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Public Employeé Safety and Health
State Office Campus

Building 12, Roem 158

Albany, NY 12240

DEPARTMENT OF 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 occupational injuries or illnesses occurred during the year.

Employees, former employees, and their representalives have the right lo review this form. They also have limited access 1o the Log Am_._ 900) or ils equivalent.
See 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
TABLISHMENT NAME

If don't h te fi , th
ROWNSVILLE CHEST CENTER | instucions on the backofths sheet.
STREET ADDRESS

mmﬁ \wmpﬁ DL m.r_lﬁﬂn ET w_ub —H._ AVERAGE NUMBER OF EMPLOYEES

ITY, STATE, ZIP CODE

RODKILYN Y 11D ']

INDUSTRY DESCRIPTION (e.g.village fire department)
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NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). * m w.m Q

9 2 3 1| 2 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 noicases, enter “0."

3. NUMBER OF CASES P 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES P
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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 complele this summary annually, even if no occupational injuries or illnesses accurred during the year.

Employees, former employeas, and lheir representatives have the right lo review this form. They also have limiled 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 don'th te fi s, see the
BUSHWICK PUEST CENTER | Dot
STREET ADDRESS
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CITY, STATE, ZIP CODE
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INDUSTRY DESCRIPTION (e.g.,village fire department)

D_LLW m._| D m Zt_lm %u/ ; TOTAL HOURSWORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

BT 0 22150

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 900) for each category (column _mwo_m ::aa_. each line
correspond to the columns on the Log). If a category has no cases, enter "0."
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INJURIES @
DEATHS @) Aomu:
{Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY O RESTRICTION (Col. 2)
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6. CERTIFICATION
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STATE OF NEW YORK Divison of Safety and Health
DEFARTMENT OF LABOR Public Employee Safety and Health

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

SUMMARY OF WORK-RELATED

_z._cm_mmbzc_r_.zmmmmm
FORM SH-900.1 M b O m

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 representativas have the right to review this form. They alsc 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

-~ i y
/ AN T / D
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Wiashi re dint \L%Sj A J %&\Q £ § instructions on the back of this sheet.
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Enter the column totals from the Log of cooc_um,mo:m_ Injuries and llinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a nmﬁmmo% has no.cases, enter *0."
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(CoL.1) WORK m : (Col. 4)
OTHER RECORD- : (Col. L)
KA CAs ALL OTHER ILLNESSES [8)
(Col. 1) (Col. 5)
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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

_z,_cm_mm>zu__._.zmmmmm
FORM SH-900.1 2005

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

s A 4
/ AA T 4 qvo
ESTABLISHMENT NAME [DL/VT A L on / If you don't have accurate figures, see the

R\lo hi ) nw..D \a\&% A J m&\u \ R% instructions on the back of this sheet.
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INDUSTRY DESCRIPTION (e.g.,village fire department)
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L o T g
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I
4
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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
Q INJURIES \
DEATHS : ,omv
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{Col ) WORK . (Col. 4)
OTHER RECORD- (Col. L)
ABLE CASES ALL OTHER ILLNESSES 0
(Cal. 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 m§\v\b - @v@ﬁ»\ \& M- \A 9y

PRINT NAME Nm.\\m\ & \\N%J\ @i - —— \k\aﬁ%%\b\

SH-900.1 (2-03)
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SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

Public Employee Safety and Heaith
State Office Campus

Building 12, Room 158

Albany, NY 12240

Al sstabiishmants coverad by PART 801 must camplsle this summary annually, sven if no occupational injuries or illnesses occurred during the year,

Employaes, former employeas, and their representalives have the right lo review this form. They also have fimited accass lo the Log (SH 900) or its equivalent.
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2. EMPLOYMENT INFORMATION
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rrespond to the columns on the Log). If a catagory has no cases, enter "0."

3. NUMBER OF CASES 4-NUMBER OF DAYS
ot
DEATHS
(Col. G) JOB TRANSFER OR A\\D
DAYS AWAY 0 RESTRICTION
FROM WORK (oL K]
(Cal. H) .
JOB TRANSFER = ‘ :
OR RESTRICTION £ AWAY FROM %
(Col. 1) WORK
OTHER RECORD- £ (Cal. L)
ABLE CASES &
‘ (Col. J)

5. INJURIES AND ILLNESS TYPES
INJURIES /
(Col1)
SKIN DISORDERS <&/
(Cal. 2)
RESPIRATORY CONDITIONS 2
i (Cal. 3)
POISONINGS ¥,
(Col. 4)
ALL OTHER ILLNESSES 4
(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.

1 .
SIGNATURE \\\ T Zitrean

S Pl

— TITLE
antname ) Qha foal, &\Nm\\h;
o s
G4 2+ DATE [ &
300.1 (2-03)
=3 = 6 8B o5
_ Lo BB a S§54 8
’ MS.WIU ’Mg Mm.mom.s
T EFE 4 3 .S o
TN ] e o nu.UBwn_
IR N N R
pppppppppppbppm.ww Ml.l.l' U-ul..mrﬂv
EEREEREREEEEERERE s Mizcs:
aS IR S8
n £ v >I
=> q 3 =8 ~ 3
=~ §8z= pM.aa. SIS
R CRE Y  FRE-
o e 8 o8
7333 a9 9% 3358yl g 83
i o 25 4
wmmw
g5 a2
w =S5
9”-99
w @
..l.Mm
8 &5
S o m
§ s
WJG
17}

J0T 7 ebey

_GQ (D 0z Jeap lepusje)

/

24

S,




SHATE UFJEYY TURK

INJURIES AND ILLNESSES
FORM SH-900.1

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

All amSU_mmzam:ﬁ/\%ma by PART 801 must complele this summary annually, even if no occupational injuries or illnesses occurred during the year.

Employees, former emplayess, 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

mmnwwﬂ%:mquzq NAME 13 L Cowntrol

STREET ADDRESS

205 Aatbik Busnue

0,2&._.)._‘m. ZIP CODE
'§ § “F) L) \\NQ\ ,

INDUSTRY DESCRIPTION (e.g. village fire %mmmaaa_

/ ;
NYC Tept of Heakitc 8 Montal Hyqiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). P,

Gaiado ., 213049

¥

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

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

5. INJURIES AND ILLNESS TYPES

DEATHS Q
{Col. G) JOB TRANSFER OR i
DAYS AWAY MN RESTRICTION

FROM WORK

(Col. K)
(Col. H
JOB TRANSFER m :
OR RESTRICTION AWAY FROM
) WORK
OTHER RECORD- b {Col. L)
ABLE CASES

(Cal. J.)

INJURIES ®
N’
SKIN DISORDERS

) (Col.
RESPIRATORY CONDITIONS

(Co
POISONINGS
(Col
- ALL OTHER ILLNESSES
(Col. 5)




STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT QF LABOR

Public Employee Safery and Health Bureau
State Office Campus

Building 12, Reom 158

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH %00.1

All establishmemis covered by Part 801 mus¢ cornpicte this annually, even if no sccupatienal injurics or illnesses occurred during the year.

Employees, former employees. and their representarives have the right to review th

is form. They also have limited aceess to the Log (SH-900) or
ils equivalent, See 801.35 and instructions for further derails on aceess provisions

for these forms,

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME Q\\w\x FoE o \ Ay \mw..\.. J If you don’r have accuMate figures, sce the
A ed i eald Ejx Gty I el Instructions on the back of the sheer.
STREET ADDRESS D27 f7€ 17 Pof REM..W SO -4

dvtel Last Cc.HeELT o m\nx AVERAGE NUMBER OF EMPLOYEES
CITY, STATE. ZIF CODE

hmbb\ﬁ\k\\ﬁ.\r\.\ \\%ﬁ\\m\ nw.m\\

INDUSTRY DESCRIPTION (e.g.. village fire department) .
! ; TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
o RLMent of Heal th ome) Henlal He

47660

Enter the column totals from the Log of Occupational Injuries and

Ninesses (SH 900) for each category (column labels under each line
correspand to the columns on the Log). Ifa category has no cagey,

enter 0",
J. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
; Col. |
DEATHS 4% : %r : O ,
(Col. ) AWAY FROM .N SKIN DISORDERS
DAYS AWAY .N WORK (Cal. X)) (Cel. 2)
FROM WORK , s,
(Col. H} RESPIRATORY CONDITIONS
JOB TRANSFER O JOB TRANSFER OR 0 (CoL3)
OR RESTRICTION RESTRICTION —
(ColL 1) (Col. L) POISONINGS o
OTHER RECORD- (Cal. 4)
ABLE CASES Q
(Col_ J)) HEARING LOSS O
(Col, %)
ALL OTHER ILLNESSES ,m'
(Col. 6)

6. CERTIFICATION

I cenify that I have examined this document and thar

SIGNATURE \Ramrl.w o
PRINTNAME _A/Er /. F OS5 & RO {

1o the best of my _BuE_uamn the cntries are true, accurate, and complete,

e _HELEL pndd Soletos
pate _ 0/. 25 O 4

SH 900.1 (12-03)
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STATE OF NEW YORK

Division of Safery and Health
DEPARTMENT OF LABOR

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 esiablishments covered by Part 801 muyst compleis this annually, even if ne occupational injuries or illnesses occurred during the year.

Employzes, former cmployees. and their representatives have the fight to review this form. They also have limited access to the Log (SH-900) or
its equivalent. See B01.35 and instructions for further dezails on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
,mm,_.bwﬂmmgmz,_, NAME Qmﬁm&; 0 * Cinve *V . If you n_o_._”n have acevmate figures, see the
M ﬁ.w.m\ _.., E E XA m __q nep Instructions on the back of the sheet.
STREET ADDRESS [/&f CLQ P K.SDAS ALPH LE
LRilding , Poeri 302 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIF CODE '

| BROOLLYN , WY | 11003 e

INDUSTRY DESCRIPTION (c.g.. village lire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

67600

m:.n:__nno_..:.:__E-u_..._?u_::.n Fan._monn___unmcau_E::Euan_:nauﬂ (SH $00) for ench category (column labels under each line
correspand 1o the columns on the Log). Ifa caregery has no cases, enter “0°. _

ﬁ 3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES e
(Col 1)
DEATHS rQ 5
(Col. G AWAY FROM \m\m SKIN DISORDERS o
DAYS AWAY WORK (Col. K) (Col, 2)
FROM WORK 3
(Col. H) RESPIRATORY CONDITIONS %
JOB TRANSFER . JOB TRANSFER OR (Col 3)
OR RESTRICTION RESTRICTION o
(Col. 1) _ (Col L) POISONINGS Q
QTHER RECORD- @ (CoL 4)
ABLE CASES
(Col. 1) HEARING LOSS Q
(Cal. %)
ALL OTHER ILLNESSES m
(Col. 6)

& CERTIFICATION

Tcenify that I have examined this document and that to the best of my knowledge the entries are true, accurate, and complee,

SIGNATURE \@w\(ﬂr | ‘ e MHealll emd S Da\m\mvw“
% Y I3
PRINT NAME b\ﬁnﬁm\ Kosg b RO Pa,_,mb\,mmr_mum

SH 900.1 (12-03)




Division of Safety and Health

Public Employ¢e Safety and Health Bureau
Statc Office Campus

Building 12. Room 138

Albany NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURTES AND ILLNESSES
FORM SH 900.1

Al cstablishments covered by Part 801 must complete this annually, even if no occupational injuries or illnesses occurred during the year,

Employees, former employecs. and their represcniatives have the right o review this form. They alse have limited aceess to the Log (SH-900) or
its equivalent. Sec 801,35 and instructions for further details on aceess provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT —210%.—.—02
ESTABLISHMENT NAME (/) i .ﬁ e 4 chie - If you don't have acetaie figures, see the
.,\ : L. -y {, Instructions on the back of the sheet.
o 1C0-L " EXG py e NE

STREET ADDRESS (/LG -~ Rpi@LLE ALBH/E

Seavicu/ Mpptu Dy AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE

Stater, Island NS . /03)Y | //

INDUSTRY DESCRIFTION (e.g.. villape fire department)

Depo tMen/y of Health and Menlol Hygiens

[TNORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM _
/0 240

WO 613990

TOTAL HOURS WORKED BY ALL EMPFLOYEES LAST YEAR

Enter the colump totals from the Log of Occupational Injuries and Hinesses (SH 300) for cach catepory (column labels under each line
correspand to the columns on the Log). Ifn caregory has no cases, enter “07,

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

INJURIES “ M
(Cal. 1)
DEATHS _ M mu Q

(Col G.) AWAY FROM SKIN DISORDERS
DAYS AWAY 0 WORK (Col. K) (Col 2)
FROM WORK
(Cal. 1) 1  RESPIRATORY CONDITIONS _M
JOB TRANSFER 0 JOB TRANSFER OR D ({CoL3)
OR RESTRICTION RESTRICTION 7,
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- Q (Col 4)
ABLE CASES
(Col. 3) HEARING LOSS %
(CyL5)
ALL OTHER ILLNESSES mu
(Col &) _

6. CERTIFICATION

I cemify that I have examined this document and that o the best of my knowledge the entries are true, aceurate, and complete,

SIGNATURE . TITLE

PRINT NAME DATE

SH 900.1 (12-03)



Division of Safety and Health

Public Employee Safery and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

STATE OF NEW YQRK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complere this annually, even if na occupational injuries or illnesses sccurred dunng the year,

Employees. former employees. and their represeniatives have the right to review this form. They also have limited access to the Log (SH-500) or
its equivalent. See 801.35 and inswructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
£ gt 2 L 4
ESTABLISHMENTNAME (/A FH L& OF Chi e * If you don't have acciite figures, see the
x\\N\Q\\E Nm\l@fm.‘ \Q\.E e-p Instrucrions on the back of the sheet.

STREET ADDRESS

S FiRST Avemue AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIF CODE . —

Monnallgn NY , jO0I6 YIS
INDUSTRY DESCRIPTION (e.p.. village fire depariment) .
. TOTAL HOURS WORKED BY ALL EMPLOVEES LASTYEAR
Depad teny : omd Heatal. Hygiane
NORTH AMERICAN INDUSTRIAL CLASSIFICATION
(NAICS) | . o) 752 8580
792200 62181/ 6335 §8,3(20; SY i1

Enter the eolumn torals from the Log of Occupational Injuries and Illnesses (5H 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 12
Q (Col. 1)
(Cal. Gy AWAY FROM SKIN DISORDERS o
DAYS AWAY WORK {Col. K) (Col 2)
FROM WORK
lLﬁ..m - RESPIRATORY CONDITIONS 4
JOB TRANSFER Q JOB TRANSFER OR AQ {Col 3)
OR RESTRICTION RESTRICTION n\
{Ca. 1) (Col. L) POISONINGS
OTHER RECORD- / (Col 4)
ABLE CASES ’
(Col. 1) MEARING LOSS O
(Cel. §)
ALL OTHER ILLNESSES 7
_{Col. 6)
6. CERTIFICATION
I centify that I :mé,%ﬁaimn ":_.m..m.o_nn_._._na and that to the best of my knowicdge the entries are true, accurate, and complete.
) Lol a o .
SIGNATURE ! e _ e LEh and Sadel g
N ' ’
PRNTNaME _ A 21l Lo sy m_e.wc& patE _ /.25, 06

SH 900.1 (12-03)



Division of Safety and Health

Public Employee Safety and Health Burcay
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 coverad by Part 801 mugt complete this annually, cven if ng occupational injuries or i[lnasses cccurred during the year.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME 0*\4 A Gq. Chae m..%ﬁ If you don't have acewrmre figures, see the
. [} .
_ m ¢.of Vol m XCiMine. _m. Instructions on the back of the sheet,
STREET ADDRESS 160 -] §,82 puisée

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Queens | A9, 11437 B

INDUSTRY DESCRIPTION (e-g. village Tirc department)

Depaltiyent , HeaLlh anl iental Huorene.

NORTH AMERICAN ] DUSTRIAL CLASSIF ICATION SYSTE

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

5506

@ (NAICS) @M. ,w @ m.&
Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) for each category (cofumn Izbels under each line
cerrespond to the columns on the Log). Ifa category has no eases, enter (>,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURJES AND ILLNESSES TYPES
: INJURIES —_——
o ; (Col 1)
DEATHS O G
{Col. G) AWAY FROM SKIN DISORDERS hu
DAYS AWAY 6 WORK (Col. K) {Col. 2)
FROM WORK e B _
(Col. H.) RESPIRATORY CONDITIONS U
JOB TRANSFER Q JOB TRANSFER OR O (Cot. 3)
ORREsTRICTION __ U/ RESTRICTION 0
(Col. 1.) (Col. L) POISONINGS
OTHER RECORD- (CoL 4)
ABLE CASES ‘
(Col. 1) HEARING LOSS Q
{Col. 5)
ALL OTHER ILLNESSES {2
(Col. §)
6. CERTIFICATION
T centify that I have examined this document and (hat 10 the best of my knowledge the entries are trug, accurate, and complere,
SIGNATURE \K\.b\m. __ e Hea L EL Cenre/ ,W%\&ﬂ

PRINTNaME A/, ) ﬁrrﬁ,mﬁ.&@mbl DATE __O/. 25 D4

SH 900.1 (12.03)

e



STATE OF NEW YORK
DEPARTMENT OF LAEOR

Division of Safery and Health

Public Employcc Safety and Health Bureay
$wate Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM 5R 900.1

All establishments eovered by Part 801 myst complete this annually,

Emplayres, former emplayess, and their represantatives have the nght o review this form. They also have
its equivalent. See 801.35 and instructions for furiher details on access provisions for these forms.

gven if no occupational injurics or ilingsses occurred during the year,

limited access to the Log (SH-900) or

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME Q\‘J«l\ﬂﬁ@ O “N CAr \,m\WfF
Medicad Exeines
STREET ADDRESS DET F/€ iy P ewdig LO0L7 £

garel Eost cHes Qocof
CITY, STATE, ZIP CODE

BRopx WY 1046/
INDUSTRY DESCRIPTION (c.p.. village fire department)

Depaprlrent
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

CAED 52399,

If you don't have accuate figures, see the
Instructions on the back of the sheet,

AVERAGE NUMBER OF EMPLOYEES

3y

\wﬁhw.hw qu e u\ \ﬁ}w\ﬁ Nh N x.\ %\ﬂh@“m; TOTAL HOURS WORKED BY ALL EMPLOVEES LAST YEAR

47660

Enter the column toeals fram the Log of Occu

correspond to the columns an the Log). 1f s tategory has no cases, enter %™,

pations! Injitries and Ilnesses (SH 900) for each cate

gory (column labely undep each line

5. INJURIES AND ILLNESSES TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
PEATHS % L
(Col. G.) AWAY FROM Nrk
DAYS AWAY 3 WORK (Col. )
FROM WORK
(Cel, H)
JOB TRANSFER nw JOB TRANSFER OR
OR RESTRICTION RESTRICTION mu
{Col 1) (Col. L.)
OTHER RECORD-
ABLE CASES Q
(Col. 1))

INJURIES

(Cok 1)
SKIN DISORDERS nQ

(Col. 2)
RESPIRATORY CONDITIONS mu

(Col 3}
POISONINGS d

(Col 4)
HEARING LOSS mu

Aﬁo_. 5)

ALL OTHER ILLNESSES

*al £\

-

=



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

Division of Safety and Health

Public Employce Safety and Health Bureau
State Office Campus

Building 12. Room 138

Albany NY 12240

All establishments covercd by Pant 801 muat n.a_._._v_au thig annually, even if no occupational injuries or illnesses oceurred during the year,

Employecs, former cmployees, and their represcniatives have the right 10 review this form. They alse have limited aceess to the Log (SH-900) or

its equivalent, See 801.35 and instructions for further details on aceess provisions for these

forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME Q}rm\; am._w CAr mmw.

Mecical Examines
STREET ADDRESS U/'/ CLa R SDAS ALALE
T Bilding , Pecrs 202

CITY, STATE, ZIP CODE '

| RRODEZLY N I203

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

D Nt O;

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTE

NS 623290

5 o - S o TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
e L Lh ool Mental ﬂ \_N%\ enl.

