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

200 Y

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 NA]

e Yeasru fRoc kams - fPiicy Foe Mo osien

STREET ADDRESSB U Sy P Ved % ,’—//_:f?/*ﬁ/—t#: NTER 'ﬂif(‘:’;ﬂﬁ}
DD [ LNTRAL

CITY, STATE, ZIP CODE

Ao iy Niow ok, N Y. 1) 2/

Q& -

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

Mew Mogr Ciry Dok plA

NORTH AMERICAN INDUSTRYAL CLASSIFICATION SYSTEM

T 92 1 9 691210

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

AVERAGE NUMBER OF EMPLOYEES

(4

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

5,93

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 @]
(Col. G)) AWAY FROM SKIN DISORDERS @)
DAYS AWAY WORK (Col. K (Col. 2)
FROM WORK O .
(Col. H) RESPIRATORY CONDITIONS O
JOB TRANSFER < JOB TRANSFER OR (Col.3)
OR RESTRICTION () RESTRICTION O
(Col 1) (CoL L) POISONINGS @)
OTHER RECORD- N (CoL 4)
ABLE CASES C
(Col. J) HEARING LOSS -
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

[ certify that [ havg examined this docu 1
SIGNATURE /%/%M ,ﬁ -
WLy v

PRINT NAME ST K. Kumnk

{ii and that to the besy of my knowledge the entries are true, accurate, aggd complete.

f
TITLE ﬂf G ol i P Dena il TRATIVE ,D REC T

DATE ///pgfl/dfﬂﬂf

SH 900.1 (12-03)



STATE OF MEW YORK
DEPARTMENT OF LABOR

Civison of Safaty an f !
Putlic Employes Safety ang Health
State Office Campus

Euilding 12, Rcom 153

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no cccupational injuries cr illnesses occurred during

200 Y

the year.

Employees, former empioyees, and their representatives have the right to review this form. They also have limited access (o the Log (SH S0C) orits equivalent

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

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME " g ’/—/, 7 /' il
il 1 A | o i Ay o BT ; (/.{/_ « _/{({(,
LKLY INTEUER e R ham | 0

STREET ADDRESS .f/

/ E N -y ) . /
10 LKt Figve £ S 7

CITY, STATE, ZIP Cobe . .
Cio Vin g [E4/13

: i / o !
N Vegt . N
INDUSTRY DESGRIPTION (e:4. village fire department

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

AVERAGE NUMBER OF EMPLOYEES

» FI
Divi
-~ /r

NN

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YZAR

Do mi

| STANOARD INGUSTRIA. CIASSIFICATION (Sic) 1 knowm, {20 ALCS)

I
|

= 223/20 , 424190

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

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
/ INJURIES (_J
DEATHS {/ (Get:1)
(Col'B) JOB TRANSFER OR “\ SKIN DISORDERS ;_,f
DAYS AWAY ( RESTRICTION j Ca 2y
FROM WORK . ' (Cal ), RESPIRATORY CONDITIONS ()
(Col. H) : o3
JOB TRANSFER " f@o 8
OR RESTRICTION / AWAY FROM \ POISONINGS )
—L ! ’l e
(Col. 1) WORK ! (Gof. <)
CTHER RECORD- {4 (Col.
AREECE { ) ’ K ALL OTHER ILLNESSES )
(Col. J) ) (Col.
PLQGJ(N} Leae _O
Cels

€. CERTIFICATION

7 s f.j" - P y i ”/. »
SIGNATURE AL AL {"C J(/{//é/f
PRINTNAME [/ D e /'\'7/(7/ S

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

I/

DATE /[ A5/

g

~

SH-200.1 (12-02)




STATE OF NEW YORK
DEPARTMENT OF LABOR

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

Emplovess. F'm'n wer employeds. and their representatives have the right to review tus form.

Drvision ef Safery and Health
i Health Bureau

Public
State Oftice Campus
Building 12. Room 138
Albany NY 12240

Emplovee Sarety und

200Y

MEestablishments covered by Part 801 must complets this amually. even it no occupational injuries or illnesses occurred duning thesear.

s cquivalent. See 801335 and instrucnons tor further details on access provisions for these forms.

