and complete.
AT / -

UL
/

/
2/27/04

SH-900.1 (2-03)




Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATC OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTRBLISHME l‘ e If you don't have accurate figures, see the

Q\.\,th\.ﬁk& C,Q\_w Q& instructions on the back of this sheet.

STREET ADDRESS
1-}‘& fl

N \N&LL\/\MLM E AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE / &2
aueh NN 1030

\R
INDUSTRY DESCRIPTION (e.g. wllage ire department)

NYC oot of Heo e e Wﬂud’o.\ &Lﬁl&iom. HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). X ‘ ﬁ

—

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES ‘E&
DEATHS (Col.
(Col 6) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (o
FROM WORK (c 42 “Col.K)_ RESPIRATORY CONDITIONS
o]
JOB TRANSFER (Col.2)
OR RESTRICTION AWAY FROM POISONINGS
(Col ) WORK )
OTHER RECORD- (8. 1) _
ROLE CASEs gé ALL OTHER ILLNESSES j
(Col. 9.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE lk\.ﬂ/\}\&-ﬁ- @QL’LW TITLE D A3
PRINT NAME \M QV\d\{O\ &lﬂ)m e |l & 50/0&

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

STREET ADDRESS “onYrEaol
. LoSo ve the S\ 213t F
CITY, STATE, ZIP CODE
J \ /
/,r b R 3 ‘\. Qi X Y )/ / 0 e (

INDUSTRY DESCRIPTION (e.g.,village fire department)

NORTH AMERICAN INDUSTRIAL Eb\ssmcmou SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

N

NYC Dopt § Healdd €1 MQ»L'JF al {L‘HMJEOTA" HOURS WORKED BY AL'L EMPLOYEES LAST YEAR

Y, ’

Yt D &0

Enter the column totals from the Log of Occupational Injuries and llinesses {(SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4, NUMBER OF DAYS
DEATHS s
(Col. G) JOB TRANSFER OR =
DAYS AWAY - RESTRICTION -,
FROM WORK - (Col K
(Col. H)
JOB TRANSFER e ‘
OR RESTRICTION ( AWAY FROM 2
(Col. 1) WORK -
OTHER RECORD- -~ (Col. L)
ABLE CASES = el
(Col. J.)

5. INJURIES AND ILLNESS TYPES
INJURIES €
(Col.1)
SKIN DISORDERS
(Col. 2)
RESPIRATORY CONDITIONS O
{Col. 3)
POISONINGS -,
(Col. 4)
ALL OTHER ILLNESSES ©
(Col. 5)

6. CERTIFICATION

HERT  Rm Lacuny

SIGNATURE

PRINT NAME

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

Hcasmlam Compliuce I

\ Iso

)

;,oecsfa*/

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 800) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME (. \+p oL W06 0 Moo X W ca Mk e

\eyk L T T i 0
Menal \\“l‘_l\(\( SRt o Fevicanacdal WSty Rewe

STREET ADDRESS

35 3 Weoadoao WHhSea cwnB s

CITY, STATE, ZIP CODE Z A

Rafi Ml BN \eC. 67

INDUSTRY DESCRIPTION (e.g.,village fire department)

XA \u A ETQInNe \\BV

NORTH AMERTCAN IIQDUSTR[AL CLASSIFICATION SYSTEM (NAICS).

~ Ifyou don't have accurate figures, see the
..« instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

\ A

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

o

|"-' 1
-
H iy - ) .,
[ i oA

|
oo I -3
F

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) .for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS )
(Col. G) JOB TRANSFER OR _
DAYS AWAY ( RESTRICTION O
FROM WORK ol
(Col. H)
JOB TRANSFER -
OR RESTRICTION C AWAY FROM <
(Col. ) WORK L&
OTHER RECORD- . (Col. L)
ABLE CASES _
(Col. J.)

INJURIES l
(Col.1)
O
(Col. 2)
',
(Col. 3)
O
(Col. 4)
£

—_——

(Col. 5)

SKIN DISORDERS

RESPIRATORY CONDITIONS

POISONINGS

ALL OTHER ILLNESSES

6. CERTIFICATION

i

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

SIGNATURE ’A“/L-'"’[ TITLE -;\f’s:' 3 AN ey rnan T S ey Ta-
b
PRINT NAME Sl 8 \..v\ b DATE 2s [ 1
SH-900.1 (2-03)

Post unley: 4-35- 3004

DO T LeEMWVE




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1
All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900} or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ISHMENT NAME ,
ESTABLISHM 3 (1 - If you don't have accurate figures, see the
BLL(QQ.\'.L D g ’I_B Cﬁﬂ'h’bl i \m+m‘ O(gjﬂ’[ C_L instructions on the back of this sheet.
STREET ADDRESS f
AR5 Proadwey , KRAnt [ ov AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
b 4 — of Fi J

INDUSTRY DESCR!PT!ON (e.g.,village fire department)

Neg C D _()JD{' of Hml\l&_ é: (ﬂ ontol Cl-Lt{q‘ @ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

STANDARD INDUSTRLP“_ CLASSIFICATION (SIC), IF KNOWN ' 57 5 )
' =
4

Enter the column totals from the Log of Occupational Injuries and lllnesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter 0.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
5 INJURIES b2,
DEATHS ) (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS s
DAYS AWAY 0O RESTRICTION o (Cal. 2)
FROM WORK {w_‘m (Col. K) RESPIRATORY CONDITIONS :
JOB TRANSFER . {Col. 3)
OR RESTRICTION - AWAY FROM A POISONINGS C
(Col. 1) WORK L (Col. 4)
OTHER RECORD- ) (Col. L) :
T A { ALL OTHER ILLNESSES 0
(Col. J)) (Col. 5)

6. CERTIFICATION

SIGNATURE

2 |4

,((h x W ,{:T "II. {./ ¢

PRINT NAME

LA LA

th_j p |
!’L me{ 'L‘J‘V_;{,V_}k}_é "_',' N

TITLE

DATE

J P

¥ /L./__ .{,rf i1

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

J

J.IJ: /x Z; / 4
/]

‘-,~,4_.’. {:" / 20 0 YV

el Lihe e

SH-900.1 (12-02)




STATE OF NEW YORK
DEPARTMENT OF LABOR

e

L

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

Divison of Safety and Health
Public Employee Safety and Healt
State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

- 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME
DoUMH CAU_CUNTER
STREET ADDRESS

Un Woert SreeeT fm (LD

CITY, STATE, ZIP CODE

New York Ny (0013

INDUSTRY DESCRIPTION (e.g. wllage fire deparlment)

NYC Hearth DeEfreT HENT

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

47

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEA

5¢, €00 houes

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter “0."