H you don't have accimte figures, see the
Instruetions on the back of the sheet,

AVERAGE NUMBER OF EMPLOYEES

74

67600

Enter the column totals from the Log of Occupatienal Tnjuries and Inesses (SH 900) for cach category (column labels under tach line

correspond to the columns en the Log). Ifa category has no cases, enter *0”,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES iy
(Col. 1}
DEATHS 0 .
(CoL G) AWAY FROM sm.m SIIN DISORDERS &
DAYS AWAY P WORK (CoL K) (Col 2)
FROM WORK
{Col. H) RESFIRATORY CONDITIONS J
JOB TRANSFER ) JOB TRANSFER OR (CoL D)
OR RESTRICTION RESTRICTION o
(Cal 1) (CoL L) POISONINGS 0
OTHER RECORD- O ol B
ABLE CASES
ol 3) HEARING LOSS o
(Cal.5)
ALL OTHER ILLNESSES M
(ol 6)

6. CERTIFICATION

SIGNATURE ﬁl\
RINTName Ay L Nos popog

Teenify that T have cxarnined this document and that to the best of my knowledge the entrics arc ifue, accurate, and complete.

T __esllh omd .m.mwmm\ﬂvw
DATE _O/. 287 £ 4

SH 900.1 (12-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safery and Health

Public Employee Safety and Health Burcau
State Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 300.1

All establishments covered by Part 801 must complete this annually, even il no occupational injuries or illncsses oocurred during the year.

Emplayzes, former emplayees, and their represeniatives 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 provisiens far these forms.

1. ESTABLISHMENT INFORMATION

b

2. EMPLOYENT INFORMATION

ESTABLISHMENT zwzn&,.mr ce G_% thy et
Medical  EXG 1A
STREET ADDRESS L)L O ~ R p e [ L A2 Nise
Seaiicuw/ MpRtuc bty
CTTY, STATE, ZIF CODE__ .
Stater, [slard NS /03]

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) WE .

If you don't have accillate figures, sce the
Instructions on the back of the sheer,

AVERAGE NUMBER OF EMPLOYEES

//

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

/0 240

Enter the column totals fram the Log of Occapational Injuries and Hinesses (SH 500) 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 0 _
Col. 1
DEATHS m s HQ a u
(Col. &) AWAY FROM SKIN DISORDERS Q
DAYS AWAY % WORK (Col. K) (Col. 2)
FROM WORK
(Col. H.) RESPIRATORY CONDITIONS D
JOB TRANSFER G JOB TRANSFER OR b (ColL. 3}
OR RESTRICTION RESTRICTION
(Cal. 1) (CaL L) POISONINGS 0
OTHER RECORD- N, {CoL 4)
ARBLE CASES
(Cel. 1) HEARING LOSS %
(Cyl 5)
ALL OTHER [LLNESSES
{Col. §)

6. CERTIFICATION

SIGNATURE

PRINT NAME

T'cenify that T have examined this document and that to the best of my knowledge the entries are trug, accurate, and complete.

TITLE

DATE

SH 500.1 (12-03)



STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

0 Public Employee Safety and Health Bureay
y State Office Campus
Building 12. Room 138

L)

T esengent Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES bdo m

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.

Employces, tormer employees, and their representatives have the right to review this form, They also have limited access to the Log (S11-900) or
its cquivalent. See 801.35 and instructions for further details on access provisions for these forms,

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENTNAME BUREAUL DF PeEST If you don't have accurate tigures, see the
MTROL GE Rt ﬁkﬁn\wmw = .ng-lrl And <ot Instructions on the back of the sheet.

STREET ADDRESS

V4 B\\%\\\\u\ \\u\.ﬂu. AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Aon/rvn) MY 1238 42

INDUSTRY DESCRIPTION (e.u.. village fire department)
5 o TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NSO DEPT oF. HEALTH ¢ MENTAL HYGidrre

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

. - —
"Mq03120, 1,21399  SE171D @\\ 205

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 ﬁ )
(Col. 1)
DEATHS m

(Col. G.) AWAY FROM 9 SKIN DISORDERS O
DAYS AWAY WORK (Col. KJ) (Col. 2)
FROM WORK 0
(Col. 1) RESPIRATORY CONDITIONS Q
JOB TRANSFER JOB TRANSFER OR (Cul. 3)
OR RESTRICTION & RESTRICTION 9]
(Col. 1.) (Col. L) POISONINGS 2
OTHER RECORD- Q (Col. 4)
ABLE CASES
(Col. J.) HEARING LOSS O
{Cul_5)
ALL OTHER ILLNESSES o
{Col. 6)

6. CERTIFICATION

| certity that I have examined thig ument and that to the best of my knowledge the entries ge@true, accurate. and complete.

SIGNATURE TITLE \\\&N WEQNN\

vt CalLD  PLOLINE oare 7 s

+#

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Saterv and Health
Public Emplovee Safetv and Hey
State Otfice Campus

Building 12. Room 158

Albany NY 12240

ith Bureau

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES 2005

FORM SH 900.1

All estublishiments covered by Part 801 must complete this annu

¥. even if no oceupational injuries or illnesses oceurred during the veur,
Employees, former employees, and their representatives have the right to review this form, They also have limited access to the Lotr (SH-900) or

its cquivalent. See 801.33 and instructions for further details on access provisions for these forms.

L. ESTABLISHMENT INFORVIATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME Ifyou don’t have accurate figures, see the
Veterinary and Pest Control Services - Central Office [nstructions on the buck of the sheet,
STREET ADDRESS
125 Worth Street, Room #619 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York, NY 10013 .ﬂ

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Department of Health and Mental Hygiene

TOTAL HOURS WORKED BY ALL EMPLOY AST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEN
(NAICS) 12,420

9 2 3 1 2 0
L

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

3. NUMBER OF CASES 4. NUMBER OF DAYS . 5. INJURIES AND ILLNESSES TYPES
JURIES 1
(Col. 1)
DEATHS 0 L 4
(Cal. G, AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K.) (Col. 2
FROM WORK 1
(Col. H,) RESPIRATORY CONDITIONS o
JOB TRANSFER JOB TRANSFER OR {Col. 3)
OR RESTRICTION 0 RESTRICTION 0
(Col. 1) (Col. L)) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J.) HEARING LOSS 0
:w:@m;
ALL OTHER ILLNESSES
{Col. 6)
_‘ 6. CERTIFICATION

Teertify that [ have r):_jm:mpp\_\zm document and that to the best of my knowledge the entries are true, accurate. and r.c_z:

cle,

SIGNATURE _s 2 diit - { etpprir TITLE _ Aeceq. ch  oFKsnclid
PRINTNAME __ /¢ Jp. / ua\S S & DATE _ / /2 \ Serd
Fl

SH900.1 ¢12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employcee Safety and Health Bureay
State Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES b.oo m

FORM SH 900.1

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

Employces, former employees. and their representatives have the right to review this form. They also have limited aceess 1o the Log (S11-900) or
its equivalent. See 801.35 und instructions for further details on access provisions for these torms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME DRJURKEAUL DF PpecatT If you don’t have accurate figures, sec the

LONTROL QeERJLICES = MWHU.QUK'FI& M SduTd [nstructions on the back of the sheet.

STREET ADDRESS T

/7 N\L\\N\\\\\ \\.&n\ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

_Aeoc/rn) MY 1234 Iz

INDUSI'RY DESCRIPTION (e.u.. village fire departiment)
‘ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NYL EPT 0F. HEALTH ¢ MENTAL HYGdrTe

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM ‘ m
NAICS) o ; — Q o
L 423120, ,21399 - Ok!1M1D & \x

F

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

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

INJURIES 9]
(Col. 1)
DEATHS m 0 .

(Col. G) AWAY FROM SKIN DISORDERS o
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK Q
(Col. H.) RESPIRATORY CONDITIONS B
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION Q RESTRICTION 0
(Col. L) (Col. L)) POISONINGS Q
OTHER RECORD- Q (Col. 4)
ABLE CASES
(Cul. J) HEARING LOSS Q
(Cul.5)
ALL OTHER ILLNESSES m
(Col. &)

6. CERTIFICATION

ument and that to the best of my knowledge the entries geftrue, accurate, and complete.

SIGNATURE TITLE \X&N \v\v&.\\.\%\N\

I certify that I have examined thig

PRINT NAME Q.m.\ﬂ\ ﬂ\\l&i&%\—\\.\\% DATE /v ;\\\%\Q\%ﬁ\

SH 900.1 (12-03)



FRVFH

G

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 b OO m

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 g‘ U.m.- Te 933 \ If you don’t have accurate figures, see the
W- Nnﬁu % WIm. Instructions on the back of the sheet.
b e et

STREET ADDRESS

46 HNWOPVZ?( 4 Qﬁ-r m‘_ Gd ﬂ AVERAGE NUMBER OF EMPLOYEES

e< STATE, ZIP CODE

e Yok N A\,oo,w | 10

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

ﬁu @ * O.ﬁ :PP~.¢>». BO:'-P’ t‘ﬁ p.PS M,-OQF HOURS WORKED BY ALL EMPLOYEES LAST YEAR

ZOW.H: AMERICAN YNDUSTRIAL CLASSIFICATION SYSTEM

Aztnmvxb.w,b.c ) EB| . .)—PIQOO

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 @]
| (Col. 1)
H DEATHS 0 O O
! (ColL G.) AWAY FROM SKIN DISORDERS
: DAYS AWAY @ WORK (Col. K) -~ (Col.2)
o FROM WORK O
K (Col. H) RESPIRATORY CONDITIONS
; JOB TRANSFER JOB TRANSFER OR (Col.3)
ORRESTRICTION __ O RESTRICTION Q : O
(Col. 1) (Col. L) POISONINGS _
S OTHER RECORD- O (Col. 4)
= ABLE CASES 0
., (Col. 1) HEARING LOSS
(Cal.5)
ALL OTHER ILLNESSES ( _w
(Col. 6)




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 900.1 200 5

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 Bui¢ak ©of TR  (onk o | It you don’t have accurate figures, see the
Richmond Chest Center Instructions on the back of the sheet.
STREET ADDRESS
51 Stuyvesant Place, 4th floor AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ]

Staten Island, New York 10301 165

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

Cinic WYC Depr o€ deallle & el dyqibne

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM i ﬁw ﬁ.ﬁ 0
(NAICS) | | s ~ NV “ )

)

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 “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 0
0 (Col. 1)
DEATHS 0
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K. (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- 0 (Col. 4)
ABLE CASES
(Col. J.) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

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

SIGNATURE __ uu &D _m HDM_MW N TITLE Principal Administrative Associate

PRINT NAME Wanda Osborne DATE 1/3/06

SH 900.1 (12-03)



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 200686

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 RBUREAWL °F TR conTROLU If you don’t have accurate figures, see the
Morrisania Chest Center Instructions on the back of the sheet.
STREET ADDRESS
1309 Fulton Avenue, 1st floor AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Bronx, New York 10456 1l

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

Clinic HYc  Dept of Heo M & Meated Wyoiemp

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM ~J

‘, 27510
CAD q23 120, L2739 27,2

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 0
0 (Col. 1)
DEATHS 0 .
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K.) (Col. 2)
FROMWORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J) HEARING LOSS 0
(Col.5)
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.

SIGNATURE f CQ\&\? ?g trrLe Principal Administrative Associate

PRINT NAME Wanda Osborne DATE 1/3/06

SH 900.1 (12-03)



w,_,.>._,m 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 1 ca e omothew If you don’t have accurate figures, see the
&U..Mmbrm.u@\ Au fo0. b:.w‘_. o~ D A N _.m:u.ﬂxbxf & | Instructions on the back of the sheet.
STREET ADDRESS -

L2S Wertle <Stveet, AM 4% AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ?

New Yorik ., i)Y 1003 75

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

— . 3 / ; . : TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NYC Rept »& Healdbe @ Mgntal. .wmu“,w?m@rn. -
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYST. -N ¢
(NAICS) . _, . .

923120, (21399 , 232
7 i

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 ILLNESSES TYPES
INJURIES m w
: ' (Col. 1)
DEATHS 0 ’ .
(Col. G.) AWAY FROM (7] SKIN DISORDERS b
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK ©
(Col. H)) RESPIRATORY CONDITIONS o
JOB TRANSFER JOB TRANSFER OR i (Col. 3)
OR RESTRICTION h w RESTRICTION O
(Col. 1.) (Col. L.) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0 0
(Col. J.) HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES D
(Col. 6)

6. CERTIFICATION

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

SIGNATURE [ %\,\I\Q\I TITLE (hesearch Assistant

PRINT NAME Qrgn_\m.-\@r\ 1= O@r.DT(brx{T. DATE x\.m.\,m \6&

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

2005

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 3y visior of O %«ic:d}

Co bl s msﬁ%‘\gnﬂ?&r

STREET ADDRESS P

s Wtk Em3is 201,

2.0 O

CITY, STATE, ZIP nOUm
\00 | 3

vEw Uk WY Cnl

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

Ny O .(A.Va % K\N&bw.s/l. JQFS al ;.*D.b__;

NORTH >7_mm_ﬁ>7d_7OCmiﬂ~>r CLASSIFICATION SYSTEM

Azp_nmfuf o . L 21399

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES
& O

> ]

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

&/ 00
7

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 02

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESSES TYPES

INJURIES &
‘ (Col. 1)
DEATHS () - s
(Col- G.) AWAY FROM ( J SKIN DISORDERS v
DAYS AWAY O WORK (Col. K (Col. 2)
FROM WORK :
(Col. H)) i RESPIRATORY CONDITIONS Q
JOB TRANSFER JOB TRANSFER OR U (Col.3
OR RESTRICTION b| RESTRICTION ] 3
(Col. L) (Col. L.) POISONINGS O
OTHER RECORD- (Col. 4)
ABLE CASES _ m@
(Col. J) HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES |
(Col. 6)

6. CERTIFICATION

SIGNATURE D:IEQ/ )

ot

/cfjv«, o~

PRINT NAME / ODoﬂAb )

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

TITLE Tr s W\ ot

DATE 1

X

]
Yy \oh

SH 900.1 (12-03)




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

QD05

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
Bur. of Chronic Disease Prevention & Control

STREET ADDRESS
2 Lafayette Street, 20th Floor

CITY, STATE, ZIP CODE
New York, NY 10007

INDUSTRY DESCRIPTION (e.g.. village fire department)
NYC Department of Health & Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
( ) 923120, 621399

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

56

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

approx. 92645 hrs

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 ILLNESSES TYPES
INJURIES o
O AOQ—. Hv
DEATHS 0
(CoL. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col.2)
FROMWORK 0
(Col. 1)) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col.3)
ORRESTRICTION Y9 RESTRICTION e .
(Col. 1) (CoL 1) POISONINGS 0
OTHER RECORD- (Cal. 4)
ABLE CASES g .
(Col. J) HEARING LOSS o
(Col.5)
ALL OTHER ILLNESSES 0
(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.

Assistant Commissioner

SIGNATURE /[/er 110 [ I &K\fhﬁmmﬁ m,\,.\x: Jdlugrimie

PRINT NAME DF- Lynn Silver

paTE 172412005

SH 900.1 (12-03)



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

20085

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

STABLISHMENT A Dp
wau\ As s %ﬁ,ﬁac LU MO?:Qm

FSTREET ADDRE _ _ _
/1SS /Ho.ﬁ; m TASE T, &wa ®3b

Vs

CITY, STATE, ZIP.CODE.
< s 1Q QL

INDUSTRY DESCRIPTI e.g.. village fjrle(depprtment)
: S I i,
I L ¥ o@«a?ﬂf UG U A AR
NORYVH A

DUSTRIAL nr»%?nﬁSz%Emé

NAICS o
(RATES) ;201

Y23 i

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

L7

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

AR3,%426

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 ILLNESSES TYPES
- INJURIES .
l— (Col. 1)
DEATHS O
(Col. G) AWAY FROM = SKIN DISORDERS
DAYS AWAY S WORK (Col. K)) (Col. 2)
FROM WORK ; S
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER S JOB TRANSFER OR (Col.3)
ORRESTRICTION ___ ™ RESTRICTION e A
(Col. L) (Col. L) POISONINGS
OTHER RECORD- (Cal. 4)
ABLE CASES o o)
(Col. 1) HEARING LOSS W T
1.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

SIGNATURE

AR

[ certify that I have examined this document and that to the best of my knowledge the m:iﬁjﬁmnnﬁﬁm. and cogplete.

TITLE ]

PRINT NAME

DATE

AT

./Mw a/ﬂo

SH 900.1 (12-03)

(A



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 QDD @
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
Bureau of Human Resources-(All Central Units) Instructions on the back of the sheet.

STREET ADDRESS

CITY, STATE, ZIP CODE
New York, NY 10013 72

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

New York O_.ﬁ< DGUWJEQJH of Health & Mental _|_<@_®3® TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
541612, 561110

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 “07,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 0
5 _ (Col. 1)
DEATHS 0
(Col. G AWAY FROM SKIN DISORDERS 0
DAYS AWAY 5 WORK (Col. K)) (Col. 2)
FROMWORK 0
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER 5 JOB TRANSFER OR (Col.3)
ORRESTRICTION O RESTRICTION o
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES
(Col. 7) HEARING LOSS 0
G5
ALL OTHER ILLNESSES
(Col. 6)

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 fp.. \ocklien rirLe Health & Safety Compliance Inspector

1/31/06

PRINT NAME Ingrid Ramlakhan DATE

SH 900.1 (12-03)



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 2002

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
Bureau of Human Resources-WEP Unit Instructions on the back of the sheet.

STREET ADDRESS

346 Broadway, Room 708 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
New York, NY 10013 5

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

New York City Department of Health & Mental Hygiene TOTAEHUURE M B AR ELOVERS LARTREAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

8,050
(NAICS) £ 11612, 561110

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 0
) 0 (Col. 1)
DEATHS 0
(Col. G.) AWAY FROM SKIN DISORDERS 0
DAYS AWAY 0 WORK (Col. K)) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L. POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J.) HEARING LOSS 0
mma. 3)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

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

~ \ .
SIGNATURE grcrﬁ anbrP( TitLe ealth & Safety Compliance Inspector

Ingrid Ramlakhan 1/31/06

PRINT NAME DATE

SH 900.1 (12-03)



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

2005

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
Bureau of Human Resources-Employee Health Program

STREET ADDRESS
303 Ninth Avenue, Room 137

CITY, STATE, ZIP CODE
New York, NY 10001

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Department of Health & Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
( ) 621111, 621399

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

9

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

13,876

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 0
5 (Col. 1)
DEATHS i
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY G WORK (Col. K) : (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER 5 JOB TRANSFER OR {CoL.3)
ORRESTRICTION 9 RESTRICTION o
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. &
ABLE CASES o
(Col. 1) HEARING LOSS 0
Amc_. 5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

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

SIGNATURE DM_MQ m AQrFm( Qi

TiTLg ealth & Safety Compliance Inspector

PRINT NaME 'Ngrid Ramlakhan

DATE 1/31/06

SH 900.1 (12-03)



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 2 D0 5

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
FSM, Bureau of Finance — % ﬁp«? mestcation Instructions on the back of the sheet.