They alsa have imited aceess o the Log (3H-900) or

L ESTABLISHMENT INFORMATION

2.EMPLOYENT INFORMATION

-Pf'q"f‘f@ Y

ESTABLISHMENT NAME qu_,ﬁ“_ o
r\:,'ef"

Kld&rs t <l H—&C‘—LF

TREET ADDRESS

!(?o uuc/SJr (0D S hee |

NM \(’(}yLL N 10&25

INDUSTRY DESCRIPTION (e.g. \{II age fire department)

It vou don’t have accurate figures, seethe
Instructions on the back of the sheel.

AVERAGE NUMBER OF EMPLOYEES

&

TOTAL HOURS WORKED BY VUL EMPLOYEES LAST YEAR
NV . Dept 04 Hrealih & Meuts | H\mﬂ"&

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(“l(b)qﬁ-Bl'l-O S@(‘?LO

v, 7250

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

3. NUMBELR OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILL.NESSES TYPES

DEATHS

(Col. G.) AWAY FROM O
0 WORK

{(Col. H.)

©

(Col. 1)

DAYS AWAY (Col. K.)

FROM WORK

JOB TRANSFER OR
RESTRICTION

JOB TRANSFER
OR RESTRICTION

O

(Col. L)

INJURIES

SKIN DISORDERS

RESPIRATORY CONDITIONS

POISONINGS

(2

(Col. 1)
(Col. 2)
(P
(Col. 3)

(&)

(Col. 4)

OTHER RECORD-
ABLE CASES [®)
(Col. JJ HEARING LOSS _©
(Col3)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

Leeruty that I have examined this document and that to the

SIGNATURE ':]//;r W %&2% aéﬂ

Nt Er-7 A5 ma-AdDE

PRINT NAME

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

DATE

e el L g—m/l_cgf 1

l{/‘Z/S”l/CLY

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 O,D
INJURIES AND ILLNESSES 2
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 N t"\_ \& & *\ \—\; ?\5 % . CO o\ Qs \ Instructions on the back of the sheet.
STREET ADDRESS _ )

Sl STy umsmam) | ] pos AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE '
Dyw LS \%\&me(‘N\-l- 1030\ /5/

INDUSTRY DESCRIPTION (e.g.. villhge fire départment)
— TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
KNA(.C- bggh ok N &al 4 MGTJ ‘Lﬁumﬁi

t

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM é é O
(NAICS) —
<6 f?!D"S()HLD-qQ’YU\O(D 2 J,/ §

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 NOWTS o
(Col G) AWAY FROM &> SKIN DISORDERS
DAYS AWAY O WORK (Col. K) (Col.2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS (&)
JOB TRANSFER O JOB TRANSFER OR o (CoL3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col L) POISONINGS il
OTHER RECORD- (CoL 4)
ABLE CASES ©
ol 1) HEARING LOSS ®)
{Col.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I cc!yaghﬂ_jf%myd this doqument and that to the best of my knowledge the entries are true accurate, and corigil\ete.
SIGNATURE(__.¢~~ (3/ he o, TITLE %f CC e C \5'\T

PRINT NAME Uurh& JB/\EMMEG pATE | — M —O&

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 o '
INJURIES AND ILLNESSES 2006 %
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 Inmunization _ owrN  HEGdTS H e Instructions on the back of the sheet.
STREET ADDRESS
LS PRo=PEC T PL 1%t FlLoD R AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Rooridd Ny |25 ]

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

¥ . TOTAL HOURS EDBY ALLE E YE
New York City Department of Health & Mental Hygiene VRS WORK FRRSIISCEES R EAE

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

1 & 0 S
(NAICS) 503120 621399 S0 @

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 O 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. 1) (Col. L. POISONINGS 0
OTHER RECORD- (Col. 4
ABLE CASES |
(Col. 7 HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES O
(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 o~ e Staff Analyst

Robert Young 1-31-05

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

200

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 Tuberculosis Control-Chelsea Chest Center

STREET ADDRESS
303 9th Avenue, 3rd Floor

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
( ) 923120, 621399

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

AVERAGE NUMBER OF EMPLOYEES

18

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

30,870

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
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER 9 JOB TRANSFER OR {Col3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L. POISONINGS 0
OTHERRECORD- (CoL )
ABLE CASES
(Col. J) HEARING LOSS 0
(6301. 5)
ALL OTHER ILLNESSES o
(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.