Porcelod .

PRINT NAME {2, me__,\;:} ks HQ‘@- AT

SIGNATURE

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES 2

DEATHS ( 2 {Col.1)
(Col. G) JOB TRANSFER OR _SKIN DISORDERS

DAYS AWAY < RESTRICTION 0 (Col. 2)

FROM WORK “(Col.K) RESPIRATORY CONDITIONS 0
(Col. H) Gl 3

JOB TRANSFER o OI

OR RESTRICTION AWAY FROM 9 POISONINGS
(Col. 1) WORK l (Col. 4)

OTHER RECORD- (Col. L)

AGLE CASES B ALL OTHER ILLNESSES 2
(Col. J) (Col. 5)

6. CERTIFICATION
| ceri xamined this document and that to the best of my knowledge the entries are true, accurate, and complete.

TITD\\(' e-cv!n:@_

DATE

(-2 E-0Y

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complete this annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH-900) or
its equivalent. See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME If you don’t have accurate figures, see the
NYC DOHMH Division of Fiscal and Strategic Management Instructions on the back of the sheet.

STREET ADDRESS Office of Grants Administration

125 Worth Street Room 623 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York.- NY 10013 6

INDUSTRY DESCRIPTION (e.g.. village fire department)

Department of Health and Mental Hygiene
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 10525

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter “0”,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES L0
(Col. 1)
DEATHS 0
(Col. G) AWAY FROM 0 SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col.2)
FROM WORK
(Col. 1) RESPIRATORY CONDITIONS 0
JOB TRANSFER _ JOB TRANSFER OR CoL3)
OR RESTRICTION 4] RESTRICTION 0
(Col. ) (Col. L) POISONINGS 0
OTHER RECORD- (ColL 4)
ABLE CASES 0
(Col. 3) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I certify that I have,examined this doch and that to the best of my knowledge the entrij‘sﬁl e, agg_uiate, and complete.
e e — " Lo
SIGNATURE—~. m?Lhm.& M TITLE \ ﬂ i

PRINT NAME XQ&C\TH\ 23‘1&5;/(” v DATE :9 // A 0// ) (}l



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Ail establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees. and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent,
See 801 35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME — If you don't have accurate figures, see the
puJo Lie. H‘\o,;,«_'\,{ . |l roseiine :.AL_:'I:‘\-\W'H {,{;;_ Aeonialon instructions on the back of this sheet.
STREET ADDRESS o - 4
2 tafageite SirecA =20 (oo~ AVERAGE NUMBER OF EMPLOYEES
CITY, STATE. ZIP CODE
New Nerk . INY LV OO0 F- 1’-—?’

INDUSTRY DESCRIF‘TION (e.g. village fire department)

NN € gt of Heaitl L W enjid thagiend.

[

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). "33 O
9 1 > i PR 2 2ot TR
= e ( 1

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
. INJURIES ___(,_
DEATHS ) (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS e
DAYS AWAY O RESTRICTION B, (Col. 2)
FROM WORK -~ ;” oK) RESPIRATORY CONDITIONS ',
0l S o e
JOB TRANSFER - (k)
OR RESTRICTION C AWAY FROM POISONINGS G
(Col ) WORK &, (Col. 4)
PRl e O a1 ALL OTHER ILLNESSES =)
(Col. J) (Col. 5)

6. CERTIFICATION

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

2y o s, y . e i
SIGNATURE H/t /, £.~L~‘_._—..,¢:r‘-y£-~1t ‘-}b TITLE £ :}\; ?Quf e iy 4 <)‘ gt G4
PRINTNAME _C ALATNE FHErmAnG —H Eou iy patE _4fag] o
r T l’ T T

SH-900.1 (2-03)



Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2, EMPLOYMENT INFORMATION

ES‘[ABU,SHMI?EAME - - If you don't have accurate figures, see the
gam M\lq J a\}uv\ - @ U g eing instructions on the back of this sheet.
STREET ADDRESS

; = - —
S0 I u-hc-iw son st A —>ad Cf- AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Cocoma. Ao 112L % b3

INDUSTRY DESCRIPTION‘(e.g.,village fire department)

;\}\-[C Ded 9q FQ\?A@ L}J ( [ .. Lnl,l; é’ (’-L.‘ a & ,-\' < TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRYAL CLASSIFICATION SYSTEM (NAICS). 785 S-—ci
(2

b2 Shine boizas

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category {column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES y
DEATHS c (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS )
DAYS AWAY RESTRICTION (Col. 2)
FROM WORK --—-—(CD?H) (Col. K) RESPIRATORY CONDITIONS _
JOB TRANSFER {Col. 3)
OR RESTRICTION @) AWAY FROM . POISONINGS [0)
(Col. 1) WORK C (Col. 4)
THER RECORD- i
Pl ASE_SORD 0 ok L) ALL OTHER ILLNESSES
(Col. J.) (Col. 5)

6. CERTIFICATION

SIGNATURE

L /
PRINT NAME /-—4) Lin i f“} v -
[

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

DATE

TITLE % e !‘(/C}. ""’c\-j/(\f’

i,!::\?/cu

| !

SH-900.1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1
All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms,

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLIBHMENT NAME If you don't have accurate figures, see the
Pl et e 0% e instructions on the back of this sheet.
STREET ADDRESS

S5 iS¢t Brreiasii.,. s ) Lo AVERAGE NUMBER OF EMPLOYEES

[O

CITY, STATE, ZIP CODE

r ; i _—
New Yot INY (1 OCOIG
INDUSTRY DESCRIPTfON (e.g..village fire department)

NAL- Dewr ob deoidl ko Mepal Huyziene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). o
- ; 1 OO
3 (&) | ! .

Enter the column totals from the Log of Occupational Injuries and Ilinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
) INJURIES ()
DEATHS ¥ (Col 1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS R
DAYS AWAY s RESTRICTION », (Col. 2)
FROM WORK 5 LH) (Col. K) RESPIRATORY CONDITIONS (")
ol. P—
JOB TRANSFER ‘ (G
OR RESTRICTION O AWAY FROM o POISONINGS )
(Col. 1) WORK b (Col. 4)
OTHER RECORD- - (Col. L)
SEfied ) ALL OTHER ILLNESSES C(‘)
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE (it v ile o G TITLE (,a? Beocos i, Cinergyats

PRINTNAME (AL g ideonans - HEn A pate __ & [ax]uy
2 r; { T

SH-900.1 (2-03)



Divison of Safety and Health .
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log {SH 900) or its equivalent.