STREET ADDRESS

125 Worth Street, Rm 630 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
New York, N.Y. 10013 43

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Department of Health & Mental Hygiene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 78561 Hours
561110 541990

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 0
0 (Col. 1)
DEATHS 0
{Col. G AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K. (Col. 2)
FROM WORK 0
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (CoL3)
ORRESTRICTION 9 RESTRICTION o
(Col. 1) (Cal. L) POISONINGS 0
OTHER RECORD- (Col 4)
ABLE CASES 0
(Col. J) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I certify tl have examindd this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATUR & TITLE Health & Safety Officer
PRINT NAME R0xanne Kewley oy PI2I08

SH 900.1 (12-03)



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

mcmmxﬁc of mmwém\r@@rnr \K\Eﬁ@%a,

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

STREET ADDRESS

/85 Em_‘ﬁ.&/ Skeel Zanq jo0. Z00 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Newd foel  NY 106/3 P

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

e DedTrof Heatth ool Hygiene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) . .. , }
A3 2 o, s $FO

23,4

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 ILLNESSES TYPES
INJURIES _ (@4
(Col. 1)
DEATHS O :
(Col. G)) AWAY FROM O SKIN DISORDERS (@)
DAYS AWAY O WORK (Col. K) (Col. 2)
FROM WORK / .
(Col. H) RESPIRATORY CONDITIONS &
JOB TRANSFER JOB TRANSFER OR {Col.3)
OR RESTRICTION Q . RESTRICTION J ,
(Col. ) {Col L) POISONINGS &
OTHER RECORD- - (Col. 4)
ABLE CASES {/ o
(Col 1) HEARING LOSS -
(Col.5)
ALL OTHER ILLNESSES Ve
(Col. 6)

6. CERTIFICATION

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

SIGNATURE \Q}W\?&rﬁﬁ \ \\W\\NAR/

e

PRINT NAME 73?0& d

2 &EPP

TITLE Dikertoe o<

r_\\.\..m.kﬁm.f...ﬁv.&\w

DATE s.n.\nm 4 s

SH 900.1 (12-03)



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 2005
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
Bureau of Maternal, Infant & Reproductive Health -C4ts0y Instructions on the back of the sheet.

STREET ADDRESS

166-10 Archer Avenue, Section C01 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Jamaica, NY 11433 10
INDUSTRY DESCRIPTION (e.g.. village fire department)
NYC D _0* it ; i M,.I,. ¢ _ﬁ - Tﬁ tﬂ r\wﬁ a3 TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
MY ) ¢ gy i i e
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 17,500
923120 - 624190

Enter the column totals from the Log of Occupational Injuries and Ilinesses (SH 900) for each category (column Iabels 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 0
0 (Col. 1)
DEATHS 0
(Col. G.) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK o
(Col. H) RESPIRATORY CONDITIONS 0
JOBTRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION “~ RESTRICTION o
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 9)
ABLE CASES &
(Col. J) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

M\w» document and that to the best of my knowledge the entrics a
5

I %ﬁ I :mg.
SIGNATU L il e TITLE

PRINT zEsm\ \Wm.\\n\ -~ Yk mﬂ\ﬂ\ Eﬁm\

/oL
i

/
pd

4

SH 900.1 (12-03)



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 0
FORM SH 900.1 20 m

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 ‘B ¢/£ mw%|uh O F - o 2 ERMP? WAL you don'thave accurate figures, see the

CENTICRT M rALEn Z A T CENVTEAL Instructions on the back of the sheet.
STREET ADDRESS

23 s FIFTH e U E pesmT AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE 7
NEw g ele N-Y. (0038 2

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

| MYC. DERT O FHERLTHE MENTHAL HIGIENE

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

NS 92320 56,72 £57¢

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 ILLNESSES TYPES
INJURIES (&)
(Col. 1)
DEATHS O o) O
(Col. G) AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK O
(Col. H) RESPIRATORY CONDITIONS o
JOB TRANSFER O JOB TRANSFER OR o) (Col. 3)
ORRESTRICTION &/ RESTRICTION -
(Col. 1) (Col. L) POISONINGS O
OTHER RECORD- b, (Col. 9)
ABLE CASES O
(Col. 1) HEARING LOSS
o5
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 cornplete.

SIGNATURE § { %?ﬂ\&\ TITLE h\\ﬁx% m”.m.\..\xwr‘\me \\N\N?.:\TNN\_:

PRINT NAME J7EE rr \m\lwﬂ.s\m /MO S patk L .\m 7 .\Q Co

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Emplovee Sufety and Health Bureau
State Otfice Campus

Building 12, Room 158

Albany NY 12240

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

Al estabhishmenis coverad by Part 801 must complete tas annually. even i no occupational injuries or illnesses cocurred dunng the vear.
) P e

Employees, former emplovees, amd their representatives have the right 1o review this form, They also have limiled aceess to the Log (SH-3M or
iz eguivalent. See 80055 and mstruchions Tor further detatls an access provisions (or these forms,

L ESTABLISHMENT INFORMATION 2 EMPLOYENT INFORMATION
A -
ESTABLISHNIENT, NAME /e % n.r\e m. cecs  f 1 I youdon't have accurate figures, see the
m \3&6\0_\@\\&3% tllm\xm&.\ \ ,%\mm\%m &; Instructions an the back of the sheet.

STREE ,“. ADDRE

74 4 _\w o m\ Mw i \N ..u iy
e f Viga dawy g7 € 0 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIF CODE 4 . - e
. / I # 2
A e p oo/ 2.5
INDUSTRYDESC EE TON (e v :VWM: department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LASTYEAR
%:q Inet sf feg g Montal kﬁf&&
NORTH AMERICAN INDUSTRIAL CLASSIFIC ATIHON SYSTEN g ww\
INATCSY W\ _Ww
ia

eI, L1399 ;423140 ,5¢110

o)

NY

Enter the columa totals from the Log of Oceupational Tnjuries and Ninesses (SH 2000 for cach categary (column labels under each line
. corvespond to the columns on the Logl I a category has go cases, enter * (17,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5, INJURIES AND ILLNESSES TYPES
INJURIES &
~ (ol 1}
DEATHS o e
{Col. Go) AWAY FROM L SKIN DISORDERS A
DAYS AW AY - WORK Cal, W) (Col. 2
FROM WEHUK Fo
(ol H RESPIRATORY CONDITIONS <o
JOR TRANSFER - JOB TRANSFER OR ) (Cal. 3y
OR RESTRECTION Y RESTRICTION o= .
{Col. 1) (Col, L. POISONINGS &
OTHER RECORD- -y {Cul. 4
ABLE CASES v
(ol 1) HEARING LOSS %
[Cal. 5 v
ALL OTHER ILLNESSES P
E b}

- CERTIFICATION

L cen

that] have examing “.:_Mw_w_n_._::..._: and that 1o the best of my knowledge the entries arc tree, accurate, and complete.

SIGNATURE ___rd8 4. ? TITLE %&J\\ 7L xmfi\\céw s\%.mﬁ%\h&\
FRINT isf\\ JAMES by o g DATE. \m\\% 4

SH 900,10 (12033



1}‘11\1\‘*

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 2005

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
ESTABLISHMENTNAME &i{ Red oF QP& A ﬁb&%ﬁ.ﬁoc don’t have accurate figures, see the

ml\m.ulﬂ! \ur-ﬂ..u&\b\ﬂ\.l&\» e ._n VNM . .mudN\ Instructions on the back of the sheet.
STREET ADDRESS

— — — A —— \.«‘ ? ﬁ :
¢t SE EAasT (S ST EET 3% 4 24 mT AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
NEW gerew - 100 L2 g

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

= =< , o TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NYC DEPT O HERLTH & meNTHL HYGIGN €
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

A2>_nmv¢Nw_.N\0 CE Y %@N\Du

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 (@)
o : (Col. 1)
DEATHS .
(Col. G) AWAY FROM 50 SKIN DISORDERS o
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK o 7 -
(Col. H) RESPIRATORY CONDITIONS 2
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION __ O RESTRICTION O
(Col. 1) (Col. L) POISONINGS (&
OTHER RECORD- (Col. 4)
ABLE CASES O
(Col. J) HEARING LOSS @,
(Col.3)
ALL OTHER ILLNESSES l
{Col. 6)

6. CERTIFICATION

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

SIGNATURE QNL.\ § ?nu.rfn\m\ TITLE \\nn(&..m.h m\!\.tﬁ X\Ng\
pRINTNAME _ Vo e \%\u\us&rilﬁ\_ﬁv« DATE \\\.u \Bw

SH 900.1 (12-03)



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 Q005

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 TUREAUL. ©F BPEAATIONS If you don’t have accurate figures, see the
NYC Dept. of Health & Mental Hygiene/ Corona Health Center Instructions on the back of the sheet.
STREET ADDRESS
34-33 Junction Boulevard @i T . AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE .

Jackson Heights, NY 11372 6

INDUSTRY DESCRIPTION (e.g. village fire department)

. . —— TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
Public Health Outpatient Clinic

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) y 11,581

923 IAD 5 D 112D

Enter the column totals from the Log of Occupational Injuries and Hlnesses (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 0
0 . (Col 1)
DEATHS 0
(Col G) | AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0
(Col H.) RESPIRATORY CONDITIONS 0
JOBTRANSFER JOB TRANSFER OR (Col 3)
orResTRIcTION 0 RESTRICTION o
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col 4)
ABLE CASES 2
(Col. ) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col 6)

6. CERTIFICATION

1 certify that I have examined this document t to the best of my knowledge the entries are true, accurate, and complete,
4 7 .
SIGNATURE &R\\,\K_\r 73 mirLg Health Services Manager

PRINTNAME  [evin McGrath DATE \\ \m [ \ Jd

SH 900.1 (12-03)



q‘\\\.\\“

STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

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 900.1 200 5

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 Duwett. of STD Cond<o | If you don’t have accurate figures, see the
Morrisania STD Clinic Instructions on the back of the sheet.

STREET ADDRESS

1309 Fulton Avenue = 20& ¢\ oy
s

CITY, STATE, ZIP CODE

AVERAGE NUMBER OF EMPLOYEES

Bronx, New York 10456 33

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

ZJ\O an %u* .mw.,ﬁ ﬂ 0o Z,ﬂ.? @ mj e .J\wn. — 1 rwn. E V10 TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
o ! 2 Nt a j

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) mm‘ML.O

923120 5bLIND

i

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 0
0 (Col. 1)
DEATHS -
(Col. G AWAY FROM c SKIN DISORDERS o
DAYS AWAY 0 WORK (Col. K. (Col. 2)
FROM WORK -
(Col. H.) RESPIRATORY CONDITIONS O
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
ORRESTRICTION Y RESTRICTION O
(Col. L) (Col. L) POISONINGS O
OTHER RECORD- (Col. 4)
ABLE CASES .
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES o
(Col. 6)
6. CERTIFICATION
I no:_.?rwymé examined this ao”.:\:N:a that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE 74 § TryLg Clinic Mariager
\ rd
PRINT NAME Mary Seabrooks pATE 2/14/2006

SH 900.1 (12-03)



R

STATE OF NEW YORI _S ‘ision of Satetv and Health

DEPARTMENT OF LABOR

Safetv and THealth Burean
ampus

15Q

Room 138

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES 5AD 5
FORM SH 900.1 200

Part 801 mus even if no occupational injuries or illnesses occurred during the vear.

:omplete this annually,

shments covered

Adl

Emplovees, former employees, and their representatives have the right to review this form. They also have limited access to the Log (SH-9G0} or
s equivalent. See 801.33 and instructions for further details on access provisions for these forms,

L ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

¥ - s T
FSTABLISHMENT NAME 290/ G il - OFzkatfiorS if vou don't have accurate figures, see the
i

E m“:_BQ.\Q\« ﬁ_ﬁﬂ‘gi.w \*ﬂn.r uﬁ Q > q«ﬂxﬁ ‘ [nstructions on the back of the sheet.

STREET ADDRESS

O L. 168~ Q* Demt & #f F( . AVERAGE NUMBER €

CITY, STATE, ZIP CODE

Nework, K07 /10032

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

NYC_ Dept 0 dloa N € \umn\p\ &\_\@E%

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM_/_/

(NAICS) Q%l&@ MND~Q%®

EMPLOYEES

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

NUMBER OF CASES 4. NUMBER OF DAYS . INJURIES AND ILLNESSES TYPES
INJURIES O
o (Col. 1)

DEATHS - .

(Col. G) AWAY FROM O - SKIN DISORDERS Oy
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK @)

Col. ) RESPIRATORY CONDITIONS Q)
JOB TRANSFER JOB TRANSFER OR (Col. 3
OR RESTRICTION 0) RESTRICTION O

(Col. 1) (Col. L) POISONINGS [¢ u[‘

OTHER RECORD- {Col. 4)
ABLEF CASES ‘ M
{Col. J.) HEARING LOSS . m )

{Col.8

ALL OTHER 1LLNESS o
{Col. 6)

6, CERTIFICATION

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

SIGN. :;@&‘. r%?l qh.u/h TITLE wﬁn.@ﬂﬁ Sures
PRINT NAME Shr Lypn - \m»bm@r. DATE \.\QﬂM\NO@ -

SIT900.1 (12-0




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

K005

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 ri
its equivalent. See 801.35 and instructions for further details on ac

ght to review this form. They also have limited access to the Lo
cess provisions for these forms.

g (SH-900) or

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTAB SHMENT,NAME

NYe ar by In _a\.ﬁ\_&s% @ﬂom { ..:bm%é.,ﬁ
S ET ADPRESS R e
3 Cs%x st Pin 303, 910 - 15

If you don’t have accurate figures, see the

" ._‘..\  Anstructions on the back of the sheet.
STV A - 2

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
~ o O Vil

Nap ny

3/

_thﬁmﬂ_ﬁ& DESCRIPTION (e.g.. village fire department)

NI C Dopt of Hoall., o mMeutel

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
1

f Gie

NORTH AMERICAN INDUSTRIAL CLASSIF

5 oV

31 :

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 9
correspond to the columns on the Log). Ifa category has no cases, enter “0”,

=T ¥ e
Ll IR M = iy

00) for each category (column labels under each line

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
" INJURIES &
0 (Col. 1)
DEATHS
(Col. G.) AWAY FROM 0 SKIN DISORDERS o
DAYS AWAY D WORK (Col. K, (Col. 2)
FROM WORK _ O
(Col. H) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION __ () RESTRICTION . )
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- 0 (Col. 4)
ABLE CASES —
(Col. 3 HEARING LOSS fwv’
(Cal. 5)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
I certify t have exami his docume d that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE _&/O1 | u\ c\%_« e &L/ - OFfce St Cand .
PRINT NAME Nﬂ»ew mhbﬁ \‘\ﬁ 4 ~ DATE N\Nﬂkwh

7
SH 900.1 (12-03)



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 2 oL =

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
North Brooklyn Pest Control Office Instructions on the back of the sheet.

STREET ADDRESS

130 Nostrand Avenue AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Brooklyn, NY 11205 44

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Dept of Health & Mental Hygiene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

77,665
N )
Pades 923120, 561710

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 1
0 | (Col. 1)
DEATHS o4
(Col. G AWAY FROM SKIN DISORDERS 0
DAYS AWAY ; WORK (Col. K)) (Col. 2)
FROM WORK L
(Col. H,) RESPIRATORY CONDITIONS 0
JOB TRANSFER o JOB TRANSFER OR (CoL 3)
ORRESTRICTION _ Y RESTRICTION o
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J.) HEARING LOSS 0
mmc_.mv
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

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

SIGNATURE ftn?rfﬁ.,@r Ti Vincud \x bowne - TITLE Regional Director

PRINT NAME Vincent R. Goulbourne DATE 1/26/06

SH 900.1 (12-03)



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

005

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

FESCAL MANMAGEMENT - ZWTERVAL Accedviins

STREET ADDRESS

/LS WORSTH  STREET 7 QWK 8JL-93

CITY, STATE, ZIP CODE v

MEW YOoRK — NEW YK

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

NVYC DEPT o F MEAUH AP MEutht W62 pE

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) ¢ L RRVD

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

3)

TOTAL HOURS WORKED BY ALL EMPLOYEESLAST YEAR

52,068

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 ILLNESSES TYPES
INJURIES o
(Col. 1)
DEATHS Q
(Col. G.) AWAY FROM 0 SKIN DISORDERS a
DAYS AWAY WORK (Col. KJ) (Col. 2)
FROM WORK 1Y )
(Col. H.) RESPIRATORY CONDITIONS 5
JOB TRANSFER JOB TRANSFER OR (Col.3)
ORRESTRICTION __ RESTRICTION O
(Col. 1) (Col. L) POISONINGS _0
OTHER RECORD- (Col. 4)
ABLE CASES o
(Col. 3) HEARING LOSS 8}
(Col.5)
ALL OTHER ILLNESSES Q
(Col. 6)
6. CERTIFICATION
I certify that [ haye examined this document arn that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE : \\_\._ (2% &\ (R ad o TITLE( N;\KT

prRINTNAME _ MARK KO NN

DATE W\\ c\ wu N\.\ [

7 lrabyil

SH 900.1 (12-03)



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

Employees, former employees, and their representatives have the right to review this fo

e~ ﬁ-\
200D

must complete this annually, even if no occupational injuries or illnesses occurred during the year.

rm. 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

ESTA v-gm\mmﬂmzqumﬁlﬂ\\\ ~ \CJ\O WOR

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

4o 190 Ah_STrest Ko 1610

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

[Jed <01N \CJ\\OQ\MV

INDUSTRY Umqmﬁﬁ:u.—,moz\,ﬁ g.. <.=nm¢_mno depart

-0

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH >EEO.%Z Egmﬂmﬁ&ﬁ CLASSIFICATION m%wﬁwg

(NAICS) @v %’ w \ O\UI &5

d 5, 60

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 9
correspond to the columns on the Log). If a category has no cases, enter “0”.

00) for each category (column labels under each line

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES D)
A u (Col.

DEATHS N

(Col. G) AWAY FROM Q SKIN DISORDERS D)
DAYS AWAY Q) WORK {Col. K.) (Col. 2)
FROM WORK O

(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER G JOB TRANSFER OR O (Col. 3
ORRESTRICTION _ ./ RESTRICTION N

(Col. 1) (Col. L) POISONINGS m M
OTHER RECORD- O (Col. 4
ABLE CASES N

(Col. J.) HEARING LOSS O

ALL OTHER ILLNESSES
Pt (Col. 6)
- i \\J.\ulj
%ﬁ \\ 6. CERTIFICATION
[ certifythat I h mipfed this document and that to the best of my knowledge the entries are true, accurate, and oo:.ﬁ_oa

SIGNATU mme HSC J\ W ) iS¢ —

DATE &\\\OR

\% By Ton

SH 900.1 Gn\e&\



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Emplovee 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 du

Employees, former employees, and their representatives have the right to review this form.

2605

x the year.