See B01.35 and instructions for further details on access provisions for these forms. / - / : [
web! pplun jul4
1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT I%:ORMATION

ESTABLISHMENT NAME . ) i

o / . / _ Y If you don't have accurate figures, see the
& K0 /) t/)]’ (. /’f, A ,«"}’/} (i {;/ ;/,' L f]‘;‘{{ 1, e instructions on the back of this sheet.
/ )

STREET APDRESS / )

J/l:' L .-}— 4 -J
/L i 7 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE

A5 ] i g f ety
Mg ez, fut) 70072
INDUSTRY DESCRIPTION/e.g. village firé department)

AN Y - TOTAL HOURS Y

[FF / Lk ,/‘_.D LiLs) / ass, o WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSEFECATIOI}{SYSTEM (NAICS).

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
/‘/ML /\/{U’L/Ql' INJI_IRIES‘/(”,éW’-—"

DEATHS (Cal.1)

(Cal. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (Cal. 2)
FROM WORK ey (Col. K) RESPIRATORY CONDITIONS

Ol K e ey

JOB TRANSFER {Col. 3)
OR RESTRICTION AWAY FROM POISONINGS

(Col. 1) WORK (Col. 4)
OTHER RECORD- (Col. L)

ABLE CASES ALL OTHER ILLNESSES
(Col. J) (Col. 5)

6. CERTIFICATION

| certify that | have examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
- . ; IJ../,-- —.,> 5 Y k ; r; ! . ‘(.— e .
2 i : | S i £ e _ oL PR AT I PR
SIGNATURE C \h & [_{:), (\ by \ \ =-'L"“~(.--' ¢ TITLE 'H JU,('{‘ h (1, BLL‘ g{,’Lé_( rdl‘} ({-QLCL 1.

PRINT NAME ¢ \r\ Ch Y \""'-':) ".“\\ . \\\‘ ‘( \il (\.‘ \U‘( s | DATE (1 i ‘S\ I B Cﬁif-

SH-800.1 (2-03)



FIELD SERVICES Fax:718-722-2809

STATE OF NEW YORK
DEPARTMENT OF LABOR

Feb 12 2004  3:21 P.02

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All estsblishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occumred during the year.

Employees, former employees, and their representetives have the right 10 review this form. They also have limited access 1o the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisiens for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME_ Ny Do¥Me TS
T Sy s p gl
STREET ADDRESS |

g Chogd St

CITY, STATE, ZIP CODE

Reonklyn, Naw ek 1130 1\

N DUSTRY DESCRIPTION (e.g.vilage fire depatment) .

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

It you don't have accurate figures, see the
inetructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

1%,7% D

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

comrespond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES
DEATHS |&) (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS O
DAYS AWAY RESTRICTION O (Col. 2)
FROM WORK _Q(C = (Col. K) RESPIRATORY CONDITIONS O
ol. ——
JOB TRANSFER (Col. 3)
OR RESTRICTION &) AWAY FROM POISONINGS o)
(Cal. 1) WORK (®) (Cal. &)
OTHER RECORD- (Col. L)
ABLE CASES O ALL OTHER ILLNESSES
{Col. J.) (Cal. 5)

6. CERTIFICATION

2

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

SIGNATURE fhﬂ""\ ‘Q"—l TITLE Q{:(e Cbm-— e& %-N\Q:.

PRINT NAME Miouma. S\W DATE A l"" 5%

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME A/ £/, 7. 991‘/ /,(///

STREET ADDRESS

Jou—r5 Mllade Pue

C1TY STATE, ZIP CODE

Jamere  NY.  [f/¥ 52

INDUSTRY DESCRIPTlON (e.g..village fire depariment)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

’ ou don't have accurate figures, see the
8 2y OF SUaborne/ _:/:;374?;/,/ é; Jg,d)@(»?/(/ﬁ'%&g/ /b}%ﬁjctmns on the back of this sheet.
7 7

AVERAGE NUMBER OF EMPLOYEES

/&

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

ry%i 000

Enter the column totals from the Log of Occupational Injuries and lllnesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "p."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES N 5
DEATHS 0 (Cold)
(Col. G) JOB TRANSFER OR SKIN DISORDERS &
DAYS AWAY 7 RESTRICTION (Col. 2)
FROMWNORKS Tcﬁf (Col. K) RESPIRATORY CONDITIONS ~ —£5—
ol ——— i
JOB TRANSFER O (Col.3)
OR RESTRICTION AWAY FROM POISONINGS
(ol ) WORK ot
o ERpaRe / (Rekld ALL OTHER ILLNESSES y é
(Col. J) (Col. 5)

6. CERTIFICATION

¥ i
PRINT NAME l —~/ oy  f 2. /ﬂ’)tg g~ = DATE

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

o e (B ) i Lrishit

/c&z/ﬁ%

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complete this annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH-900) or
its equivalent. See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME  Business Systems Improvement If you don’t have accurate figures, see the
City of New York Department of Health and Mental Hygiene Instructions on the back of the sheet.
STREET ADDRESS

125 Worth Street, Room 627
AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
New York, NY 10013

8
INDUSTRY DESCRIPTION (e.g.. village fire department)
Municipal Health Department TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 14,560

923120

Enter the column totals from the Log of Occupational Injuries and Ilinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter “0™.

3. NUMBER OF CASES 4. NUMBER OF DAYS 10. INJURIES AND ILLNESSES TYPES
INJURIES _ 0
DEATHS 0 (Col. 1)
(Col. G.) JOB TRANSFER OR
DAYS AWAY RESTRICTION 0 SKIN DISORDERS 0o
FROM WORK 0 (Col. K.) (Col. 2)
(Col. H.)
JOB TRANSFER RESPIRATORY CONDITIONS 0o
OR RESTRICTION 0 AWAY FROM (Col. 3)
(Col. 1) WORK 0
OTHER RECORD- (Col. L) POISONINGS 0
ABLE CASES 0 (Col. 4)
(Col. J))
ALL OTHER ILLNESSES 0
(Col. 5)

6. CERTIFICATION

[ certifythat [ have exa ned lh7;ument and that to the best of my knowledge the entries are true, accurate, and complete.