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
Early Intervention Program - Child Find Unit

STREET ADDRESS
40 Worth Street, 16th Floor

CITY, STATE, ZIP CODE
New York, NY 10013

INDUSTRY DESCRIPTION (e.g.. village fire department)
Department of Health and Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
( megmo, 624110

[f you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYELS

27

FTOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

63,557

Enter the column totals from the Log of Occupational Injuries and Ilnesses (SH 900) for each category (column labels under cach 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 0
0 (Col. 1)
DEATHS 0
(Col. G.) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K. (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L.) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

I E.:.E that I have exa

SIGNATURE \ Mm\

p?\

LONG

PRINT NAME \: itz

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

TITLE ﬁ\ \d_mﬂ\%\\h\ }Qs@\‘\% L %%%Tm Nn\ mw /

DATE 7 \._ \r\\) o

T T

SH 900.1 (12-03)



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 e
FORM SH 900.1 2005

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
Early Intervention Program/ DOHMH

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

STREET ADDRESS

1309 Fulton Avenue 5th floor AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Bronx, NY 11456 40

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Department of Health & Mental Hygiene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 70264 % Tn 2005 ALL EMPLOYEE S

2+, 5110923120 ) f yo
4 e \\S..\,: _‘.x\lﬁ‘\f?. ..h.\ \h.“\\)\.\\.\.\\\:_...\%
\\w\; MY A4S T
Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) Tor each category ?c_:::. 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 0
0 . (Col. 1)
DEATHS 0
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY 0 WORK (Col. K)) (Col. 2)
FROM WORK M
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER o JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

I certify that | Have

SIGNATURE

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

TITLE Director

:m:ﬁ%omﬁr\

PRINT NAME

DATE 2127106

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

Division of Safety and Health

Public Employec Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

A 0D L,

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 night to review this form. They also have imited 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

MorriSania Chest Cender

STREET ADDRESS

1304 Foldon Auenue,

CITY, STATE, ZIP CODE
BRoNY  New York 1045 b

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

Heaidh Depardimentdt

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) & . o R ;
] L . / — (D

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

AVERAGE NUMBER OF EMPLOYEES

&g

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

o000,

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

correspond to the celumns on the Log). If a category has no cases, enter “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESSES TYPES

DEATHS ( M
(Col. G) AWAY FROM |
DAYS AWAY \ WORK (Col. K)
FROM WORK
{Col. H.)
JOB TRANSFER O JOB TRANSFER OR
OR RESTRICTION RESTRICTION b
(Col. 1) (Col. L)
OTHER RECORD-
ABLE CASES @)
(Col_ J)

INJURIES /
(Col. 1)
SKIN DISORDERS O
(Col. 2)
RESPIRATORY CONDITIONS
(Col. 3)
POISONINGS LDI
{Col. 3)

0
ﬁo_w

(Col. 6)

HEARING LOSS

ALL OTHER ILLNESSES

6. CERTIFICATION

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

Hauwdalloo & Wande

SIGNATURE

Deoane timie

PRINT NAME AN D B CSBERNE

DATE

w_ [ ,m\ 071

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

2005

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

Employecs, 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 +5ir¢ae €8 Opereahins
g
[ ¢ o b

;. (T I\ ﬁ ma vﬁ._m.m./a;
STREET ADDRESS

s “Pﬂx._.ws\za Vc.m wit Sude @3

CITY, m;ew ZIP CODE
Preny | LY oes

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

2§ j 1
?im dwﬁq&, h)x?\i. L TmPE.r Fnn A 3 ,Tr ﬁ
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) o
BEIF2E Y2220

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

A

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

b, 4%¢8

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

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

5. INJURIES AND ILLNESSES TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
B
DEATHS O O
(Col G) AWAY FROM
DAYS AWAY 3 WORK (Col. K.)
FROM WORK
JOB TRANSFER i JOB TRANSFER OR A“\a
ORRESTRICTION __ (, RESTRICTION B
(Col 1) Col. L)
OTHER RECORD- m.,,
ABLE CASES o
{Col. 7)

INJURIES o
{Col. 1)
SKIN DISORDERS i &
(Col. 2)
RESPIRATORY CONDITIONS &)
(Col. 3)
POISONINGS &)
(CoL 4)
HEARING LOSS )
(Col.3)
ALL OTHER 1LLNESSES ( _“

AOGF‘S

6. CERTIFICATION

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

SIGNATURE __~ mmwr ¥ \%}tm&;

[ ._‘u
%Z M\‘m “._w

PRINT NAME Lievre.

TITLE \w\:ﬁ\v&ﬂ am&..\ pf e :m_m.b e mui,

DATE

s ok

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Health Bureaun
State Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES 25C05
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-%00) 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, sce the
Food Safety and Community Sanitation Instructions on the back of the sheet.

STREET ADDRESS

253 Broadway, 6th, 12th, and 13th floors AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

New York, NY 10007 190
INDUSTRY DESCRIPTION (e.g.. village fire department) )
Zm<< <O_._A 0_»< Dmﬁmnamﬁﬁ Oﬁ Imm_:‘- m_—._a _.Smjﬁm_ T_<©h.mjm TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 372,500
923120 541990 541350

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 ILLNESSES TYPES
INJURIES 16
0 ; (Col. 1)
DEATHS 626
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY 5 WORK (Col. K)) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION § RESTRICTION 0
(Col. L) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES o
(Col 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

I certity that [ h

E&Eﬁa this n_omcan_: and that£0 the best of my knowledge the entries are true, accurate, and complete.
/ S
A

57 / . t . e
SHGNATHRE 2 1 ol k w3 miTLe Director, Bureau Administration/ASA

pRINT NamE Michdle Lignore-Diaz \\ paTg 1/26/06

SH 900.1 (12-03)



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 N
FORM SH 900.1 OO D

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
E I ti heb f the sheet.
@CCMM\PF wwlﬂrO@D cco ConTrol nstructions on the back of the shee
STREET ADDRESS
2 Lofovette SY. 21 st AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
_ p g
New Yort ANY 10007 7

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

Zrﬂ C «Lept Um\ igx_? mr hi&br,.._, tsg el

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) -

) 7,96
23180, 561110 el

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 “Q”.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES =
(Col. 1)
DEATHS © -
(Col. G)) AWAY FROM SKIN DISORDERS ——
DAYS AWAY \ WORK (Col. K) (Col. 2)
FROM WORK S
(Col. H) RESPIRATORY CONDITIONS &
JOB TRANSFER - JOB TRANSFEROR ¢y {Col. 3)
ORRESTRICTION __ 9~ RESTRICTION A
(Col. 1) (Col. L) POISONINGS <
OTHERRECORD- (Col. 4)
ABLE CASES o
(Col. 1) HEARING LOSS -
(Col.5)
ALL OTHER ILLNESSES L
(Col. 6)

6. CERTIFICATION

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

SIGNATURE EO~e~ Y] 3~ Uavf.& TITLE __De{uty D' ¢ ectt -

O
PRINT NAME m& Sor M e nd i FToles) DATE O.w,\..m\o G

SH 900.1 (12-03)



STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

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 PNU om

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
o
ESTABLISHMENT NAME gﬂ.ﬂﬂl@ﬂ.ﬂi«—dﬂmj If you don’t have accurate figures, see the
. _ sg \hiTod @L.\\\NSN\\ Instructions on the back of the sheet.

STREET ADDRESS

AH\ ﬁ.‘o ] -\ﬂm ht.& \ﬂw n AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP COD

Broelyo, Kf  j1222— /4

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

NYe Dept of tealth & Mental H

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 19219D |ML.. Nﬁmu

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

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 ILLNESSES TYPES
INJURIES [ab)
(Col. 1)
DEATHS O D
(Col. G) AWAY FROM SKIN DISORDERS o)
DAYS AWAY o WORK (Col. K) (Col.2)
FROM WORK
{Col. H) RESPIRATORY CONDITIONS O
JOB TRANSFER o> JOB TRANSFER OR Col.3)
ORRESTRICTION __ & RESTRICTION (&) O
(Col 1) (Col. L) POISONINGS
OTHERRECORD- (Col. 9)
ABLE CASES
(Col. J.) HEARING LOSS (o)
(CgL5)
ALL OTHER ILLNESSES )
(Col. §)

6. CERTIFICATION

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

Mongwxﬁa
L ]
SIGNATURE 1 TITLE Quh&nﬂmﬁl .

PRINT NAME {&okik XP\ DATE N\ ?n;u \ 0 m

SH 900.1 (12-03)
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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 2005

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
-Public Health Laboratory Instructions on the back of the sheet.

STREET ADDRESS
455 First Avenue
CITY, STATE, ZIP CODE
New York, NY 10016 207
INDUSTRY DESCRIPTION (e.g.. village fire department)

MY Dept of Health & Mentol Hyqiene
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM™

334,320
Al !
(NATE 621511 621399 561110

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

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 ILLNESSES TYPES
INJURIES 2
0 (Col. 1)
DEATHS 12
(Col. G.) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 2
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION 9 RESTRICTION o
(Col. 1) (Col. L.) POISONINGS 0
OTHER RECORD- (Col. 3)
ABLE CASES S
(Col. 1) HEARING LOSS o
(Col.5)
ALL OTHER ILLNESSES 3
(Col. 6)

6. CERTIFICATION

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

City Research Scientist

TITLE

2/21/2006

r\._moo:m_m:m Terlonge

PRINT NAME DATE

SH 900.1 (12-03)



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

%15

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
»Mwﬁmﬁ.ﬁr of STD Control — Can Yeal 0 %k\ cee. .= Instructions on the back of the sheet.
STREET ADDRESS B
125 Worth Street , ¥oOoMm 207, 212,203 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York, N.Y. 10013 55

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

R i ) TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NYQ,  Oept of Healle ¢ Mentel Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM -
(NAICS) , - o, . . o .
923120, 2)399 511D

L

88,076

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 3
0 (Col. 1)
DEATHS :
(Col. G.) AWAY FROM 4 - SKIN DISORDERS 0
DAYS AWAY w WORK (Col. K.) (Col. 2)
FROM WORK e
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
ORRESTRICTION ¥ RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

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

oD ) Coo e D R
SIGNATURE Dond aMean JTY r.t/ﬁfr Prown  poLe Program Planner

PRINT NAME Linda Brown paTg 1/30/06

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Health Bureau
State Oftice Campus

Building 12. Room 138

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES N
FORM SH 900.1 HAb D

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
.-BUREAU STD CONTROL-JAMAICA + C Instructions on the back of the sheet.
STREET ADDRESS
90-37 Parson's Bivd. , 1S+ &\ AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
JAMAICA, N.Y. 11432 29

INDUSTRY DESCRIPTION (e.g.. village fire department)
iy = B ) o TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
'NYC DEPARTMENT o F HEA iTH @, mEnNTAL HYCiEp E

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

50750
(NAICS) 953120/621399

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 7
0 : (Col. 1)
DEATHS o) mw C
(Col. G)) AWAY FROM : - SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK S
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR ) (Col. 3)
ORRESTRICTION _Y RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- 2 (Col. 4)
ABLE CASES
(CoL. 1) HEARING LOSS o
@Q_. 5)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
ent and that to the best of my knowledge the entries, o true, accurate, complete.

I certify @_2 {have e %
!
SIGNATURE r\\C,..Jr

x\e\&r\; TITLE m\\m&\nx \\ \\\ﬁ\?\\k\ 54

PRINT NAME c (?z S\ \N\v\\wxﬁ ¢ DATE m\.}\\ \\\ ¢
/

)

7
SH 900.1 (12-03)



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

o =

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
-BUREAU STD CONTROL-CORONA + ¢

STREET ADDRESS
34-33 Junction Bivd, | 5 + + |

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Jackson Heights, N.Y. 11372

4

INDUSTRY DESCRIPTION (e.g.. village fire department)
NMUC OEPARTMENT ©OF  4eALTH € MenNTAL Wy

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
( ) 923120/621399

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
(iENE

7000

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 1
0 (Col. 1)
DEATHS e
(Col. G)) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K. (Col. 2)
FROMWORK 0
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
ORRESTRICTION _Y RESTRICTION o
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 9)
ABLE CASES
(Col. J) HEARING LOSS 0
(Co-5)
ALL OTHER ILLNESSES
(Col. 6)
P -
y ) , 6. CERTIFICATION

I certify that T have ¢xamtined thié

’ P ,.A\\
SIGNATUI \\ \ﬁ\\

and complete

PRINT z>__«.? e Nt\bw \m \\iﬁh

Bm_: and that to the best of my knowledge the entrig rue, accuratg) : L
g »m. N TITLE W S Iy \ {85/ J
~1

ﬂ
DATE \\&\

SH 900.1 (12-03)

f



Ao s
Division of Safety and Health

Public Employee 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 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
5 . Instructions on the back of the sheet.
\w_\S\GQ_ Qm (oromuni cable ba.m\\rmﬁ

STREET ADDRESS YV

1285 Wit/ S 4 VQ\B\\ \\.MS § Aty ~d2S AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

New Yok N J0O 13 . S

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

NV ) / mN \\m\\.cN\M t\»\m&\. m A \m\%%\b@ﬁ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM 9 ¢
NAICSh o) 90 42,399 & 151 st
23120 621399 , 561410 7

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 ILLNESSES TYPES
INJURIES 4
(Col. 1)
DEATHS 0 -
(Col. G.) AWAY FROM U SKIN DISORDERS e
DAYS AWAY WORK (Col, K.) (Col. 2)
FROM WORK I 0
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR Q (Col. 3)
OR RESTRICTION |Q1 RESTRICTION v %
(Col. 1) (Col. L.) POISONINGS
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J.) HEARING LOSS Q
¢ (Col.5)
ALL OTHER ILLNESSES A0
(Col. 6)

6. CERTIFICATION

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

SIGNATURE %) §§f\l\\\ TITLE _bw k —MHieo

PRINTNAME (1 L2 /1Dy aham DATE KN\\\\\Q.Q

SH 900.1 (12-03)



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 100 5 .
INJURIES AND ILLNESSES e
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 Py @ am of Gw.n.a. akion S If vou don’t have accurate figures, see the
Move: s ™ :_ —‘tm.mr H \e Instructions on the back of the sheet.
STREET ADDRESS

=
1204 Fullon L‘h\,c_\n\ Boe B24 02|  AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ’ !

Peonsr | New Hork 1045l A

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

G Q.—n : ﬁ L‘ ‘_ ﬂ wo.?»m; HOURS WORKED BY ALL EMPLOYEES LAST YEAR
mh\ G,

NORTH AMERICAN INDUSTRIALYCLASSIFICATION SYSTEM ZJJ.SA B
549

L

(NAICS)
3613 NQ fa3u0

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”.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES |
0 (Col. 1)
DEATHS 26
(Col. G.) AWAY FROM SKIN DISORDERS O
DAYS AWAY WORK T(Col K) (Col.2)
FROM WORK i
(Col 1) RESPIRATORY CONDITIONS <
JOB TRANSFER JOB TRANSFER OR WQ (Col. 3)
ORRESTRICTION __ () RESTRICTION \Ill
(Col. 1) (Col L) POISONINGS o
OTHER RECORD- (Col. 4
ABLE CASES 0
(Col. 1) HEARING LOSS o
(Col.5)
ALL OTHER ILLNESSES
(CoL. 6)

6. CERTIFICATION

[ nﬁd% have nNn this document and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE TITLE ES KRE.. NNE&P\R

PRINT NAME &Lnaw wf%mw.r DATE \.\wu.\mh

SH 900.1 (12-03)



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

mdgg>_~<0ﬁ<<.u§.wmr>.~._w_u VM:), Nv n.u
INJURIES AND ILLNESSES ke '
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
ACCO/Procurement Office Instructions on the back of the sheet.

STREET ADDRESS

93 Worth Street Rm: 812/125 Worth Street, Rm: 1002 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

New York, NY 10013 50

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

Z<O Umﬁﬁ. O.ﬂ Imm._:q mn gm_ﬁm_ I<@wm:m TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM ”

(NAICS) 81116 m.? 00

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 0
0 (Col. 1)
DEATHS 0
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY 0 WORK (Col. K. (Col. 2)
FROM WORK
(Col. H)) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION O RESTRICTION o
(Col. L) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 7)) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)
6. CERTIFICATION
Q ﬂ\

o
I certify t A st of my knowledge the entries are trugspaccurate, and complete.
SIGNATURE /7" e L. TITLE c\ﬁvﬁK
PRINT NAME qw%ﬁ \\fmkx\\m.\\/\f %Q\\rﬂ%\\w GEQ.DN\\\Q\Q\ &

SH 900.1 (12-03)



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

2005

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 aiso 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

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

ESTABLISHMENT NAME

\%.::Bmam\ Q.\,\\\w..\\ﬁ\\uu vv_.am«mZ:ToZ

STREET ADDRESS

s _&Dﬁ,& 5k 15 h\ Rm 1513

CITY, STATE, ZIP CODE

/
MY Joosz
_ZUCmﬁﬂ( DESCRIPTION A» g.. village fire department)

£ (dro |

AVERAGE NUMBER OF EMPLOYEES

F7

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

ZO%A.E AMERI

(NAICS)

dR3i2 0 7£0

/E 4,

£ 21399

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 [LLNESSES TYPES
INJURIES o
; (Col. 1
DEATHS (4 4
(Col. G) AWAY FROM [8) SKIN DISORDERS 9]
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0
(Col. H) RESPIRATORY CONDITIONS a
JOB TRANSFER JOB TRANSFER OR {Col. 3)
ORRESTRICTION O RESTRICTION e}
(Col. 1) (Col. L.) POISONINGS o
OTHER RECORD- (Col. 4)
ABLE CASES O
(Col. 1)) HEARING LOSS a
(Col.5)
ALL OTHER ILLNESSES P
(Col. 6)

6. CERTIFICATION

SIGNATURE &xg @

PRINTNAME <2/ #DRA B (Eilfes

TITLE 5 5o

DATE L\&R
i

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

120 @nu\m

\ﬁul\ﬁ -

SH 900.1 (12-03)

m i | _ | | | | = ® = = =
__ | | L] | | ” =z S333¢8
a o 8 = 2 g 3 89 % £ § 2 £ 3 5 8 8 g MQJ %U..O...mw.a
thﬁﬂ.ﬂﬂﬁkﬂ‘mkiﬁﬁkﬂﬁ Dl.m Q@<= S 9
% B B B B @& ® ® ©w w & B 6 o b B & a =S B Ewe%%
T T T T T T M-ﬂu w P
T 7 1 ] T ] [ - g 3 n I
R | || _ R ) £ S8 3 D
| | | | | - 2233 Mpw UROE
™ | | | ( | | = 39 g = =
R | | | L o L o0 O = > 5
[ i I =% o 0w 6 [V
_ , _ | , 6 50 - 3 o a ® o
| - | | , I _ 58 ° <393
2 & a o e @& oo ooa o e & o a a 8 o a = o 9 2 Q
P o @ £ & O & P oL oS & & 9 @ & B oD D m 3
T S ST S S S ST OB OSOB OGS %S % WG @ OWW.._H
- - e e aw.mm.
Sg8 ¢
ai O T8
2 =28
: R
wn © Q
v B
533
0 =
§ia
27
=
3
7]

abed

14

7
5 T 0z lea ) Jepusje)

jo




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

Instructions on the back of the sheet.

Brewnsv, lle chest cin'c
mﬂwmm.ﬂ ADDRESS
259 brstol mr@i 2rd Floo!

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

BK(fn , Vs (1296 -/

INDUSTRY U—wmﬁa@.ﬂmoz (e.g.. village fire &ovuw:ﬂn:&

N AL \u\ \\k \n\ ﬁmh / m N\ﬁ X\%\\\ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
'm ¢ o

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) \ w mw“ w a

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 I
o) (Col. 1)
DEATHS w, )
(Col. G) AWAY FROM SKIN DISORDERS
DAYS AWAY ! WORK (Col. K) (Col. 2)
FROM WORK .
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION |F RESTRICTION b
(Col. 1) {Col. L) POISONINGS 0
OTHER RECORD- (Col. 4
ABLE CASES ( N
(Col. 1) HEARING LOSS ( N
(Col,5)
ALL OTHER ILLNESSES 7
(Col. 6)

6. CERTIFICATION

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

SIGNATURE

§» Zilz

PRINT NAME

4 uJQ\T\M NJQ M.:w.)