TITLE Assistant Commissioner

i -
SIGNATURE \_ ( { (A7 { #

PRINT NAME Charles Troob DATE February 10, 2004

SH 900.1 (10-02)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent,
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME If you don't have accurate figures, see the
Q\(\ QQ&W{\XY mm&:\\ﬂ{\ %ﬂ\\[ \J \Q Q& instructions on the back of this sheet.

STREET ADDRESS | )

\LYS N‘B\»‘\ %\"(\’\Q}( ' AVERAGE N.UMBER OF EMPLOYEES
CITY, STATE, ZIP CODE X
e Wovv A Y AR

INDUSTRY DESCRIPTION (e.g..village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). \% \l){h

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES

Q INJURIES ()

DEATHS (Col.1)
_ (Col. G) JOB TRANSFER OR Q SKIN DISORDERS

DAYS AWAY Q RESTRICTION (Col. 2)
FROM WORK 2 - (CoL.K) RESPIRATORY CONDITIONS

(Col. H) ! ) 78"3)—
JOB TRANSFER Q v :
OR RESTRICTION AWAY FROM f\) ; POISONINGS 8]

(Col. 1) WORK (Col. 4) .
P Q) (2el-k ALL OTHER ILLNESSES 0

(Col. J.} P (Coal. 5)

6. CERTIFICATION

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

\ Q)&QJ\G\M TITLE Ql ‘\L\{\Q,QJQ %\\&\ QS&T

SIGNATURE

PRINT NAmmﬁ\\\ \N Q\»\\\ LN DATE ‘l\ b \r\Wr

SH-900.1 (2-03)



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME A/ Y C DOHIIH . If you don't have accurate figures, see the
AST@/"J}} /—}é%}bﬁ’} Cgc_zﬁ TEL /Oﬁfﬁﬁ'ﬁ&’\ig instructions on the back of this sheet.
4

STREET ADDRESS

/ 92 —A@ 5 fﬂ' /4 VENUE AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Asiorsty, Y. 11106 ks

INDUSTRY DESCRIPTION (e.g. village fire department)

P pELIC A‘Zﬁf:f;‘f Crinic

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). 7 3 L i
) il

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES -
DEATHS o (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS o)
DAYS AWAY RESTRICTION o (Col. 2)
FROM WORK (__._C‘fl’ & (Col. K) RESPIRATORY CONDITIONS o
ol ——m——
JOB TRANSFER (Cal.3)
OR RESTRICTION V4 AWAY FROM r POISONINGS o
(Col. 1) WORK ST (Col. 4)
2;{‘5% ESESSORD‘ o (Gol. 1 ALL OTHER ILLNESSES )
o) (Col. 5)

6. CERTIFICATION

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

BICNATURE Mein M %MM' TITLE ﬂﬂh&w- Sethvicé [arnnais

PRINT NAME }ff\/ S M_«_,- G RATH DATE pod / &) / U{L

3

SH-900.1 {2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES

FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME NYC RO F #1 f

CoRONA HﬁﬁLTH CENTEX / 0?5»{?/4-7?0/&»15

STREET ADDRESS

34-33 Juncrion Bom.fvﬁ@

CITY, STATE, ZIP CODE

Jacexson Heienrs  NY, 11372

INDUSTRY DESCRIPTION (e.g. village fire department)

Pw.ﬁz,;c, Hﬁ,%)prﬁ CL-INIC/

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

&

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

7,.647-5

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES o)
DEATHS [8) (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS &
DAYS AWAY RESTRICTION ) (Col. 2)
FROM WORK (c—|0m' (Cal. K) RESPIRATORY CONDITIONS 6
ol T~ SR o
JOB TRANSFER {Col. 3)
OR RESTRICTION o AWAY FROM POISONINGS o
(Col. ) WORK _.____0 (Col. 4)
OTHER RECORD- (Col. L) ;
ASicCases ALL OTHER ILLNESSES O
(Col. J.) (Gt 5

6. CERTIFICATION

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

sonarure e /A )p{;«y// e Henimt Service [annosa

PRINT NAME %gu /N /\/c’/ 6&}‘}7‘# DATE "?A/&%

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Divison of Safety and Health
Public Employee Safety and Health

State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENTNAME AN Y C  DOH I H

w.}h‘f"lﬁ}}CA H&Hl—m Cenrex / OpeaATIONS

STREET ADDRESS

?D "37 PﬁIQSON'S ﬁ&(jé_ﬁv-‘,q@b

CITY, STATE, ZIP CODE

Jarpmiesr  IN.Y, 1143

INDUSTRY DESCRIPTION {e.g. village fire department)

Powuc, /z[é;#LTH CLinic

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

b

¢,95%

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and linesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS O
(Col. G) JOB TRANSFER OR
DAYS AWAY RESTRICTION
FROM WORK #) oK
(Col. H)
JOB TRANSFER
OR RESTRICTION 0 AWAY FROM
(Col. 1) WORK 6
OTHER RECORD- (Col. L)
ABLE CASES 2
(Col. J.)

INJURIES

SKIN DISORDERS

RESPIRATORY CONDITIONS

POISONINGS

ALL OTHER ILLNESSES

O

(Col1)
O

(Col. 2)

O

(Col. 3)

&)

(Col. 4)

o

(Col. 5)

6. CERTIFICATION

SIGNATURE ?W % )ﬁ/%’f

PRINT NAME %)é’WN MZ/ GAA#T 1

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

TITLE }'/ﬁﬁ LTH .5 ERVicE /%Wﬁééﬂi

DATE % / 5’/ o7

SH-900.1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 800) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME ,’\17,’-:_', 4 GH'M# If you don't have accurate figures, see the
L ow#ER. f'z,f})u;‘-fﬂ TTAN /7%:'/'7‘[..7"# Cg;u}‘,f-;g éf’f;e,grﬁa{;' instructions on the back of this sheet.
1

STREET ADDRESS

‘ A
N 2 .
3 @ 3 NN TH VENH AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New Yorx , N.Y. 000/ S~
INDUSTRY DESCRIPTIOIN {e.g.village fire department) _
Pd BLILE H)ﬁ,ﬁ}b‘]‘”H C&- NI TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). q 4 ? é f
,l -

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES =)
DEATHS 4 (Col.1)
(Col. G) JOB TRANSFER OR i SKIN DISORDERS o
DAYS AWAY > RESTRICTION 0 (Col. 2)
FROM WORK e (Col. K) RESPIRATORY CONDITIONS o
Ol. e
JOB TRANSFER (Col. 3)
OR RESTRICTION 0 AWAY FROM ) POISONINGS o
(Col.1) WORK % (Col. 4)
OTHER RECORD- (Col. L) .
ABLE CASES o ALL OTHER ILLNESSES [#)
(Col. J.) (Cal. 5)

6. CERTIFICATION

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

SIGNATURE %"W" % );ﬁ’&; TITLE /@ALTH Cjéﬁ\//[:{_g fjﬁmdéi

PRINT NAME /‘{/5 v /N CRATH DATE &é/ 2 / &4

SH-900.1 (2-03)




. STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES

FORM SH-900.1

Diviscon of Safety and Health
Public Ernplcgee Safety and Health
State Office Campus

Building 12, Room 158

Albany. NY 12240

All eslablishmants cevered by PART 801 must completa this summary annually. even i no occupatonal Injuries or linesses occurrad during the year.

Employses, former employees, and their representalives have the right to cevlew thia farm. Thay also have limitad access to the Leg (SH 900) or its equivalent.

S0 801.35 and instructions for further details on access provisions far these forms.

{. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME 0#1 ‘e O ‘fEXCZ . 57(: A{Zd, rad
1P E

STREET ADDRESS

« 520 [rRSt  SAvenwe

CITY, STATE, 2iIP CODE ;

HoyHattar WY - 10076

: INDUSTRY DESCRIPTION (e.g. village fira department)

Vedical Exomivep ~feally

STANDARD INDUSTRIAL CLASSIFICATION {S1E), IF KNOWN,

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

435

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

65%, 892

% 5 bero sitesS - 45! Clarksewn ﬂdn_,‘g\c. n , 40O Brillg Hue , a1 , 520 o poo, M
Enter the column totals fram the Log of Oceupational injuries and fiinesses (SH 300) for each category (column labels under each line
eorrespond to the columns on the Log). If a category has no casges, enter "0.%
3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES
—
DEATHS {Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS =
DAYS AWAY - RESTRICTION s a2
PRGNV “CoLF) (Ceal. K) RESPIRATQRY CONDITIONS -—
JOB TRANSFER (Col. 3)
OR RESTRICTION - AWAY FROM 6? POISONINGS e
{Col. 1) WORK —ION_L) (Col. 4)
OTHER RECORD- o ; .
ABLE CASES - ALL OTHER ILLNESSES
{Col. J.) {Ceol- 5}

6. CERTIFICATION

' /o
SIGNATURE "‘S_

TTLE

| certify that | have examined this dacument and that to the best of my acknowledge the entries are true, accurate, and complete.

Dip. of Heallth g Sa_fe (

PRINT NAME }2 05‘;‘001@-04 _ oate _ 2/ _-232- 0Y

SH-800.1 (12:02)

20'd  6b:60 ¥OOC £ G°4

s Xe4




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158
Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

All establishments covered by PART 801 must compiete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. T
See 801.35 and instructions for further details on access provisions for these forms.

hey also have limited access to the Log (SH 900) or its equivalent.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME New York City Department of Health
and Mental Hygiene- Public Health Laboratories

If you don't have accurate figures, see the
instructions on the back of this sheet.

STREET ADDRESS
455 First Avenue

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
New York, NY 10016

203

INDUSTRY DESCRIPTION (e.g.,village fire department)

laboratories

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

360,070

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 800) fo
correspond to the columns on the Log). If a category has no cases, enter "0.”

r each category (column labels under each line

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES 7
DEATHS o (Col)
(Col. G) JOB TRANSFER OR SKIN DISORDERS o
DAYS AWAY " RESTRICTION o (Col. 2)
FROM WORK e Col K RESPIRATORY CONDITIONS 15
Ol. ——
JOB TRANSFER {60l 3)
OR RESTRICTION % AWAY FROM 30 POISONINGS 9]
ol 1) WORK (Col. 4)
i’gﬂ? EESESSORD' (Col. L) ALL OTHER ILLNESSES
(Col. J) (Col. 5)

6. CERTIFICATION

SIGNATURE N Ad oo %‘ﬁ"{j‘/

PRINT NAME blanq /Vy S‘a

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

TITLE _Community Coordinator

paTe February 5, 2004

SH-900.1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME if you don't have accurate figures, see the

(T 6 NN D*{ J ”( /E_{{/ {1 Gl /L/ﬂf/[\ L By ot 2 ¢ instructions on the back of this sheet.

fa ¢
STREET ADDRESS Ty
£y "*2 i e
/) \ 2 Kt ;’ AVERAGE NUMBER OF EMPLOYEES

CITY. STATE, z:pc DE

/:‘i‘{ {,‘(’ ||'r F/’& : n (f{.. {/;j/< /1 a.—)‘:?

INDUSTRY DESOhIF'TION (e.g..village fire depgrtment)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

i i 7
I'yr g g L pisonpe o s i
.r'_x‘jf:' ,f;"ff'.r’ /T/ f)f S/ K [ | & { §K L E LY D7 it ;
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). \Jf J L

Enter the column totals from the Log of Occupational Injuries and llinesses {SH 900) for each category (column labels under each line
correspond to the columns on the Log). if a category has no cases, enter "o

3. NUMBER OFICASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
» J.‘ . !
/\/C}"L'LQ-—’ /\, [t INJURIES A/E’V\.Q-——-—"

DEATHS (Col.1)

(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (Col. 2)
FROM WORK S—— (Col. K) RESPIRATORY CONDITIONS

(Gal. H) o
JOB TRANSFER hew: 3
OR RESTRICTION AWAY FROM POISONINGS

(Col. 1y WORK (Col. 4)
i’;LHEEEfSEgSORD' (Col. 1) ALL OTHER ILLNESSES

(Col. J.) (Col. 5)

6. CERTIFICATION

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

" ) 7 (} _‘ N
SIGNATURE _&_ W Gl (g ( A K Eledas e W ci-‘:..U\a‘ rlfktfm -:‘ué(r 2
. \

e (N Gl P\ idie oare & |- D)= O

SH-900.1 (2-03)



Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

T ; 4
ES'. :&BLISH?\AE}JN_T EAI\:IE { : / 9 ry / i /'- / : If you don't have accurate figures, see the
(’ _,i_ L/ .f" f'/\”.j?’ i } .('({ / ‘,/- {\/ /zguty? 'f-;‘-l_/ / ‘}J L'/’;—;( ¢ £l ) instructions on the back of this sheet.
Ll y , - .