TITLE M\. \\ \,\,

DATE \\W\\%%

SH 900.1 (12-03)



2

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

mc3§>w<o_.,€o_~x.wmr>emc %: UO m
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
m(_..wr e}nﬁ\ﬂ\ ﬁ \~ s \\ N..\~ ..b , N, Instructions on the back of the sheet.
STREET ADDRESS " ,
N 3 5 Ctn m‘\w \ \w vé y A )L Floo/ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Bklin MY 11 206 [ R

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

0%\5\3 J .\m_.: \\\\ \.‘NA \*NN h \.__d\ﬂ h mﬂ\% ﬁfnu\q .\.\V \¥ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM i
(NAICS) 1,000

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 [
Q (Col. 1)
DEATHS Q O
(Col. G) AWAY FROM SKIN DISORDERS
DAYS AWAY % WORK (Col. K.) (Col. 2)
FROM WORK . o,
(Col. H.) ; RESPIRATORY CONDITIONS
JOB TRANSFER ) JOB TRANSFER OR % (Col. 3)
OR RESTRICTION £ RESTRICTION o
ﬁN_. 1) (Col. L. POISONINGS -
OTHER RECORD- b] (Col. 4)
ABLE CASES / o
(Col. 1) HEARING LOSS :
(Col.5)
ALL OTHER ILLNESSES c
(Col. 6)

6. CERTIFICATION

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

SIGNATURE S/ §w§ . mme _ SPHN

PRINT NAME 4 Tohn m,/a\m\nwh DATE \\%\\% G

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

_ c
SUMMARY OF WORK-RELATED 2D

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
Wmﬁpm:ngmé RS m\m.\/rTwP\m. fQ\UD ﬁ“mk If you don't have accurate figures, see the
j 7 il instructions on the back of this sheet.
Wiy M Arinal LfardnL Aﬂx@k&#& Nea

STREET ADDRESS i/

4. \( kv\H\Q\Q .Q\R\NN\ r%.h\g@«\\m / Nﬂ\r M\h (0017 AVERAGE NUMBER OF EMPLOYEES

TY, STATE, ZIP C@DE

New JocKk, s . 10007 3

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

Eﬂ\ﬁ.\ .I@p\\ JP} w.\kvi “ unl#! T\w@\w H m t“ ._.O._.>.r HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

79 240 - 5Y,750

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 F
DEATHS R M An@.:
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY 6 RESTRICTION mmw (Cal. 2)
HROHENOIRK e T (Col K RESPIRATORY CONDITIONS m U
(o]
JOB TRANSFER O i
OR RESTRICTION AWAY FROM POISONINGS
(Col_1) WORK .
OTHER RECORD- H M (Col. L)
ABLE CASER ALL OTHER ILLNESSES ‘ N
(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 dbuo § %E\_\)\ TITLE . M Onsgen

0 [}
nm_zqz>gmu|®%:>b\©remg oﬁm %\_.%L\QQ

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divisian of Safety and Health

Public Employse Safery and Health Bureay
State Otfice Campus

Building 12. Room 1538

Albany NY §2240

SUMMARY QF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 80! myse completc this annually, even if ng occuparional

Employees, former employees, and their representanves have the right 1o review thi form.
s equivalent. Sce 80{.35 and instruetions for further detyils on access provisienys for these

sNo]e k=

injuries or illnesses occumed during the year.

They alse have timited access 10 the Lag (SH-900) or
forms,

L. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME Qq_u..\r, (= cﬁ, chy e f\\
Medical "t men
STREET ADDRESS ™ LJT A T R LILLE Frziiire
Seaiiein/ Mpptu ap g
CITY, STATE, ZIF CODE__
Stater island MY 1032y
INDUSTRY DESCRIPTION (e.g-. village firc departmeat)

HEaLLh and Henlol Hgrond

SIFICATION SYSTE

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST TEAR

If you don’t have accumte figures, see the
Instructions on the buck of the sheer,

AVERAGE NUMBER OF EMPLOYEES

//

(4 740

correspond to the columns on the Log). If u catepory has no cases, enter “Q-,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
. INJURIES n L
(Col. 1}
DEATHS HM
(Cal. G} AWAY FROM % SIIN DISORDERS Q
DAYS AWAY % WORK (Col. K) (Col. 2)
FRONM WORK
(Col. H) RESPIRATORY CONDITIONS _w
JOB TRANSFER G JOB TRANSFER OR b (Col 3)
ORRESTRICTION ___ U/ RESTRICTION )
(Cul. 1) (CoL L)) POISONINGS
OTHER RECORD- @ (Col 4)
ABLE CASES O
{Col J) HEARING LOSS 5
ALL OTHER ILLNESSES Hu
(Col. 6}
6. CERTIFICATION
[ cenify that [ have examined this nulnwa.hp. and that to the best of my knowledge the entries are true, accurae, and complere,
b Hetod Ll ool Saatety
SIGNATURE TITLE Gy \ \
1 .
PRINTNAME __ /7 /- x.\h\@%.. \mlﬂ.\?ﬂuu\ pate _(2/. 25 . &2

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Heaith Burcau
Suate 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 cceupational injuries or ilinesses oceurred during the year,

Employees, former employess, and their representiatives have the right to review this form. They also have limired access to the Log (SH-900) or
its cquivalent, See 301.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME Q*&L (e O% Cry e .~P Ifyou _.._ca..ﬂ have accuMate fipures, sec the
| \( NA\..\\ @E\Nn N,..\,w%\aﬂ }Smn\b Instructions on the back of the sheer,
STREETADDRESS LJCC ~ R P10 /18 APl e
Seaiiew Mphtu bty AVERAGE NUMBER OF EMFLOYEES
"CITY, STATE, ZIP CODE

Statepr [slarel MY 103/ | //

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

0L LMENE of HEGL1h ond Mes
NAICS) 21 39 27 . /0 240

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column tetals from the Log of Occupartianal Injuries and Hincsses (SH 900) for cach category (column labels under each line
correspond to the columns on the Log). If 2 category has no cases, enter “9~

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURJES AND ILLNESSES TYPES
INJURIES { 1_
: Col 1
DEATHS B b e n
{Col. G) AWAY FROM SKIN DISORDERS Q
DAYS AWAY Q WORK (Col. K.) (Cal. 2)
FROM WORK
(Col. H) . RESPIRATORY CONDITIONS hw
JOB TRANSFER G JOB TRANSFER OR b (Cal 3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col L) POISONINGS \\‘v
OTHER RECORD- Q (Cal 4
ABLE CASES
(Cal. J.) HEARING LOSS %
Anu 5)
ALL OTHER ILLNESSES
{Col. 8)

6. CERTIFICATION

[ cenify that T have examined this document ard that to the best of my knowledge the entries are true, acel

SIGNATURE

urate, and complere.

TITLE

PRINT NAME DATE

SH 200.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safery and Hcalth

Public Employce Safety and Health Burcau
State Office Campus

Building 12. Reom 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 gcoypational injuries or illnesses occurred during the year.

Ethpleyces, former employces, and their representatives have the right to review this form,

They alse have limited access 10 the Log (SH-900) or

its equivalent. See 801.35 and instructions for further details on access provisions for these forme,

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME O‘,.ﬂ._k.w,g 0 ! Ched
Meo ol _mES.H eL i
STREET ADDRESS 160 -1 m,m 82 DRI vE

n_qﬁﬂw.:w ZIF CODE
Queens , A/9 ., 11439

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

Depaltient of Health and peatal Hygjene
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTERM

(NAICS) m?u,.@ Q m G

If you don't have aceydate figures, see the
Instructions on the back of the sheet,
AVERAGE NUMBER OF EMPLOYEES

U\ﬁ.

-~

TOTAL HOURS WORKED BY ALL EMPLOYERS LAST YEAR

£S00E)

Enter the eolumn totals from the Lop of Occ
cerrespond to the columns on the Log). If a eategory has no cases, enter “0°

opatlonal Injuries and Tlinesses (SH 900) for each category (eolumn lsbels under each Bine

5. INJURIES AND ILLNESSES TYPES

1. NUMBER OF CASES 4. NUMBER OF DAYS
DEATHS C G
. (Col. G) AWAY FROM
DAYS AWAY O WORK (Col 1)
FROM WORK
i (Col. H.)
JOB TRANSFER , JOB TRANSFER OR
OR RESTRICTION Q . RESTRICTION D
{Col. 1)
OTHER RECORD- e/
ABLE CASES ||rl
(Col. 1)

INJURIES

e e,

ol 1y
SKIN DISORDERS o
(Col. D)
RESPIRATORY CONDITIONS @)
(Calk 3}
TOumOZEI.ﬂm Q
nOn__. .—.w
HEARING LOSS 0 ,
"Gy
ALL OTHER [LLNESSES

-2

I



Division of Safety and Health

Public Employee Safery and Health Burcau
Stare Office Campus

Building 12. Room [58

Albany NY 12240

sTATE QF 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 annually, even if no occupational injuries or itlnesses occurred during the year,

Employees, former cmployees, and their representatives have the right to review this form. They also have limited aceess 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
. E—
¥ B B
ESTABLISHMENT NAME MW& e O N CA11E- If you don’t have accidate figures, see the
g ! ! \\. Instructions on the back of the sheet.

M ed i cod Exepin er
STREET ADDRESS N&/) H e Ay PO Ludey SO0w i
oarel Lost CHESTE Road AVERAGE NUMBER OF EMFLOYEES
CITY, STATE, Z1F CODE

__Bropx Y 1078/ 29

INDUSTRY DESCRIPTION (e.g.. village fire department) ) s
4 } : TOTAL HOURS WORKED BY ALL EMPLOY LAST YEAR
Repabbucnt ofhetlll o Monlil Kyoen
RICA A A
Y2660

(NAICS) m. nl@ »Wlhlul.

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). Ifa category has no cases, enter “0".

3. NUMBER OF CASES 4, NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
. INJURIES -
0 {Col 1)
DEATHS @ ,.mr o
(Col. G) AWAY FROM 4 SKIN DISCRDERS
DAYS AWAY m WORK (CoL K.) {Cel 2)
FROM WORK 0
(Col. ) RESPIRATORY CONDITIONS
JOB TRANSFER O JOB TRANSFER OR 0 (Col D)
ORRESTRICTION ___ Y RESTRICTION
(Cel. 1) (Cal. L) POISONINGS o
OTHER RECORD- (CaL 4)
ABLE CASES Q mu
(Cal. 1) HEARING LOSS
{ColL §
ALL OTHER [LLNESSES nw u
(Cal. 8)

8. CERTIFICATION

T eentify that I have cxamined this document and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE xh.wﬂwm — e ALY end §
erNTNaME A/ el K o5 RO & pate O/7. 28 D&

SH 900.1 (12-03)



S5TATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH %00.1

Division of Safcty and Health

Public Employee Safety and Health Burcau
State Office Campus

Building 12. Room 158

Albany NY 12240

All establishments covered by Part 801 must complece this annually. even if no secupational injuries or ilinesses occurred during the year.

Employces, farmer employees, and their representatives have the right to review this form. They also have limiled access to the Log (SH-900) or
its equivalent. Scc B01.35 and instructions for further details on aceess provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME dmg D Thi it
pedical Examinee

STREET ADDRESS [/¢/ CLAP I SDAS AVEAUE

[Rilding , Poor 302

CITY, STATE, ZIP CODE '

RROOLLYn , W/ Y | (1202

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

o0 LLh owel Meatal H

{"NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTER

(NAICS) m.w\ww\ QB

1€ |

If you don't have accumate figures, sce the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

i

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

L7600

Enter the column totals fram the Log of Occupational Tnjurics and Ilnesaes (SH 900) for each category (column labels under each line

correspend to the columns on the Leg). 1fa catcgory has no cases, enter “07.

5. INJURIES AND ILLNESSES TYPES

3. NUMBER OF CASES 4, NUMBER OF DAYS

DEATHS Q \

Col. G) AWAY FROM N&
DAYS AWAY WORK {Col. K.}
FROM WORK ,w

(Col. H)
JOB TRANSFER Q JOB TRANSFER OR
OR RESTRICTION RESTRICTION Q

(Col. 1) (Col L)
OTHER RECORD- O i
ABLE CASES

(CoL. 1)

INJURIES =
(Col 1)
SKIN DISORDERS &
(Col. 2)
RESPIRATORY CONDITIONS %
(CoL 3)
POISONINGS 2
(Col. 4)
HEARING LOSS 0

ALL OTHER ILLNESSES

i



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Health Burcau
State Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED WN @ O =

INJURIES AND ILLNESSES e
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
\\u v\wmo N\ﬁ\ Instructions on the back of the sheet.

STREET ADDRESS

%olfw \W oacl Wony — A Yoo AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE—

o
VY ¥V  [0007) Y

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

>\\ﬁ. Um _Dﬂ 5 \.nn Imbm\“\I ?\T\% IV«Q._@X._I TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS)

sHl21N st o 4y X 35 2l X ¥ow =

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 ILLNESSES TYPES
INJURIES [#)
: i (Col. 1)
DEATHS o
(Col. G)) AWAY FROM 0 SKIN DISORDERS o
DAYS AWAY WORK (Col. K (Col. 2)
FROM WORK @]
(Col. H) RESPIRATORY CONDITIONS o
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION Oi RESTRICTION 0 o
(Col. 1) ; (Col. L) POISONINGS o
OTHER RECORD- (Cal. 49)
ABLE CASES o
(Col. 1) HEARING LOSS o
(Col.5)
ALL OTHER ILLNESSES O
(Col. 6)

6. CERTIFICATION

L certify that | have examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
- Al " o * =
SIGNATURE P\N \a\ TITLE A 1S rallde PCC -
PRINTNAME __ L~ AL A S ALy 2 DATE u\.\?ﬂ\m@

SH 900.1 (12-03)



Public Employee Safety and Health
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 illnesses occurred during the year.

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

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME = MN & Deér €. G.T If you don't have accurate figures, see the
£ WL ’ ¥

@§§\ B_U 1 Wavluﬁ. _ ) %E.ﬂ%f V < v instructions on the back of this sheet.

STREETADDRESS 4pp-W4%0 {aat wth (tyest

AVERAGE NUMBER OF EMPLOYEES

CITY. STATE. ZIP CODE pJ g7 (G_Tr\. M Yoyl  )po TG

1 Cowe)
INDUSTRY DESCRIPTION (e.g..village fire department) "
VE% .TS?\\J\A.\ f —\fg \ ..m.\\N) TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).
L, 20

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 _ M
DEATHS O (CalA)
(Col. G) JOB TRANSFER OR SKIN DISORDERS ©
DAYS AWAY © RESTRICTION P (Col. 2)
ERQMWORK et (Col. K) RESPIRATORY CONDITIONS O
Ql, e
JOBTRANSFER {Col. 3)
OR RESTRICTION ] AWAY FROM POISONINGS : 3
(Col. 1) WORK 0 (Col. 4)
OTHER RECORD- .
Pl 0 (Col. ALL OTHER ILLNESSES 1
(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.

m_‘02>acmm f\..r&\b\v .S\_\..n“rm_.:)\h\,bb : TITLE ﬁwf& &.ﬁ.ﬁ ﬂ.g __.WT }Sbb.&uﬁ

PRINTNAME A/ IO L ADS  mtTRo poy\ O S pate Qb fo.i»«ﬁ %QQP
- , N J

SH-800.1 (2-03)



DEPARTMENT-OF LABOR

r

UUIL LINpIVYSE Qaicly aliu neain

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 represenlatives have the right to review this form. They also have limited access to the Log ﬂmI 900) or its equivalent.

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

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME
\E\h o HuA, TubERCULoSES C 6w TR L.

"STREET ADDRESS

| 288 (ARoA d wAY, 2204 L o6k

CITY, STATE, ZIP CODE

WEW Y RK , VEW YORIKK (D007

_zocm.:m,\ Ommom__u.:Oz (e.g.,village ﬂ ire depariment)

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

0

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

140, 200

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 () (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS o
DAYS AWAY RESTRICTION O (Col. 2)
FROM WORK lmm_Drlul (Col.K) RESPIRATORY CONDITIONS A
0Ol ———
JOB TRANSFER (Col. 3)
OR RESTRICTION o AWAY FROM POISONINGS &
(Col.1) WORK o (Col. 4)
OTHER RECORD-
ABLE CASES o) et ALL OTHER ILLNESSES A
(Col. J) (Col. &)

6. CERTIFICATION

m_oz>._.cm%\®. 'id %\s\x(

PRINT NAME T UVANITH CHEZw

DATE

/-2

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

e OFFICE MAVIER

b-Jost

SH-900.1 (2-03)




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 camplele this summary annually, even if no occupalional injurias or

Employees, former employees, and their reprasentatives have the right {o review th

, is form. They also have limiled access to the Log (SH 900) or its equivalent.
See 801.35 and instructions for furiher details on access provisions for these forms. w

ilinesses occurred during the year,

o

a
QQ._.W 1. ESTABLISHMENT _szmZ}ﬁOZ
ESTABLISHMENT NAME

If you don't have accurate figures, see the
C oroia Chest (onfer

instructions on the back of this sheet.
STREET ADDRESS

Nr& 33 Dunction @T\L.

CITY, STATE, ZIP CODE

Jacksen His. . NY. g7z . Ha

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

2. EMPLOYMENT INFORMATION

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
HEAITH ‘
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS),

~ 59, 16D

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

B 3. NUMBER OF CASES : 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES o
DEATHS S) . {Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS _ o
DAYS AWAY RESTRICTION D) : (Col. 2)
FROM WORK —0 (Cal. K) RESPIRATORY CONDITIONS o
{Col. H) :
"JOB TRANSFER # v : o % , {Col. 3)
OR RESTRICTION O AWAY FROM POISONINGS o
(Col. 1) WORK O (Cot. 4)
T RECORD: (ol ALL OTHER ILLNESSES
ABLE CASES . - | . IAW.*_&.
{Cal. J.) .
6. CERTIFICATION
1 certify ?&mxmam:ma this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE gﬁ'\f\\ TmE ot :
L b ©
PRINT NAME L\ )an &Cﬁ?\ DATE “ “ 4

S$H-800.1 (2-03)




[REVIVIIVIR SR ELTEIL S Rt e S bR BL IS A

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

DEPARTMENT OF LABOR

Sy

[P ORI

T

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

All establishments covered by PART B01 must complete this summary annually, even if no occupational injuries of illnasses occurred during the year.

M SN

St A8

Employees, former employees, and their representatives have the right to review this form, Thay 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. ’

/N\va / 1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ETHDLEHIENT HARE If you don't have accurate figures, see the
w A A4 OO mek—; ®f+ OQ\S‘—N\,\ instructions on the back of this sheet.
STREET ADDRESS
QD -7 .@mﬂ.\«.@%w \mwpcl& ) AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE .

Javadca, NY. 1Az

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

5

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Y N R TN 2 N A A SOV I AN L T s

Hea LTH
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). w wdo
1
m 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 0
; DEATHS O (Col 1)
£ {Col. G) JOB TRANSFER OR SKIN DISORDERS D
DAYS AWAY RESTRICTION O (Col. 2)
FROM WORK ..Aﬂﬁﬂul (Col. K) RESPIRATORY CONDITIONS o
Ol
JOBTRANSFER - : {Col.3)
OR RESTRICTION 0 AWAY FROM POISONINGS - 0
(Col. 1) WORK Lol (Col. 4)
OTHER RECORD- {Col. 1)
ABLE CASES O ALL OTHER ILLNESSES ©
(Col. ) : (Cot. 5}
6. CERTIFICATION




Division of Safety and Health

Public Employee Safety and Health Burea
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 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

If you don’t have accurate figures, see the

ESTABLISHMENT NAME
Instructions on the back of the sheet.

__ Dor_:_ww.oamn 'g Dﬂw_hm
STREET ADDRESS

125 Weemt Spel M 23

CITY, STATE, ZIP CODE
LM 1cDIR

Nao York

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

. Uﬂ.\ﬂ
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTE

D 992120

AVERAGE NUMBER OF EMPLOYEES

23

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

L1360

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”.

5. INJURIES AND ILLNESSES TYPES

2

3. NUMBER OF CASES 4. NUMBER OF DAYS

INJURIES M
(Col. 1)
DEATHS J&P “
(AL G) AWAY FROM _.ﬁ SKIN DISORDERS .&
DAYS AWAY WORK cd. ) €ol.2)
FROM WORK ilap
(CA. H) RESPIRATORY CONDITIONS R
JOB TRANSFER JOB TRANSFER OR (@l 3)
OR RESTRICTION '? RESTRICTION \&ﬁ
. 1) @ol. L) POISONINGS R
OTHER RECORD- (@l 4)
ABLE CASES \up
. 1) HEARING LOSS |\@|
(Cals5)
ALL OTHER ILLNESSES
©oL.6)

6. CERTIFICATION

1 certify that [ have

SIGNATURE

D

PRINT NAME

“Rose Cuarke |

that to the best of my F_os.mnn_mn the entries are true, accurate, and complete.