STREET ADDRESS

J'; -\ 7y .f':’. - / ) b ‘.- ) :
/ ,‘5 P /7/ ¥y 1,/ L ,-\/ _1,./ LA e AVERAGE NUMBER OF EMPLOYEES
CITY,STATE, ZIPCODE ' ' g
Do . A | \/ ey e
IF') !L/ fJ A \;z £ I/\; ! r '/{ Cf/l_:-) x/
INDUSTRY DESCRIPTION (e.g..village fire department) t
) . |
;/jL /L 5) e Ly
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). I / Q m
&

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and llinesses {SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES ' 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
/[ /ih’\“(”" /L /rni— INJURIES / \/f}n{. - =
DEATHS / (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (Col 2)
FROM WORK T (Col. K) RESPIRATORY CONDITIONS
Ol ——
JOB TRANSFER (Cal. 3}
OR RESTRICTION AWAY FROM POISONINGS
(Col. 1) WORK - (Col. 4)
OTHER RECORD- (Col. L) -
ARlEchgit ALL OTHER ILLNESSES
(Col. J.) (Col. 5}

6. CERTIFICATION

I certify that | have examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE ., (v.«_ 4 'l._L{wL? e 02 ;\-«\k\-c« = e ol QAR ,Jt{d:{c-{ (_,el.r/ﬁtci_&_,._
= ﬁ \ T

Whaee A Qoshe oe (1] 26 [oif
_ AL 26 [uy

i

PRINT NAME(

Y]

$H-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilinesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent,
See 801 .35 and instructions for further details on access provisions for these forms,

1. ESTABLISHMENT INFORMATION 5}{./‘;”//‘: 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

o ALNE, / ,Z//((c /r/z//e////f{//

STREET AD'DRESS '/

/' If you don't have accurate figures, see the
-/f 2k (_;.-:nslructlons on the back of this sheet.

o S 5 2/
- 7 s s Ay
A ‘> / Al ;J A /// CALE -~ e L/éﬁ LAl it AVERAGE NUMBER OF EMPLOYEES
7 STATE ZIP CODE § %3 .
‘,_;f'j{’, i/ _/,/ [ &

INDUSTRY DESCRIPTION (e.g. vilage fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). i

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES j

DEATHS (Col.1)

(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (Col. 2)
FROM WORK o (Col. K) RESPIRATORY CONDITIONS

=) -

JOB TRANSFER : (el 3]
OR RESTRICTION AWAY FROM ‘;1 5/ POISONINGS

(Col 1) WORK = (Col. 4)
OTHER RECORD- (Col. L)
Biehie ALL OTHER ILLNESSES

(Col. J.) {Col. 5)

6. CERTIFICATION

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

C B dis Th. E bl | vy
SIGNATURE _- \ Gubbs (e (W Lf-(_ftﬁ TITLE lllf‘ 4 (:—{71\ 4 s!\me L U 2‘/{ o
PRINT NAME  {” i\ [\ /J[ £ ]*\ [ <€i1¢ g, pate £ 53— 30 . O

SH-900.1 (2-03)




Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED ,/"Lwi, u/ 91&%/ '
INJURIES AND ILLNESSES N
FORM SH-900.1 / G bt O

Jow ( / 05 -2

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred dursr(g\the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION #if 2. EMPLOYMENT INFORMATION
J/"f‘ ’t/.‘ w5 fi k7 t,.
ESTABLISHMENT NAMF:_ o 4 i /" e If you don't have accurate figures, see the
( A nd I/ ,'!_ /)-..\/f.'fg / 2d / { a’;‘(?‘{/fff/f:gf‘ /ffr‘,!;/(‘( / instructions on the back of this sheet.
STREET ADORESS g
I A S B Nby mm &
Y /Jj) ;\ Ly g‘/yf. < N it a: / AVERAGE NUMBER OF EMPLOYEES

CITY, BTATE, ZIP CODE

Bp Loy AN 32

INDUSTRY DESCRIPTION (e.g. village fire degariment)

TN

NORTH AMERICAN INDUSTRIALUSLASSIFICAT!ON SYSTEM (NAICS). ¥ o

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a categary has no cases, enter "0."”

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
T
_{‘,/,4 /| & ¥ oy INJURIES L/L/‘// ~=__

peatHs /'Y ' /\, ONS € (Col.1)

(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION (Col 2)
FROM WORK = (Col K) RESPIRATORY CONDITIONS

al. T —

JOB TRANSFER Col 3)
OR RESTRICTION AWAY FROM POISONINGS

(Col 1) WORK o (Col.4)
OTHER RECORD- (Col. 1)
e ALL OTHER ILLNESSES

(Col. 1) (Cal. 5)

6. CERTIFICATION

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

SIGN ATURE(\_‘____ \\ ‘é_‘if\-o-&" jL R 3\)\\Lt ‘f'--'{;‘j"""“ TITLE [L"u‘» Bht SU'» ("Lu' . { (ju B

N, f\\ R (LC pATE _ 1 |° .-’?-'*’ ( .

PRINT NAME { (J\ C A

SH-960.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Divison of Safety and Health

Public Employee Safety and Health

State Office Campus
Building 12, Room 158
Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2, EMPLOYMENT INFORMATION

ESTABLISHMENT NAME /

If you don't have accurate figures, see the
instructions on the back of this sheet.

STREET ADDRESS

RS _Wintt s‘Z(«To,e/C Loow

CITY, STATE, ZIP CODE

W) Lork , VY 100/3

INDUSTRY DESCRIPTION (e.g..village fire department)

B Bpoutsaid o leatH, bud Weulof Ugecns

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

AVERAGE NUMBER OF EMPLOYEES

06

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

10 500

Enter the column totals from the Log of Occupational Injuries and liinesses (SH 800} for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESS TYPES

P

DEATHS
(Col. G) JOB TRANSFER OR
DAYS AWAY RESTRICTION
FROM WORK G (Col. K)
(Col. H)
JOB TRANSFER
OR RESTRICTION s 2 AWAY FROM
(Col. I WORK
OTHER RECORD- (Col. L)
ABLE CASES —-&

(Col. J.)