=Y

TITLE

DATE

F”_.m__mﬁdd

" SH 900.1 (12-03)



STATE OF NEW YORK

Dvision of Safety and Health
T EPARTMENT OF LABOR

Public Employce 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

Ali establishments covered by Part 801 must ¢

omplete this annually, even 1f no oﬁwo:vm:o:m_ njunes or illnesses occurred during the year

m:G_owmwm_mouﬁmnmEEo%mnm“msaEmﬁ Bvaoma:ﬁw?mmvwcmE@:mr:oaswé?.m%o:d. They also have limited access to the Log (SH-900) or
1ts 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

. . 2 “ S i 1 t.
DEH Administrative Offices Instructions on the back of the shee
STREET ADDRESS

125 Worth Street, Rooms 613-616 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York, NY 10013 16

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

NYC Dept. of Health & Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS)

28,000
923120, 541620
L _

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
cerrespond 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 0
‘ (Col. 1)
DEATHS 0 0
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0
(Cel. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION __ () RESTRICTION 0 0
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col. 9)
ABLE CASES 0
(Col. 1) HEARING LOSS 0
‘ , (Col. 5)
ALL OTHER ILLNESSES 0
(Col. 6)
6. CERTIFICATION
Icertify t g ‘document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE ; ; \&\\P\J\ TITLE _Staff Analyst IT
- Y 2 | |
PRINT NAME cmwm\N Emtm:wu DATE _ 12/18/06

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

Division of Safety and Health

Public Employee Safety and Health Burcau
State Office Campus

Building 12. Room 158

Albany NY 12240

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 Dl Of
Lower Manhattan Health Center (Cheleeo)

ﬁ._| 2O W5

STREET ADDRESS
303-9th Ave

CITY, STATE, ZIP CODE
New York, NY 10001

_ZUG@:~<vmmna_u.-.—ozA».m..<=_wmcmgam335e=c
Health N YC Dipt of Hoatdl & Mowlal

| 3
P.L.n_.,n_ {eus

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) ., . . =
v 93120

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

5

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

gso0

Enter the column totals from the Log of Occupational Injuries and Tlnesses (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 ILLNESSES TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS

DEATHS 0 0

(Col. G) AWAY FROM
DAYS AWAY WORK (Col. K))
FROM WORK 0

(Col. H,)
JOB TRANSFER o JOB TRANSFER OR
ORRESTRICTION Y RESTRICTION 0

(Col. 1) (Col. L)
OTHER RECORD-
ABLE CASES o

(Col. 1)

INJURIES 0
(Col. 1)
SKIN DISORDERS o
(Col. 2)
RESPIRATORY CONDITIONS 0
(Col. 3)
POISONINGS o
(Col. 9
HEARING LOSS o
{Col.5)

ALL OTHER TLLNESSES 0




»

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
R4 g OE JRAL HENLTN, PROIGRAAE fa.s 0 PoLICY Instructions on the back of the sheet.
STREET ADDRESS ’
(972 AR TNLR Are Rm Y078 * AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
BROVX WY 10957 2y

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 3L 0Yo

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”.

¥ empwycer Qa€ BA/cp AT VARIGYs Tcljoo {1 T

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
: INJURIES o
(Col. 1)
DEATHS ¢
(Col. G) AWAY FROM g SKIN DISORDERS g
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK g
(Col. ) RESPIRATORY CONDITIONS Vi
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION __ 0 RESTRICTION _g
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES [
(Col. J.) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES o
(Col. 6)

6. CERTIFICATION

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

SIGNATURE @&\\\ R rrLE Kesoomad OiriiZ

(74
PRINTNAME _ W AZK LEWic DATE \\mm\\%

SH 900.1 (12-03)



\\\
STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

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
BERESn g 0842 HeAirds PROGR Ams % Poiicy Instructions on the back of the sheet.
STREET ADDRESS ’
boo W JaP LT - pETOL <LV AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
NY. NY 0032 J

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

NIC Dokl
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) Y350

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 0
(Col. 1)
DEATHS /)
(Col. G)) AWAY FROM 0 SKIN DISORDERS Vi
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK 0
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION _ 0 RESTRICTION g
(Col L) (Col. L) POISONINGS o
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 1) HEARING LOSS o
(Col. 5)
ALL OTHER ILLNESSES 1)
(Col. 6)
6. CERTIFICATION
I certify that I have examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE %\ 4. Hiha TITLE § Lrossiln
PRINTNAME M ARK LEW s DATE \\wm\sm

SH 900.1 (12-03)



yd

STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

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 h~ = Timit=1 1ocasg to the Log (SH-9"" |
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

m ; m T w _ ﬁ.- ~A wlﬂ O ml ’ ._ 0 / ' Instructions on the back of the sheet.

STREET ADDRESS

M.w “w W m Q.T a ~ \PQ &, AVERAGE NUMBER OF EMPLOYEES
CITY, STATE. ZIP CODE
vookivyh NN, WALl D/ b/

INDUSTRY DESCRIPTION (elg.. village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) M/rNu P, GU

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 S
; (Col. 1)
DEATHS \MU U O @
(Col. G AWAY FROM SKIN DISORDERS ©e
DAYS AWAY D WORK (Col. K) (Col. 2)
FROM WORK D .
(Col. 1) RESPIRATORY CONDITIONS co
JOB TRANSFER P JOB TRANSFER OR (Col. 3)
OR RESTRICTION |b|g RESTRICTION b@' .
(Col. 1) (Col. L) POISONINGS :
OTHERRECORD- -~ |
ABLE CASES (D
(Col. J) HEARING LOSS
ALL OTHER ILLNESSES

6. CERTIFICATION

"

1 nma@krmq\ﬁé(.n oxmaioa@nzémbﬁ apd that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE (/. \\@%@\% oy mree Clinie WA aAnae ger

PRINT NAME /in C &g T nw&qm; \,\ DATE w\\mmm( . &;M ot e I3 é

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

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 employee

es, and their representatives have the right to review this form. They also have limitad rcrees o the Too (QH.GNMY 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

CRowN Heiohts

STD Clin

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

STREET ADDRESS

128 Prespect

Plece

AVERAGE NUMBER OF EMPLOYEES

O:Jm. STATE, ZIP CODE

Rroorkiyn NY.

213

BN

INDUSTRY DESCRIPTION (e.g.. <.=»wa fire department)

Health FaciliTYy

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS)

Q .\)&..,

Enter the column totals from the Log of Qceupational 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 O\
3 (Col. 1)
DEATHS Q0 O 7 oD
(Col. G.) AWAY FROM (2 SKIN DISORDERS -
DAYS AWAY O WORK (Col. K) (Col.2)
FROM WORK ) I~ oy
{(Col. H.) RESPIRATORY CONDITIONS L :
JOB TRANSFER Yo JOB TRANSFEROR € ) @ {Col.3)
OR RESTRICTION RESTRICTION g
(Col. 1) (Col. L) POISONINGS L
OTHER RECORD- o | (Col. 4)
ABLE CASES i
(Col. 1) HEARING LOSS g2
Aﬁc_ \w
ALL OTHER ILLNESSES
CoL &)

6. CERTIFICATION

SIGNATURE _ ALt vlcd”

I certify th Z\N_msw examined this docyment and/that to the best of my knowledge the entries are true, accurate. and complete.
)
K\ o —

e CLHATC Maaa 94¢

4

PRINT NAME \@ﬁba N_\ twv& l_mf /- F\

DATE /M)~ ?@ %/@ﬁum

7

4

SH 500.1 (12-03)




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

w_.:&bt of TR Oo.(;f..o/

STREET ADDRESS

2 Rroadusy 8™ Fleo—

CITY, STATE, ZIP CODY

Neg Mo NY, (0613

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

ZAP 7&}. o /./PPT\e/ ocfw. ?ﬁw?r?r F_S@?.m.\

NORTH AMERMAN INDUSTRIAL CLASSIFICATION SYSTEM

MO aaz1a0 621399

Z

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES
4o

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

10006

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) for each n»aewaq (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 m M

(Col G) AWAY FROM 0O
DAYS AWAY WORK (Col. K)
FROM WORK o
(Col. H,)
JOB TRANSFER O JOB TRANSFER OR
OR RESTRICTION . RESTRICTION O
(Col. I) ©Col. L)
OTHER RECORD-
ABLE CASES (@)
(ColL J)

5. INJURIES AND ILLNESSES TYPES
INJURIES O
(Col. 1)
SKIN DISORDERS @)
(Col. 2)
RESPIRATORY CONDITIONS o
(Col. 3)
POISONINGS O
(Col. 4)
HEARING LOSS QO
(Col.5)
ALL OTHER ILLNESSES @)
: (Col. 6)




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

BUREAD OF T 15 ORI, ~ Edgrwi 1109 + T s s

STREET ADDRESS .
A,

53 BROJDULY
Ve Ve , A/ /oo

CITY, STATE, ZIP CODE
INDUSTRY DESCRIPTION (e.g.. village fire department)

MY C_2epT- of Hoacrrf & M Hyerive

NORTH AMERIGZAN INDUSTRIAL CLASSIFICATION SYSTEW

NN 923120 — 511499

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

/2

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

2O530

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

b

DEATHS ®\
(Col. Gy AWAY FROM
DAYS AWAY : WORK (Col. K)
FROM WORK &
(Col. 1))
JOB TRANSFER - JOB TRANSFER OR m )
ORRESTRICTION _—€&7 RESTRICTION N =40
(Col. 1) (Col. L)
OTHER RECORD-
ABLE CASES \®.\

(Col. J.)

INJURIES

)

SKIN DISORDERS
(Col. 2)

i

RESPIRATORY CONDITIONS
(Col. 3)

i

POISONINGS
(Col. 4)

HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES

i

(Col. 6)




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-%00) 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
Camden Hotel

STREET ADDRESS
206 West 95th Street

CITY, STATE, ZIP CODE
New Yor, NY 10025

INDUSTRY DESCRIPTION (e.g.. village fire department)
DOHMH TB Control, DOT provider

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS)

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

1760

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 ILLNESSES TYPES
INJURIES 1
0 (Col. 1)
DEATHS 58
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 58
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col.3)
ORRESTRICTION Y RESTRICTION ml
(Col. L) (Col. L. POISONINGS 0
OTHER RECORD- 0 (Col. 4)
ABLE CASES
(Col. 3) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

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

SIGNATURE _ £/ 2 270 2.

TITLE SRO Project Manager

PRINT NAME Darrin O. Taylor

Z b
pd

pATE 1-27-06

SH 900.1 (12-03)



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
Bureau of Operations, Homecrest District Health Center [nstructions on the back of the sheet.

STREET ADDRESS

1601 Avenue 'S’ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Brooklyn, New York 11229 5

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Department of Health and Mental Hygiene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

9445
Risles] 561720 - 923120

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 0
0 (Col. 1)
DEATHS 0
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K (Col. 2)
FROM WORK 0
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col.3)
ORRESTRICTION ___ Y RESTRICTION _ o
(Col. L) ! (Col. L.y POISONINGS 0
OTHER RECORD- (Col. 3)
ABLE CASES o
(Col. J)) HEARING LOSS 0
8]
ALL OTHER ILLNESSES
(Col. 6)

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 r\j \Flrwullmn@u b TITLE Health Service Manager
Sy
PRINT NAME Burt Roberts DATE _lan 24 DL

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health
Public Employee Safety and Health Burcau
State Office Campus
%4 Building 12. Room 158
Rl
el 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 injurics 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 Ux : \\ \ If you don’t have accurate figures, see the
- Instructions on the back of the sheet.
\\\3\3?3% 4 \.\h\\v (1A muﬁ \%@\A §§?k& \RJ& ws\\w
STREET ADDRESS \

125 Wwh _\wr\u ?Lx m A [0 # AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Newd ok N Jooi3 //

INDUSTRY Ummﬁw:u,_,—oz. (e.g.. village fire department)

>\1—\Q sx‘* Q.* \wm\u: \*\)Q) \ﬂ;\\.\—\w*\\ \é%\x\\ﬁﬂ\ﬁ ﬂo.ﬂb.:u HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATIOX SYSTEM

(NAICS) 20 Io¢)

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
v _\} INJURIES
DEATHS - W
(Col. G.) AWAY FROM e SKIN DISORDERS

DAYS AWAY WORK

FROM WORK
RESPIRATORY CONDITIONS

JOB TRANSFER JOB TRANSFER OR

OR RESTRICTION RESTRICTION
POISONINGS

OTHER RECORD-

ABLE CASES 5
HEARING LOSS m\\

(Col.5)
ALL OTHER ILLNESSES m AR
(Col. 6)
6. CERTIFICATION
I certify tha e examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE TITLE
PRINT NAME ©0L 4 My n DATE __/ \W\\%%

SH 900.1 (12-03)



JF NEW YORK
<TMENT 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

; s Instructions on the back of the sheet.
SH\SB\: .i__.ﬁﬁwm\wﬁmwNw\-\ﬁ . t\\x &Lw\\\xkh\_ﬁl. A nstructions on the pack of the shee

STREET ADDRESS /
\ 25 W Q«\x\\q >Sr % . ASY AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIF CODE . \W\
Necu Vock . My jooi3

INDUSTRY DESCRIPTION (e.g..'village fire departme

nt ;
2/\@ Dﬁh\dﬁ O* \ \w\\.&w % \h\ﬁﬁl.\ﬁ%\\k\ﬂtmﬁ\ﬁk» TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSFEM

(NAICS) \ M N\A@@

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

DEATHS _
(Col. G) AWAY FROM SKIN DISORDERS
DAYS AWAY - WORK
FROM WORK / ~
(Col. H)) RESPIRATORY CONDITIONS A.m b
JOB TRANSFER JOB TRANSFER OR _ (Cal. 3)
OR RESTRICTION N RESTRICTION (@

(Col. 1) (Col. L) POISONINGS &

OTHER RECORD- (Col. 4

ABLE CASES iﬁw’ S
(ot J) HEARING LOSS @

(Col. 5)
ALL OTHER ILLNESSES )

. 6)

6. CERTIFICATION

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

SIGNATURE § TITLE £H6

pRINTNAME _OLtv 74 ME 2.4 DATE __/ \uu. @\o b

SH 900.1 (12-03)



JFNEW YORK

Division of Safety and Health
TMENT OF LABOR

1 Public Employee Safety and Health Bureau
State Office Campus

&Eu. . Building 12. Room 158

i Sy 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
N.\S»ﬁ?ik\l %ﬁﬁ@ \\mmnv.u.v \w\‘k . Instructions on the back of the sheet.
STREET ADDRESS . £ e
/ NHU. F?\*\N_ AQ_\ X 1\3& 2 m\ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Newd York MY 10073 %

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

Z<Q _DWNLA ONN \*uﬁu \\N‘ \\\mﬁm\\aﬁ_\ﬂ\\\r\ eoﬂu,,r HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM A
(NAICS) 1000

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
c.
DEATHS mqr
(Col. G, AWAY FROM SKIN DISORDERS
DAYS AWAY WORK
FROM WORK :
RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR o
OR RESTRICTION mM\i\ - RESTRICTION &l
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- -
ABLE CASES 2
HEARING LOSS

ALL OTHER ILLNESSES

6. CERTIFICATION

1 certify that T

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

nme_PHMO

SIGNATURE

PRINTNAME OLiv/ 6 MERA DATE f\mnv\om

SH 900.1 (12-03)



JF NEW YORK
{TMENT OF LABOR

i

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

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.

2. EMPLOYENT INFORMATION

1. ESTABLISHMENT INFORMATION
@Mﬁ?mﬂhmﬂg—mZ# NAME
{_ommuniCalyns

SERERLADDIES \\x\r /G ; Roblcatons
125 ot OF. L B2

CITY, STATE, ZIP CODE

New Yorkl . N /00/3

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

NYC Dok ok Health

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS)

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

P

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

7). 595

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 ,ﬂ.ﬁumw/

INJURIES f

DEATHS N

AWAY FROM ‘ SKIN DISORDERS

DAYS AWAY WORK (Col. K)

FROM WORK
RESPIRATORY CONDITIONS

JOB TRANSFER JOB TRANSFER OR

OR RESTRICTION RESTRICTION
POISONINGS

OTHER RECORD-

ABLE CASES -
HEARING LOSS hm

(Cal. 5)
ALL OTHER ILLNESSES { W
(Col. 6)
6. CERTIFICATION
I certify that | this document and that to the best of my knowledge the entries gre true, accurate, and complete.
SIGNATURE Q\ TITLE \U \\M D
f f20/
PRINT NAME OLnsAa MERA DATE \_ 30/ 86

SH 900.1 (12-03)



\ v

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 vear.

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

If you don’t have accurate figures, see the

ESTABLISHWN “Z.Yfzgm "
: ! Instructions on the back of the sheet.
o [sea  Chocf Eondo

STREET ADDRESS
203 ] Al %%c\m\ AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE

Werw J\$\~N , E«\ / 000/ 2 I

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

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 2 ¢ G { \

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 “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES &
\®\ & (Col. 1)
DEATHS
(Col. G) AWAY FROM Z SKIN DISORDERS y 4
DAYS AWAY \N\ WORK (Col. K) (Cal.2)
FROM WORK 7
(Col. T RESPIRATORY CONDITIONS
JOB TRANSFER NQ\ JOB TRANSFER OR \%\ {Col.3)
ORRESTRICTION 2 RESTRICTION s Pa
Col. 1) ) POISONINGS
OTHER RECORD- ol D)
ABLE CASES 2 P
{Col. 1) HEARING LOSS
(Col.
ALL OTHER ILLNESSES vl
{Col. 6)

6. CERTIFICATION

est of my knowledge the entries are true, accurate, and complete.
SIGNATURE . A, TITLE ﬁ&eb\ " \r\\“_ @\G\\.\\ﬁs\\u\w\ \h&& e
1524255 &S\_ ..N/‘ 31. \ Pim \..wﬁw QP

SH 900.1 (12-03)

1 certify that I hayesgxamined thys document gnd that to tl




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

ESTABLISHMENT NAME gt..ﬂw AW,

NYC DOHMH DIVISION OF FINANCIAL STRATEGIC MANAGEME
STREET ADDRESS

125 WORTH STREET ROOM 623

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) 10920

2. EMPLOYENT INFORMATION

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

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 0
B (Col. 1)
DEATHS 0
(Col. G AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col.3)
OR RESTRICTION O RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES o
(Col. 6)

6. CERTIFICATION

[ certify that _\Mu wmed this docuspient and that to the best of my knowledge the entries are true, accurate, and complete.
’ -
SIGNATURE\_{A _ r ,q:,r%\_r\rf. 4% {h ?mm@ﬁ\
PRINT NAME | 1 \M \MQ\ @ EQNWN\Q \U \

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safery and Health

Public Employec Safety and Health Bureau
Swate 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 301 must complate this annually, even if ng occupasional injuries or illnesses accurred during the year.

Employees, former employess, and their represcneatives have the right to review this form. They also have limited access to the Log (SH-900) or
its equivalent. See 801.33 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME (O RAL HEALTW, Yoo Hfdmadol f.c._ If you don’t have accurate figures, see the

i —..un:...? D.A i vy ith —u_ ce w*,/} Conlio. instructions on the back of the sheet,
STREET ADDRESS

29SS Flgtbum Avcvye Ext

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

(2l 1<

T CITY, m.wb._.m_. ZIP CODE

\ Enter the column tatals from the Log of Qccupational Injuries and Hlinesses (SH 900) for each catezary {column labels under each line
correspond to the columns on the Loz). If a categoary has no cases, enter “07.

L 3. NUMBER OF CASES 4, NUMBER OF DAYS 5. INJURIES AND JLLNESSES TYPES
: INJURIES i
0 (Col. 1)
, DEATHS O .O
{Col. G} AWAY FROM SKIN DISORDERS
DAYS AWAY 0 WORK CoL K) CoL2)
\ FROM WORK
: Col 1) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR O CoL )
OR RESTRICTION RESTRICTION .
(CoL 1) {Col L) FOISONINGS
OTHERRECORD- () CaL %)
ABLE CASES
CoL 1) HEARING LOSS
(Col-5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

1
SIGNATURE P@E M E% £

[ cenify that [ have examined this document and thaz to the best of my knowledge the entries are true, accurate, and complete.