INJURIES

i

(Col.1)
SKIN DISORDERS O

(Col. 2)
RESPIRATORY CONDITIONS O

(Col.3)
POISONINGS [

(Col. 4)
ALL OTHER ILLNESSES

(Col. 5)

6. CERTIFICATION

PRINTNAME (X /Vr 0 MELY

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

SIGNATURE W TITLE

#H 0

e Ilos

SH-800.1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

If you don't have accurate figures, see the
instructions on the back of this sheet.

ESTABLISHMENT NAME /Q)M %4& sl R gﬁ‘aq qu‘

STREET ADDRESS

125 Worth Sheed, Lo 329 & 348

CITY, STATE, ZIP CODE

Vew) Yotk, et 10073 [0

INDUSTRY DESCRIPTION (e.g..village fire department)

Wz DepanForiea?  Lhal#e aud Juidef U/ z/wa

NORTH AMIERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). ’

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

/7500

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES ( )
DEATHS 0 (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS )
DAYS AWAY RESTRICTION (Col.2)
FROM WORK RESPIRATOR C )
ks (Cal. K) ORY CONDITIONS
JOB TRANSFER O (Col. 3)
OR RESTRICTION AWAY FROM POISONINGS )
(Col. 1) WORK (Cal. 4)
OTHER RECORD- (Col. L)
ABLE CASES ALL OTHER ILLNESSES ( 2
(Cal. J) (Col. 5)

6. CERTIFICATION

SIGNATURE W

TITLE

PRINT NAME

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

PH o

OLIvVeA MEEA DATE

3/2/o¢

SH-900.1 (2-03)




Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right o review this form. They also have limited access to the Log (SH 900) or its equivalent.
See B01.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESJBLISHMENT NAVE, —_— If you don't have accurate figures, see the
P~ . £ 2
&ﬂ.ss_ g,aﬂ& J &mmlmy instructions on the back of this sheet.

STREET ADDRESS

125 a)azjﬂ) M ) Lo o S AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

o) Sotl, MY (0073 3

INDUSTRY DESCRIPTION (e.g. village fire department)

1y c/ Z ﬂ% A'Vl ew( 9 M aud Maja,ﬂ &/w . TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). 3 5 7 O

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0." ;

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES

DEATHS O (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS /8

DAYS AWAY RESTRICTION (CoT 2)

FROM WORK ﬁ% (Col. K) RESPIRATORY CONDITIONS Q

JOB TRANSFER HOISONINGS (0. 9)

OR RESTRICTION ( ) AWAY FROM Q
(Co. 1) WORK 2 f o (CaT 4)

OTHER RECORD- (Col. L)

EOLE Choes @) ALL OTHER ILLNESSES Q
(Col. ) (Col. 5)

6. CERTIFICATION

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

SIGNATURE W TITLE / H 6

pRNTNAME  OL( /1 MEEA DATE @ J/Z/ 0/

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESIABLISHMENT NAME /,d{caﬁz., Pleclia C'Mau&é?

STREET ADDRESS

125 Wt ladl, Yoon, 3#2. 339

CITY, STATE, ZIP CODE ’

5766(/ %Lf, Ut/ /0073

INDUSTRY DESCRIPTION (e.g. village fire department)

NORTH AMERICAN INDUSTRIAL CLAéSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

/3

MNYe Depan Aot ‘V {4"3 a . suil J;v}m/ﬁ/ t@f-f mlOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

zz 750

Enter the column totals from the Log of Occupational Injuries and liinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS Q
(Col. G) JOB TRANSFER OR
DAYS AWAY RESTRICTION
FROM WORK o (ol K)
(Col. H)
JOB TRANSFER
OR RESTRICTION ! 2 AWAY FROM
(Col. 1) WORK I
OTHER RECORD- (Col. 1)
ABLE CASES B i
(Col. J.)

INJURIES O

(Col.1)
SKIN DISORDERS

(Col. 2)
RESPIRATORY CONDITIONS

{Col. 3)
POISONINGS

(Col. 4)

ALL OTHER ILLNESSES ()
(CoT. 5)

6. CERTIFICATION

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

SIGNATURE @__; ,5 TITLE

PH b

PRNTNAME (L /V 7 & ME#A4 DATE ‘3/2'/0 £

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME

o If you don't have accurate figures, see the
trwvi ZONMENTAL He(.\ LTH, ADM in. OFFCE instructions on the back of this sheet.
STREET ADDRESS

125 Worry S‘Qe{g‘l‘ {m Gl + {;’M i3

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE (7[
T - /

New o, NY (003 {

INDUSTRY DESCRIPTION (e.g. village fire depanmenl)

NvC b(ﬁ 6 [TL&LLU’\ € M‘U"rc{ | 1Ll % @/ )€_ | TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). ; g L/ O 7
¢ g ’
1 B i | - O e ]
5 o / /
Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
F R
INJURIES o
DEATHS O (Col.1)
(Col. G) JOB TRANSFER OR ~ SKIN DISORDERS
DAYS AWAY RESTRICTION o (Col. 2)
FROMWORK T (Col. K) RESPIRATORY CONDITIONS ¢
0l  —c... S
JOB TRANSFER O (Col. 3)
OR RESTRICTION AWAY FROM O POISONINGS ',
(Col. 1) WORK (Col. 4)
= £
L R OURD: O (Col. ) ALL OTHER ILLNESSES
(Col. J) (Col. 5)

6. CERTIFICATION

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

SIGNATURE mawm&d- TITLE FA»A’ lexvel T
PRINT NAME H@di((]\ LMO\JO DATEYFW(_‘Q\ [S: Fe0 Y-

SH-900.1 (2-03)




Divison of Safety and Health :
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1
All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

AN DOHY- STD lonRol

STREET ADDRESS

/A5 LPERTH ST Box 73

CITY, STATE, ZIP CODE

Now NprK, L. 100/3 Q35

INDUSTRY DESCRIPTION (e.g. wusge fire deparladent)

_D 12 O0ONnO S\{- ] € LJ,/TT“ Q_Q%# }Ylﬂ% TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERIM INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). 6/
394, 80O

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category {column labels under each line
correspond to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES _i_
DEATHS {851)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY ,4 RESTRICTION O 2)
FROM WORK i (Col. K) RESPIRATORY CONDITIONS %’
JOB TRANSFER O (Col. 3)
OR RESTRICTION AWAY FROM POISONINGS
(Col. ) WORK (Col. 4)
THER R :
EBLéECAgECSORD _O. (Col. L) ALL OTHER ILLNESSES 8

6. CERTIFICATION

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

SIGNATURE M TITLE __A@_%’L—@J[LMLA{M)

PRINT NAME ),\ [ [\A_G\ —B ROUWDN DATE

SH-900.1 (2-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health
Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 900) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

D Mt

STREET ADDRESS

oNs Qaph  Avenve

CITY,_STATE, ZIP CODE
o) ST O [ B

INDUSTRY DESCRIPTION (e.g..village fire department)

e T Covo)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

If you don't have accurate figures, see the
instructions on the back of this sheet.