TITLE ﬁo.m,dﬁ.% ADrMYN . Dy

) prinT Nave SShtdon L3y o DYaRS = pate __2 - |- Qb
SH 900.1 (12-03)
e MN04 NOTS3Y ddHO 23:31 9PPZ-£o-G34



il

STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safery and Health

Public Employce Safcty and Health Burcau
Stare Office Campus

Building 12. Room 138

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 500.1

All establishrents covered by Part 801 must compizte this annually, even if no cccupational injuries or illnesses accurmred during she 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, sec the
i o ﬁpr fr.mPC/ ..Jo ¢ e bl Tl munuv LB Instructions on the back of the sheer.
\ f) 1
| STREET ADDRESS 3
DS 2% Nosteand fdenue . AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE

cr

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

N5, 42 <

e

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTE?

R 10 U U W M WP B}

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND TLLNESSES TYPES
INJURIES p |
(Col 1)
DEATHS Q O )
Gl G AWAY FROM SKIN DISORDERS
DAYS AWAY o WORK oL K) (CoL7)
FROM WORK
CoL Hy RESPIRATORY CONDITIONS
JOB TRANSFER o JOB TRANSFER OR G (@)
OR RESTRICTION RESTRICTION o
(Col 1) oL L) POISONINGS
OTHER RECORD- ¢ (Cal 9
ABLE CASES o)
A HEARING LOSS
Anmwm”.
ALL OTHER ILLNESSES
(Col. &)

6. CERTIFICATION

SH 900.1 (12-03)

Sa-2a°d

dNod NOI93s ddHO

T8:97

S@EBE-CB-434




" 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
FSM/PPQD, Policy & Planning

STREET ADDRESS
125 Worth Street, RM 624

CITY, STATE, ZIP CODE

New York, N.Y. 10013

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

New York City Department of Health & Mental Hygiene
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 561110 541990

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

15

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

26,300 Hours

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 “07,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 0
5 (Col. 1)
DEATHS 0
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col.2)
FROM WORK 0
(Col. 1) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR Col.3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHERRECORD- (Col. )
ABLE CASES
(Col. J) HEARING LOSS 0
Aﬁ.q&. 5)
ALL OTHER ILLNESSES o
(Col. 6)

6. CERTIFICATION

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

TITLE PAAI

SIGNATURE J—u o.L\qurm\ p@ iz

PRINT NAME Dodsey Cyrus

DATE 1/31/06

SH 900.1 (12-03)



STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

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
Bureau of Correctional Health Services-Vernon C. Bain Center Instructions on the back of the sheet.

STREET ADDRESS

1 Hallack Street AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Bronx, New York 10474 15

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

st.. J\O_._» O_.S\ _UQU._“. O* Imm_.ﬁj and gﬁzﬁm._ I<©_m3m TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 26,250

9213120, 621399

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 ILLNESSES TYPES
INJURIES o
0 (Col. 1)
DEATHS 0
(Col. G AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L. POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
[ certify that I hg#e examined I.oﬂ.ncEnE‘mua that to the best of my knowledge the entries are true, accurate, and complete.
-~

SIGNATURE mitLe Dir- of Credentialing & Accreditation

1] -
PRINT NAME Jaime Rivera DATE 2/7/2006

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

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
Bureau of Correctional Health Services-Administration

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

STREET ADDRESS

225 Broadway, Floors 17 & 23 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
New York, New York 10007 51

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Dept. of Health and Mental Hygiene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

89.250
(NAICS) 9513120, 621399

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 “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 2
0 (Col. 1)
DEATHS 10
(Col. G.) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K. (Col. 2)
FROMWORK 1
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
ORRESTRICTION ~ RESTRICTION o||,|
(Col. 1) (Col. L.) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 1
(Col. J.) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I certify that I hafe examined thi d that to the best of my knowledge the entries are true, accurate, and complete,

TITLE Dir. of Credentialing & Accreditation

2/7/2006

PRINT NAME Jaime Rivera

DATE

SH 900.1 (12-03)



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
Bureau of Correctional Health Services-Rikers Island

STREET ADDRESS
1606 Hazen Street (West Facility Trailer)

CITY, STATE, ZIP CODE

Queens, New York 11365

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Dept. of Health and Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NATES) 9213120, 621399

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

91

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

159,250

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
DEATHS 0 B
(Col. G) AWAY FROM
DAYS AWAY WORK (Col. K))
FROM WORK 0
(Col. 1)
JOBTRANSFER JOB TRANSFER OR
ORRESTRICTION O RESTRICTION o
(Col. 1) (CoL L)
OTHER RECORD-
ABLE CASES ST
(Col. J.)

5. INJURIES AND ILLNESSES TYPES
INJURIES 1

(Col. 1)
SKIN DISORDERS 0

(Col. 2)
RESPIRATORY CONDITIONS 0

(Col. 3)
POISONINGS 0

(Col. 4)
HEARING LOSS 0

(Col.5)
ALL OTHER ILLNESSES

(Col. 6)

6. CERTIFICATION

A

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

TITLE Dir. of Credentialing & Accreditation

pATE 2/7/2008

SH 900.1 (12-03)



STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

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
Bureau of Correctional Health Services-Warehouse (CMS) Instructions on the back of the sheet.

STREET ADDRESS

18-39 42 Street AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Astoria, New York 11105 21

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

New York City Dept. of Health and Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 36,750

9213120, 621399

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 o
0 (Col. 1)
DEATHS 0
(Col. G AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
ORRESTRICTION 9 RESTRICTION o
(Col. 1) (Col. L.) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J.) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
[ certify that I haxe nxm;EEm& thi d that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE TITLE Dir. of Credentialing & Accreditation

T

PRINT NAME Jaime Rivera DATE 2/7/2006

SH 900.1 (12-03)



S

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

Blszaic. 5l ST Conhal Firslision

STREET ADDRESS

\5% £ S_@.v.E

CITY, STATE, ZIP CODE

LY vy \oovd

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

ept o Heutd s

zoﬁ:?ﬁﬁgzEccﬂﬁ??%&ﬁ?ﬂozm<m,:“3
(NAICS) ~ .

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES )

I

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

N|A

25

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). Ifa category has no cases, enter “0”,

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESSES TYPES
i f

DEATHS M

(CoL. G) AWAY FROM %
DAYS AWAY WORK (GhL K)
FROM WORK m

(Col H)
JOB TRANSFER JOB TRANSFER OR
OR RESTRICTION I\Q\I RESTRICTION .M

(Col. I) ol L)
OTHER RECORD- .
ABLE CASES

Ame_. J)

SKIN DISORDERS |

R o

! m
- (Col. 2)

RESPIRATORY CONDITIONS Vi
r, w (Col. 3) -
(CoL 4)
Ama Y
A@ha. 6)

POISONINGS

HEARING LOSS
ALL OTHER ILLNESSES

INJURIES P J\.ﬁ .
| (Col. 1)

6. CERTIFICATION

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

SIGNATURE M isdod cic. ppa

TITLE \ite, /Se. P

A—
PRINT NAME VAR | 3 ﬂo@i.@omrﬂ

DATE _\ _Mﬁmo L

SH 900.1 (12-03)




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 (S8H-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 5 URE4t o< SCHooo [AEqcTis
& EEAVS Scsoc \xﬂ%ﬁ T _‘ﬂm.?&\%h D e

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

STREET ADDRESS

(2o —3y ¥ VEAN S AVERAGE NUMBER OF EMPLOYEES

N\vVn\.\Lv
CITY, STATE, ZIP CODE

Kew baroas NV 1ivis 3 /0

INDUSTRY DESCRIPTION (e.g.. village fire department)
NYC  DEPT o< feasers N Mo Hrtiewe

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS)

43/ €00

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 L O
(Col. 1)
DEATHS O
(Col. G) AWAY FROM 2 / SKIN DISORDERS O
DAYS AWAY WORK (Col. 2)
FROM WORK m
(Col. H) RESPIRATORY CONDITIONS (&
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION D RESTRICTION 8
(Col. 1) (Col. L) POISONINGS &)
OTHER RECORD- W (Col. 4)
ABLE CASES .
(Col. J.) HEARING LOSS O
(Col.5)
ALL OTHER ILLNESSES ()]
(Col. 6)

6. CERTIFICATION

I certify that [ have examined this document and that to the best of m

y knowledge the entries are true, accurate, and complete.

I
SIGNATURE @r\“ ﬂ“v%
\ﬂ A LD \msx.

PRINT NAME

TITLE /567 0 pot [0 26242

DATE 2 \ %\m &

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employec 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
. . - Instructions on the back of the sheet.
Zﬁ‘rr\ /*Ga\t\ n.l—!/ @\%i o g P s ?W\&UC

STREET ADDRESS vy

2 r\rﬁ.\&eﬁ\ﬁ? =7 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

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

Heod Vpadt—

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM )
(NAICS) 286, 35,

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 ILLNESSES TYPES
INJURIES i
(Col. I)
DEATHS 0 1
(Col. Gy AWAY FROM SKIN DISORDERS (@)
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK [
{Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION _ O RESTRICTION O
(CoL 1) (Col. L) POISONINGS O
OTHER RECORD- (Col. 4)
ABLE CASES O
(Col. 1) HEARING LOSS O
(Col.5)
ALL OTHER ILLNESSES o
(Cal. 6)

6. CERTIFICATION

I certify that I have examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE =20 g e e hebor Relekive Cos clitmn—

PRINTNAME ___ Roloerr Npuse paTE  Felb 200

SH 900.1 (12-03)



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 NV { C- Do HM H
O HEALTH PRrROGRAMS ¥ PolLicy -
LowEal MAVHATAN DDENTAL Cianic

(D 410

STREET ADDRESS

"B03 NINTH AVENWUE

CITY, STATE, ZIP CODE
M n A O0C0o !

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) & Z Z 7 O

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

4

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

/], 73]

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

@)

DEATHS O
: (Col. G AWAY FROM

DAYS AWAY WORK (Col. K.)
FROM WORK

(Col. 1)
JOB TRANSFER JOB TRANSFER OR O
OR RESTRICTION D RESTRICTION

(Col. 1) (Col. L)
OTHER RECORD-
ABLE CASES M\wn

(Col. J.)

INJURIES
(Col. 1)
SKIN DISORDERS |P
(Col. 2)
RESPIRATORY CONDITIONS O
(Col. 3)
POISONINGS D

(Col. 4)

0

HEARING LOSS
(Col3)

:

ALL OTHER ILLNESSES

(Col. 6)

6. CERTIFICATION

SIGNATURE &n\r. . @w‘ i $

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

TITLE A2G/00A L AdM . Dt éscor..

PRINT NAME

DATE

7T oM/, D . SMI7TH

s/ 37/ O
Fd d

SH 900.1 (12-03)
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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

20D

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

N.Y.d. EARIY TNteRint ol 4 ot

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

STREET ADDRESS
e \&éx

-7 AVERAGE NUMBER OF EMPLOYEES

49 5/ R\sﬁs? 4 THE
VORE Neul YoRE Jpos

CITY, STATE, ZIP CODE
INDUSTRY Umwz:ajOZ\? . village fire department)

New
Neu 1Y Dot ENY

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

Azinmﬂ \.\\\L W«N\\\F —

/7

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

L2 750
/

Enter the column totals from the Log of Occupational Inj
correspond to the columns on the Log). Ifa category has no cases, enter “0”.

juries and Ilinesses (SH 900) for each category (column labels under each line

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES &
: (Col. 1)
DEATHS ( M : PU
(Col. G.) AWAY FROM SKIN DISORDERS @
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK h M ®
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Col. 3)
orRrEsTRICTION () RESTRICTION Q
(Col. 1) (Col. L)) POISONINGS mM
OTHER RECORD- (Col. 4)
ABLE CASES J%‘
(Col. 1) HEARING LOSS ( M
(Col.5)
ALL OTHER ILLNESSES 'l u
ol. 6)
6. CERTIFICATION
Tcertify that I have examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE i TITLE

PRINT NAME U\‘m L LA D £mS

DATE

SH 900.1 (12-03)




STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

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
Mm.baw:w_.—gg NAME , _ P , If you ao:”ﬁ have accurate figures, see the
g\b%&\@ /{0 S — \Dg\ AU\%N\\@\Q. \\ O Instructions on the back of the sheet.
STREET ADDRESS
YS < /ST AVE \%OO\A S AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

MNEL) oK s NN/ /OO 76 347

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

\J\<.m\ bmWWuM‘.i Q“QM\N&T\\W\&\“\R\@%\%HQ?:ocxmEo:mcm<>r_.mZE.o,\mmmr\»mj\m;w

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM iy

(NAICS) 73 QQ 40

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 /
: (Col. 1)
DEATHS O 3L
{Col. G) AWAY FROM 5 SKIN DISORDERS @)
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK 35
(Col. H) RESPIRATORY CONDITIONS )
JOB TRANSFER 5 JOB TRANSFER OR {Col. 3)
OR RESTRICTION O RESTRICTION O : )
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col.3)
ABLE CASES o s
{Col. J) HEARING LOSS : 2,
CoL5)
ALL OTHER ILLNESSES )
(Col. 6)

6. CERTIFICATION

1 eoa@n\r% examined {his docurgent and that to the best of my knowledge the entries are true, accurate, and complete, &
SIGNATURE %A\m \QN TITLE \m&\(\l.Q\\.&&_ B, HpesT

PRINT NAME hu\ﬂx\\mqum\ \{\QF%NM\KQUN\ DATE nw\\ \\\Om.

SH 900.1 (12-03)
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STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Health Burcau
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 m_mn 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 ?n:ﬁ. details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME

.mmu\\mﬁibxb SEed Rwu — Br, 3372

STREET ADDRESS

11~ 3 s

CITY, STATE, ZIP.-CODE

Aerip, K7 s

INDUSTRY DESCRIPAION (. g.. village fire department)

MY %\?%&\x%“\g%\%\%n

NORTH ?.SHEO.#Z INDUSTRIAL Or>mm_30>.—._02 SYSTEM

QAICS) £ 5 L /r mb.\.v b4

If you don’t have accumate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

%

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

24§22

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) for each category ?.c_:n:.. labels under each line

no:,m..vona to the columns on the Log). Ifa nnzan has no cases, enter “0”.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
‘INJURIES _ o
i ' Col. 1
DEATHS O 2 (Cok b
(CoL Gy AWAY FROM & SKIN DISORDERS e
DAYS AWAY ) WORK (CoL K)) (Col. 2)
FROM WORK -t _
(Col. H) RESPIRATORY CONDITIONS O
JOBTRANSFER JOB TRANSFER OR O {CoL3)
ORRESTRICTION ___ &' RESTRICTION D
(Col. 1) (Col. L) POISONINGS o
OTHER RECORD- e

ADT © ~aonma
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“STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Health Burean
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 anmually, even if no occupational injuries or E_.Emmom occurred during the year.

Bmployees, former employees, and their representatives have the right to review this form. They alse have __EE& access to the Log (SH-900) or

its equivalent. See 801.35 and instructions for finther details on access provisions for these forms.

_

1. ESTABLISHMENT INFORMATION

2. %roewza INFORMATION

ESTABLISHMENT NAME
Mormisania STD Clinic

| STREET ADDRESS
1309 Fulton Avenue

| CITY, STAYE, ZIF CODE
Bronx, New York 10456

INDUSTRY Uﬁmnguoz {e.g.. <_=uwu fire department)

NYC DOH/MH-
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
i 661110

2 3 1 2 0

If you don’t weqn accurate figures, see the

Instructions on the back of the sheet.
AVERAGE ER OF EMPLOYEES

33 _

TOTAL HOURS ﬂdmﬁwﬁ BY ALL EMPLOYEESLAST YBAR
58,240
T
1

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900) for each category ?aE:E labels under ¢ach line

correspond to the columns on the Log). If a category has no exges, enter “07,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
0 {Col-1)
DEATHS ;
(Cai- G) AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Cok. X.) ’ {Col. 2)
FROM WORK 0 Pno
(Col: H) RESPIRATORY CONDITIONS
JOBTRANSFER JOB TRANSFER OR TCo3y
OR RESTRICTION RESTRICTION T
(CoL L) {Col. L) POISONINGS
OTHER RECORD- {Col. 4)
ABLE CASES ,
(CoL. 1) HEARING LOSS
(Col-5)
ALL OTHER YLLNESSES
{Col 6)

6. CERTIFICATION

T ¢cerafy m..u: Ve QEE.EE Eano
SIGNATURE

and that to the best of my knowledge the cniries are tue, accurare, and complete.

TITLE Clinic &mzmmm_.

FRINT NAME Mary mmmdaoxm

pare 21 A\No'om

SH 900.1 (12-03)

c0°d pSevL 9002 Sl 9@

TSCEBESBLL ¥ES

1d30 H1W3H



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

2005

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

ESTABLISHMENTNAME O£ AN T O N5 If you don’t have accurate figures, see the

NYC Dept. Of Health & Mental Hygiene / Bedford Health Center

STREET ADDRESS
485 Throop Avenue

CITY, STATE, ZIP CODE
Brooklyn, NY 11221

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

Public Health Clinic

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) qu.u:@ P20

Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

4

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

7,560

Enter the column totals from the Log of Occupational Injuries and Ilinesses (SH 900) for each category (column labels under cach 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 0
DEATHS 0 (Col. 1)
(Col. G)) AWAY FROM 0 SKIN DISORDERS 0
DAYS AWAY WORK (Col K)) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L) POISONINGS 0
OTHER RECORD- (Col 4)
ABLE CASES o[l
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

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

SIGNATURE /70 ¢ e N\\ \L& wt?

TITLE

PRINT NAME Kevin McGrath

Health Services Manager

pATE  //? 1/ e

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Health Bureau
State Oftice Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH %00.1

2005

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 ()£ A #17 1oV /7

NYC Dept. of Health & Mental Hygiene/ Astoria Health Center
STREET ADDRESS

12-26 31st Avenue

CITY, STATE, ZIP CODE

Astoria, NY 11106

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

Public Health Clinic

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) RNWNW»&/ON O

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

3

TOTAL IOQWm WORKED BY ALL EMPLOYEES LAST YEAR

5,125

Enter the column totals from the Log of Occupational Injuries and Ilnesses (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 1
0 (Col. 1)
DEATHS 5
(Col. G AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROMWORK |
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER o JOB TRANSFER OR (Col 3)
ORRESTRICTION ¢ RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (CoL %)
ABLE CASES "
(Col 1) HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

I certify that I have nxazima\ this docyment and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE AN S S

TITLE Health Services Manager

Kevin McGrath _

.&.\J.\\.ﬁ.,{
PRINT NAME DATE P g ¢
SH 900.1 (12-03)
= = & U O
@ % B ow W oW B W B WS F BB BB G m.m.w me,mw
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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-200) 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

_n_. __n...L " _._ m._.\wﬂ*-@smn. T_ , &:..-.l Lm}\:m.h.\n&r.nv} Instructions on the back of the sheet.
STREET ADDRESS ™ "

125 North Street, Room 620 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York, NY 10013 b
INDUSTRY DESCRIPTION (e.g.. village fire department)
: TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NYC Dept. of Heodth and Mendnl Hyaiene
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM Il
(NAICS) o0
923120 !

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 _O
(Col. 1
DEATHS 0 )
(Col. G) AWAY FROM O SKIN DISORDERS )
DAYS AWAY WORK (Col. K)) (Col.2)
FROM WORK (&)
(Col. H) RESPIRATORY CONDITIONS (8)
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION O RESTRICTION @)
(Col. 1) (Col. L) POISONINGS o
OTHER RECORD- (CoL4)
ABLE CASES ||Oq|
(Col. 1) HEARING LOSS o
(Col.5)
ALL OTHER ILLNESSES o)
(Col. 6)

6. CERTIFICATION

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

SIGNATURE § § TiTLE  Research \Num&*ﬁs&‘

pRINTNAME _ K¥ista mus_.\r@ﬂ,aﬁq DATE N.\ ! \ 200

SH 900.1 (12-03)



M

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

and S

All establishments covered by Part 301 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

Burau o rkorvadtcs and (nfarnatin Jeclur:

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

ay
-

STREET ADDRESS

125 Warth Shrect, foom 1051-1072_, (3" loar

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

News Yok . NY [1DI3

Z 8

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

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

HYGHE NE

NY® DEPT OF HEALTH 2 AHENTAL
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) . | .

54519 EllO

A9 ,000

Enter the column totals from the Log of Occupational Injuries an

d 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 “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES i
(Col. 1)
DEATHS ()
(Col. G)) AWAY FROM D SKIN DISORDERS )
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK €) )
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Col.3)
ORRESTRICTION __ () RESTRICTION 0
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col. 4)
ABLE CASES 0 )
(Col. 1) HEARING LOSS =
(Cpl.5)
ALL OTHER ILLNESSES 9,
(Col. 6)

6. CERTIFICATION

SIGNATURE 1n§& A\L\N\\w&ﬂ

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

TITLE [ .Nm scearch  As sistcutt

PRINT NAME >\\m¢®mm Na\@&\«ﬁ&@g

DATE N\\ﬁm\bﬁ

SH 900.1 (12-03)



[ATE 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 annually,

Employees, former employees, and their representatives have the right to review
its equivalent. See 801.35 and instructions for further details on access provisions for these

Division of Safety and Health

Public Employee Safety and Health Burcau
State Office Campus

Building 12. Room 158

Albany NY 12240

2005

even if no occupational injuries or illnesses occurred during the year.

this form. They also have limited access to the Log (SH-900) or

forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME

Buroau  OF (nfarmatics and [nfavmahon lectnobyy

STREET ADDRESS
@Qﬁw \J\

40O Worth Street,

CITY, STATE, ZIP CODE
10013

New Yok  NY

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

NY ¢ DEPT OF HEALTH 3 (aNTA H YGIENE

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS)
s Sl

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

50

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

87,500

Enter the column totals from the Log of Occupational Injuries and Ilinesses (SH 900) for cach category

correspond to the columns on the Log). If a category has no cases, enter “07.

(column labels under each line

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 0
(Col. 1)
DEATHS 4,
(Col. G) AWAY FROM ) SKIN DISORDERS d
DAYS AWAY WORK (Col. KJ) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS )
JOB TRANSFER 5 JOB TRANSFER OR (Col. 3)
ORRESTRICTION __ ¢ RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- _ (Col. 9)
ABLE CASES ) o
(Col. 1) HEARING LOSS L
(CoL 5)




(ATE OF NEW YORK
OEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

2005.

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

If you don’t have accurate figures, scc the

ESTABLISHMENT NAME

Buwrvau of Informatics and lnfamaton Technokd

f

STREET ADDRESS
346 Proaduxiy  Km  E3&

CITY, STATE, ZIP CODE 7

New York , NY [O0(>

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

_ OF HEALTH
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) |

FHEIT , Slel 1O

Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

33

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

57,780

correspond to the columns on the Log). If a category has no cases, enter “07.

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

5. INJURIES AND ILLNESSES TYPES

3. NUMBER OF CASES 4. NUMBER OF DAYS
INJURIES _0
(Col. 1)
DEATHS m M 0
(Col. G)) AWAY FROM SKIN DISORDERS )
DAYS AWAY 0 WORK (Col. K (Col. 2)
FROM WORK 0
(Col. H) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION __ O RESTRICTION |P
(Col. 1) (Col. L) POISONINGS <
OTHER RECORD- (Col. 4)
ABLE CASES 1) 0
(Col. J)) HEARING LOSS v
(Co) 5)
ALL OTHER ILLNESSES nu
(Col. 6)

6. CERTIFICATION

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

TITLE \Nmb.\h&xb.«,& L&&v?ﬁﬁﬁ

SIGNATURE §§u A\Q_.NNA\‘

DATE M\\&\Q

prINT NaME N0l Chas Holm

SH 900.1 (12-03)
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FEB-14-2006 15:3@ DOHMH BPHT

STATE OF NEW YORK
DEPARTMENT OF LABOR

212 676 2172 F.84

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
Bureaus of Public Health Training-Library

STREET ADDRESS
455 First Avenue, 12th Floor, Room 1200

CITY, STATE, ZIP CODE
New York, NY 10016

INDUSTRY DESCRIPTION (e.g.. village fire department)
NYC Dept. of Health & Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 5o 4110

If you don’t have accurate figures, see the
[nstructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

10

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

9800

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 ILLNESSES TYPES
INJURIES 0
_ 0 (Col. 1)
DEATHS 0
(Col. G)) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K (Col. 2)
FROMWORK O
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
ORRESTRICTION Y RESTRICTION o
(Col. L) {Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES o 0
(Col. J) HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES 0
(Col. &

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

PRINT NAME Delori s Sands

55@3

TITLE PNG

DATE 2/14/2006

SH 900.1 (12-03)

4
1



FEB-14-20B6 15:28 DOHMH BPHT 212 676 2172 P.82

Division of Safety and Health .

Public Employee 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 %00.1

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

Ermployees, 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. EMPLOYENT INFORMATION
ESTABLISHMENT NAME If you don’t have accurate figures, see the
Bureaus of Public Health Training/Injury Epidemiology Instructions on the back of the sheet.
STREET ADDRESS
L2 _IN._“N<®2“® Street, 20th Floor, CN65 AVERAGE NUMRER OF EMPLOYEES
CITY, STATE, ZIP CODE
. New York, NY 10007 28

INDUSTRY DESCRIPTION (e.g.. village fire department)
NYC Dept. of Health & Mental Hygiene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

"NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

42500
(NAICS) 553120/561110

——

Enter the column totals from the Log of Occupational Injuries and Ilnesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has ne cases, enter “0%.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND [LLNESSES TYPES
INJURIES 0
0 . (Col. 1)
DEATHS 0
_ (Col. Gy AWAY FROM SKIN DISORDERS 0
DAYS AWAY 5 WORK (Col. K) (Col. 2)
FROM WORK :
(Col. H) RESPIRATORY CONDITIONS 0
 JOBTRANSFER JOB TRANSFER OR (Col.3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col.4)
ABLE CASES 0
(Col. J) HEARING LOSS A
(Col.5)
ALL OTHER ILLNESSES 0
{Cal. 6)

6. CERTIFICATION

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

nwb TITLE PMO

SIGNATURE

PRINT NAME Delori s Sands DATE 2/14/2006

SH 900.1 (12-03)



STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

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

N D OH+MH

STREET ADDRESS

G John ST 1IPEL

CITY, STATE, ZIP CODE 4

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

NY NY (evdg

INDUSTRY Umwnﬂu:.:uz (e.g.. village fire department)

Munjcipa

G-ovl. Avency

NORTH AMERICAN INDUSTRIAL Orﬂméﬂ>ﬁ—og<mﬁm3

(NAICS)

26

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and Iinesses (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 HSUWM
" INJURIES i @
O @.._. 1)
DEATHS
(Col. G)) AWAY FROM mv SKIN DISORDERS N
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK C D
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR D (Col. 3)
OR RESTRICTION Q RESTRICTION skl : 0
(Col. 1) (Col. L)) POISONINGS ~ ~eii
OTHER RECORD- .
ABLE CASES B m
(Col. J) HEARING LOSS e
( i
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I certify that I have examined this do
SIGNATURE @ .\Er@c ) T SE Q\Q

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

e

PRINT NAME ﬁ.rPT_.m.m mub Ba:m:ﬁ

TITLE DMHA., U v,

+

DATE UJ__ #d_ O@

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 s
FORM SH-900.1 Q005

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

mm.E\vm_-_m..I\_w\_mz.ﬂ HAME gﬁ If you don't have accurate figures, see the
\wmq { \K\ __ w«xb o \m\f\}\ &\. 3 \ m 4 ...ﬁ\Ql instructions on the back of this sheet.
STREET ADDRESS

\ \W\G \A\%M .\va\ an L _&‘P\N\ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Beooklvas NY  /130e— s

INDUSTRY DESCRIPTION (e.g. village fife department)

Lm.g Qm\ b ep + fa F \m\ e \n\mr m\ \\\\\Q P xp \ \4\,\% 24 fyTOTAL HOURS WORKED BY ALL _mznro,\mmm LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). = N .M .lmb_
=t

423120

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 B _ (Col1)
(Col. G) JOB TRANSFER OR i3 SKIN DISORDERS o
DAYS AWAY RESTRICTION (Col. 2)
FROM WORK IBP_ TE (Col. K) RESPIRATORY CONDITIONS O
(o] ——— e
JOB TRANSFER (Gol. 8)
OR RESTRICTION (&) AWAY FROM POISONINGS o
(Col. 1) WORK |ﬁNI (Col. 4)
Pl V¥, (Col. 1) ALL OTHER ILLNESSES o
(Cal. J.) (b

6. CERTIFICATION

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

SIGNATURE §§\ N&N\@&urﬁl TITLE &\\\%?G\Vm\\%v\
PRINT NAME §;\\m .@&mm\w\g oate /7 DOE- Q\“

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 ri ght 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
Policy, Planning, Quality & Development-Dept. of Health/Hygiene Instructions on the back of the sheet.

STREET ADDRESS

125 Worth Street 6th Floor Room 627 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
New York, NY 10013 6

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

i TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
Municipal Health Department

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

8, 400
(NAICS) 9 2 3 1 2 0

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 <07,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
.| INJURIES 0
0 (Col. 1)
DEATHS 0
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
ORRESTRICTION __ Y RESTRICTION _ o
(Col. 1) (Col. L)) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES o
(CoL 1) HEARING LOSS 0
Anove
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

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

SIGNATURE /.\%Q\N \\\\\\\ TiTLE ASsistant Commissioner
- e ——

PRINT NAME D20 Lehman paTE Feb.7,06

SH 900.1 (12-03)



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-500) or
its equivalent. See 801.35 and instructions for further details on access provisions for these forms.

ﬁ INcludes Communidy .wn.uTN\mv

] 3
1. ESTABLISHMENT INFORMATION
ESTABLISHMENTNAME VY C DO H M H

ORAC wehi7H PROGRAMI ¥ Pot ey - B&ronwIl
MARHATTAY TREGIONRC DFFIC & - L4ACLM DM

2. EMPLOYENT INFORMATION

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

STREET ADDRESS

168 £ IS5 SrteeeT oom 2 2.2 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
PEW (orkiL |, ¢/ s0029

18

INDUSTRY DESCRIPTION (e.g.. villago/{ire department)
CHICDREDS DEWTAC SERUICES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS)
& 2/ 2. v/ )

29 385

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 /
(Col. 1)
DEATHS h M _ O
(Col. GJ) AWAY FROM : SKIN DISORDERS
DAYS AWAY 1 WORK (Col. K) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR A ) (Col. 3)
OR RESTRICTION bl RESTRICTION _ O
(Col. 1) (Col. L.) POISONINGS
OTHER RECORD- N\ (Col. 4)
ABLE CASES 0
(Col. J.) HEARING LOSS
nnm. 5)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
['certify that I have examingd this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE Q\% o J. D Hh TiTLE KEG/ONAL ADM . D) Rec 7ok
— .
PRINTNAME T ORI D SMITH DATE / /381 [oe

SH 900.1 (12-03)



AR TMENT OF LABOR 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 establishmaents covered by PART 801 must complate this summary annually, even if no occupational injuries or ilinesses occurred during the year.

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

L N DDNW { 1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

ESTABLI
SR AME If you don't have accurate figures, see the

mn_ﬁ ﬂGO_A ) Q\p\- OTN\M + Q@S .*.@-\ . instructions on the back of this sheet.

STREET ADDRESS

man {o \_‘NOD_AD.EQ': \waDT Mm._ ,\L AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

{ NLY. 1692 g

INDUSTRY DESCRIPTION (e.g. S:mao*_a department)

HEALTH

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS). s ~ % uw ‘%\

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 [abels 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 s (Col. 2)
RECRYORS lm%ﬂ (Col. K) RESPIRATORY CONDITIONS ©
Ol.
JOB TRANSFER G| L e _ _ - (Col. 3)
OR RESTRICTION [6) AWAY FROM POISONINGS 0
(Col. 1) WORK . o (Col. 4)
OTHER RECORD- Col. L
ABLE CASES 0 it ) ALL OTHER ILLNESSES ; D_ -
(Col. J)) (Col. 5)

¥ RLEASE NOTE. CENTER CLOSED SEPTEMBER 2 . 2005 .

6. CERTIFICATION

Med this document and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE TITLE EE:G Ib\ﬁ

PRINT NAME R&H\ r@eidﬁb\ o 1is DATE L&;Q@

| certify that | havejex

SH-900.1 (2-03)



 STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

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

U Ve e - Cucatin i o, e

STREET .PH-UW.MMW
b oy
ODE
ol \C W\ {ooo 7

USTRY cmm x:.doz (elg.. village fire n.wﬁﬁe_c

m@&m\tm m\&w

.L'
NORUH >Zhﬂ_n>z INDUSTRIAL ogmm§8>doz SYSTEM
(NAICS)

CITY, ..—.,P.Hm N

-I.U

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

S0

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

47,660

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 o
(Col 1)
DEATHS
(Col,G) AWAY FROM _ SKIN DISORDERS
DAYS AWAY WORK CiL K)
FROM WORK
{Col,\H.) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR L3
OR RESTRICTION Mf RESTRICTION
(Coll 1) (ChL L) POISONINGS
OTHER RECORD- L3
ABLE CASES
AQL T HEARING LOSS
(€oL.5)
ALL OTHER ILLNESSES

6. CERTIFICATION

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

A

Foby et Fﬁ&?&

SIGNATURE

Tire D) C. \W.M%%sm.nf C“L‘st_l@
NAC ;wtom

[

PRINT NAME DATE

SH 900.1 (12-03)



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
NYCDOHMH-BMIRH-NEWBORN

STREET ADDRESS
158 E 115TH STREET

CITY, STATE, ZIP CODE
NEW YORK, NY 10029

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
( ) 624110923120

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

6

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

10,290

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 “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 0
0 (Col. 1)
DEATHS 0
(Col. G.) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
ORRESTRICTION -~ RESTRICTION o
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES o
(Col. 1) HEARING LOSS 0
(Col. 5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

PROJECT COORDINATOR

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

prerd ,

TITLE

SIGNATURE ﬂ
A v

PRINT NAME HAYWOQOD STEPHNEY ,JR

pate 1 6/06

SH00.1 (1209 WMUA\ ﬁuf\ﬁw wy WS :.. Cated @ 72555 Mu)t\ D\ ve

w\r.ﬁk\w/ ,o/qu



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 NS C DOHH & -TARTERUAL TRANT o
REPRADUCTIVE HEALTH — CoMH O TY EDUCATIOMAL STRVICE

vy

STREET ADDRESS /) 5 Clrapel Stveek 10T Fl, 50 Fel0C 6
“SvecKign, N9 ) 120t

CITY, STATE, ZIP CODE E

INDUSTRY DESCRIPTION (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 the sheet.

AVERAGE NUMBER OF EMPLOYEES

3

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

=10

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 “
o (Col. 1)
DEATHS
(Col. G.) AWAY FROM wﬁﬁ SKIN DISORDERS n M
DAYS AWAY WORK (Col. K)) (Col. 2)
FROMWORK 84
(Col. H) RESPIRATORY CONDITIONS (@)
JOB TRANSFER JOB TRANSFER OR ©oL3)
ORRESTRICTION __ () RESTRICTION . o« BN
(Col. 1) (Col. L) POISONINGS O
OTHER RECORD- (Col 4)
ABLE CASES ﬂ
(Col. J) HEARING LOSS O
: {Col.5)
ALL OTHER ILLNESSES )
(Col. 6)

6. CERTIFICATION

I certify that I have examined document and that to the best of my knowledge the entries are true, mon%a. and complete. X
® ‘ v i -
SIGNATURE EST\QM?@%D TITLE b.nmrmlri‘ 1RECTLR. - CES

PRINT NAME _ N A DML mu ?@.h_.\_ (A"

DATE _2 - IOl

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

| v
3 B ol
e

“¥ Exgprgion

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
DOHMH-BUREAU STD CONTROL-CORONA

STREET ADDRESS
34-33 Junction Blvd.

CITY, STATE, ZIP CODE
Jackson Heights, N.Y. 11372

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
( ) 923120/621399

If you don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

4

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

7000

Enter the column totals from the Log of Qccupational 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
DEATHS 0 1
{Col G) AWAY FROM
DAYS AWAY WORK (CoL K))
FROM WORK 0
(Col. H)
JOB TRANSFER 0 JOB TRANSFER OR
ORRESTRICTION 9 RESTRICTION o
(Col. 1) (Col. L)
OTHER RECORD- 4
ABLE CASES
(Col. 3)

5. INJURIES AND ILLNESSES TYPES
INJURIES I

(Col. 1)
SKIN DISORDERS 0

(Col. 2)
RESPIRATORY CONDITIONS 0

(Col. 3)
POISONINGS 0

(Col. 4)
HEARING LOSS 0

£Cor.3)
ALL OTHER ILLNESSES

(Col. 6)

6. CERTIFICATION

\\\ \\_ o

—

I certify 9@3 :\%@5& c
/ / v
SIGNATURE ALLLCARA /A

; ent and that to the best of my knowledge the entrie

mwﬁ@, accurate,
TITLE Nm.ﬁ.mwm \\wv

/ i el P el :
PRINT NAME a&m 7 /A m\\ \N\\Ns\w...‘m, Y

d fomplete. - L
DATE / S R,mq
L i

SH 900.1 (12-03)

i



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 9%00.1

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, sce the
DOHMH-BUREAU STD CONTROL-JAMAICA Instructions on the back of the sheet.
STREET ADDRESS
90-37 Parson's Blvd. AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
JAMAICA, N.Y. 11432 29

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

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

50750
(NAICS) 931207621399

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 ILLNESSES TYPES
INJURIES 7
0 ) (Col. 1)
DEATHS 191
(Col. GJ) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 5
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 1) HEARING LOSS
@no_. 5)
ALL OTHER ILLNESSES
{Col. 6)
e u
f 6. CERTIFICATION
VA / )
/ / \\
1 certify wsmﬂ I have examined ths do Mt 4

y '
 and that to the best of my knowledge the entrie ) ¢, accurate, andjComplete. i
. \.\\ . \\vy— i f P 3 A G
Rt TITLE i \\ pwacer\| /O

ot

m_nz\ﬁ:wmmmmr&w b \\m / \m |
PRINT NAME \Agc wxw\ m_&w N\\ S DATE \\\N,\,\MN\“ A

i
SH 900.1 (12-03)



	S14063010530
	S14063010540
	S14063010550
	S14063010551
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	S14063010561
	S14063010562
	S14063010570
	S14063010580
	S14063010581
	S14063010590
	S14063010591
	S14063010592
	S14063011000
	S14063011001
	S14063011010
	S14063011020
	S14063011021
	S14063011030
	S14063011031
	S14063011032
	S14063011033
	S14063011040
	S14063011041
	S14063011042
	S14063011050
	S14063011051
	S14063011052
	S14063011053
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	S14063011060
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	S14063011110
	S14063011111
	S14063011112
	S14063011113
	S14063011120
	S14063011121
	S14063011122
	S14063011130
	S14063011131
	S14063011132
	S14063011133
	S14063011140
	S14063011141
	S14063011142
	S14063011150
	S14063011151
	S14063011152
	S14063011153
	S14063011160
	S14063011161
	S14063011162
	S14063011163
	S14063011170
	S14063011171
	S14063011172
	S14063011173
	S14063011174
	S14063011180
	S14063011181
	S14063011182
	S14063011183
	S14063011190
	S14063011191
	S14063011192
	S14063011200
	S14063011201
	S14063011202
	S14063011203
	S14063011210
	S14063011211
	S14063011220
	S14063011221
	S14063011222
	S14063011223
	S14063011230
	S14063011231
	S14063011232
	S14063011240
	S14063011241
	S14063011242
	S14063011243
	S14063011250
	S14063011251
	S14063011252
	S14063011260
	S14063011261
	S14063011262
	S14063011263
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	S14063011271
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	S14063011273
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