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter "0."

5. INJURIES AND ILLNESS TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS D
(Col. G) JOB TRANSFER OR D
DAYS AWAY a RESTRICTION
FROM WORK G K
(Col. H)
JOB TRANSFER
OR RESTRICTION AWAY FROM 5 LO
(CCU) WORK
OTHER RECORD- (Col. L)
ABLE CASES -
(Col. J.)

2

INJURIES
“(Cal1)
SKIN DISORDERS &)
(Col. 2)
RESPIRATORY CONDITIONS O
" (Col.3)
POISONINGS
(Col. 4)
ALL OTHER ILLNESSES O
(Col. 5)

6. CERTIFICATION

SIGNATURE

PRINT NAME

TITLE

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

DATE

SH-900.1 (2-03)




JEW YORK
{T OF LABOR

Divison of Safety and Health
Public Employee Safely and Health
State Office Campus

Building 12, Room 138

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH 800} orits equivalent.
Seea 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION
ESTABLISHMENT NAME

2. EMPLOYMENT INFORMATION

: _ If you don't have accurate figures, see the
el2i HeneTli PrRYC 2png ¥ FPriiers JRECies 7 instructions on the back of this shest.
STREET ACDRESS

N 2
ton W. JéedT =<7 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
MK, 4 105322 -

INDUSTRY DESCRIPTION (e.g..village fire department)

) ) ) TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

y75¢

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 300) for each category (column labels under each line
correspend to the columns on the Log). If a category has no cases, enter "0."

3. NUMBER OF CASES 4, NUMBER OF DAYS 5. INJURIES AND ILLNESSTYPES
INJURIES &
DEATHS (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY . RESTRICTION a (Col. 2)
FROM WORK (C_[II-T (Col. K) RESPIRATORY CONDITIONS ¢/
ol i —
JOB TRANSFER R (Col.3)
OR RESTRICTION AWAY FROM - FRASLNINGR g
(Col. 1) WORK e TCola)
igﬁgi::g’“' o (Col- 1 ALL OTHER ILLNESSES %
(Col. J) (Col. 5)

6. CERTIFICATION

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

i(r;.‘ V(’ ~
SIGNATURE /ﬁu;“__/ N reo

PRINT NAME SIARK LS

TITLE / /J" A I)"r-—".".( ,{?}f /,{57:_

L

DATE 1-24-¢¥

SH-800.1 (2-03)



OF NEW YORK

Division of Safety and Health
TMENT OF LABOR

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 138

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 30! must compiete this annually, even if no occupational injuries or illnesses occurred during the vex.

Emplovees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH-900) or
1ts equivalent. See 301.33 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME [f you don't have accurate figures, seethe
0L Hen TN PRcSAANg & Frucl - gegios | Instructions on the back of the sheet
STREET ADDRESS  *

16932 [ARTNya AE R» Y038
CITY, STATE, ZIP CODE

Bredx WY 10757 24
INDUSTRY DESCRIPTION (e.g.. village fire department)
. . TOTAL HOURS WORKED BY ALL EMPLOYEESLAST YEAR

N7C DoHom

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) '

AVERAGE NUMBER OF EMPLOVYEES

26,390

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) for each category (column labels under exchline
‘correspond to the columns on the Log). If a category has no cases, enter “0".

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES —J
9 (GiLT)
DEATHS
(Col. G) AWAY FROM g SKIN DISORDERS o
DAYS AWAY D WORK (Col. K.) (Cul. D
FROM WORK
(ol 1) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR @n)
OR RESTRICTION __© RESTRICTION 0
(Col. 1) T 0 POISONINGS
OTHERRECORD- Ly
ABLE CASES _o
(Col. 1) HEARING LOSS
1Cal. §)
ALL OTHER ILLNESSES 0
1Cal. )

6. CERTIFICATION

[ certify that [ have examined this document and that to the best of my knowledge the entries are true, accurate, and comyl e,
hed el
SIGNATURE /f’ — TITLE -{) LMAL ?’3 W.Z

PRINTNAME __ M ARK LEWH

DATE j“l?-ﬂif‘

SH 900.1 (12-03)



sTATE OF NEW YORK
DEPARTMENT OF LABOR

DivisonEof Safety and Health
Public Employee Safety and H
State Office Campus mal
Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

a)l establishments covered by PART 801 must complele this summary annually, even if no

occupational injuries or illnesses occurred during the year.

Employees, former employees, and Lheir representatives have the right to review this form. They also have limited access to the Log (SH 800) or its equivalent.

See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

NY C Dogk 7/@%«4/@,&( /MMM

If you don't have accurate figures, see the
instructions on the back of this sheet.

STREET ADDRESS o 0

éx‘d’f —wal'-’vt ﬁ/z( //

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Al /V}‘/ /*:,«0}5/

43

INDUSTRY DESCRIPTION fe.g.village fire department)

Mine 13 o /17;“%02/

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

STANDARD INDUSTRIAL CLASSIFICATION (SIC), IF IﬁGOWN

f// PO

Znter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column labels under each line

correspond to the columns on the Log). If a category has no cases, enter ' A

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
t
= INJURIES /

DEATHS = oty

(Col. G) JOB TRANSFER OR O SKIN DISORDERS .z
DAYS AWAY o RESTRICTION (Col. 2)
FROM WORK = (Col. K) RESPIRATORY CONDITIONS ()
JOB TRANSFER o | (Col.3)
OR RESTRICTION AWAY FROM / l3. POISONINGS &

(Col. 1) WORK (Cot. 4)
OTHER RECORD- ) (Col. L) ,
OLE GASES < ALL OTHER ILLNESSES )

(Col. J.) (Col. 5)

6. CERTIFICATION

i 02 Al i
SIGNATURE (/4 ke s [ / ( LLLJ
PRINT NAME L AJU‘“’/(' 5 p 4/ //t’r

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

/
Lo 51

1. ;
DATE }"‘-’W% 7} Y
7 ;

SH-900.1 (12-02)
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