Vi) I b ~y ot i\ L
SIGNATURE &—"'«Lm\(&w_\«(\ﬁ ko (e v Jeneon TITLE (Ve Monaged
i g =

PRINT NAME CLIiFrOo&D TJOHN N EDM .

paTE 1-31-05

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 200 %
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

ESTABLISHVMENT NAME X If you don’t have accurate figures, see the

B(«( REAWU DF &TD {'_'C 'FJQC,L_ F?’ (_112&:(':\! HL A L Instructions on the back of the sheet.
STREET ADDRESS | | 7

_/? 5 ATRUSH /AO’(_, Gf “tlooy AVERAGE NUMBER OF EMPLOY EES
?1;( STATE, ZIP com,

vl N-T- (20 7/‘)7?

INDUSTRY D?SCR.[PT]ON (e.g.. village fire department)
NYC DEPT OF HCALTHE MENTAL HYGENE
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

NAICS) ) 5 11 ¢y 621294 }[J{'_ 360

TOTAL HOURS WORKED BY ALL EMPLOYELS LAST YEAR

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If a category has no cases, enter “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
=]
INJURIES o~
(Col. 1)
DEATHS ( / b
(Col. G)) AWAY FROM é SKIN DISORDERS %
DAYS AWAY “ WORK (Col. K)) (Col. 2)
FROM WORK A \)
(Col. H) RESPIRATORY CONDITIONS C
JOB TRANSFER e JOB TRANSFER OR (CoL.3)
OR RESTRICTION ( g RESTRICTION O ~
(Col. L) {(Col. L) POISONINGS
OTHER RECORD- ~ (CoL 4)
ABLE CASES .
(Col. 1) HEARING LOSS !
(Col:5)
ALL OTHER ILLNESSES j
(Col. 6)

6. CERTIFICATION

and that to the best of my knowledge the entries arcjrue accurate, afd complete.

[ certity tl;ét ¥ %ﬂ%
SIGNATUR s TITLE

PRINT NAME (J( Qwiﬁﬂﬂf  DATE 37/ 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

2004

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 N?ME If you don’t have accurate figures, see the

gam o+t ST[) CD'\“_QD » {QiU&:EiSIDé MFC‘.lnstruc{ions on the back of the sheet.

STREET ADDRESS

L0 West™— > S+ Ry 145

AVERAGE NUMBER OF EMPLOYEES

C]TY,W’ATE ZIP CODE

100 Q5 2P

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

M S:g C DQ @T 'E) {_‘ HQQH[‘J\Q ) r’Y)O n’{(}[ (<( k{qiejl T@T.'AL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM X 4//_/ Lj (7@
g

(NAICS) ‘
122190, ©212949
1 3
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 S. INJURIES AND ILLNESSES TYPES

)

INJURIES
(Col. 1)

-

DEATHS 7 2/ ?
(Col. 13 AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK _ J ;
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER ZQ JOB TRANSFER OR O (Col.
OR RESTRICTION RESTRICTION
(€al. L) (Col. L) POISONINGS

OTHER RECORD-
ABLE CASES
(Col. J.)

HEARING LOSS

ALL OTHER ILLNESSES

6. CERTIFICATION

SIGNATURE

PRINT NAME

1 certify th,'\ have exa ;
; M@m "Bk CAGEUA

(%Z/VEWJI K, O Hp « 5

DATE /'/7?‘([[}0\ ]/

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

TITLE M JHY

(noloy
)

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

INJURIES AND ILLNESSES

SUMMARY OF WORK-RELATED Q\O aD L’\
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
.;Bu_'.'iﬁ i ( E)T,D Cbﬂ'ht‘ ‘ _ fﬂ Or (1San (oo 3 CJ. Instructions on the back of the sheet.

STREET ADDRESS _
1304 Fulen PRoenue 2" €L AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Rionk , NY 10450 24

INDUSTRY DESCR]PT]ON (e.g.. village fire department) ) OTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
U wan) " AP (Yl nta ' } ]
NYC Bept of ekl € Mental Hygiend

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM ___J )

(NAICS)q 15 \ ;LO (é' il\ ‘5(._15\ l) % ; %7 O

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 (@)
I (Col. 1)
DEATHS O O
(Col. G.) AWAY FROM ' SKIN DISORDERS @)
DAYS AWAY D WORK (Col. K.) (Col. 2)
FROM WORK v
(Col. H.) RESPIRATORY CONDITIONS O
JOB TRANSFER C' JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION O ;
(Col. 1.) (Col. L. POISONINGS )
OTHER RECORD- O (Col. 4)
ABLE CASES \
(Col. J.) HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES )
(Col. 6)

6. CERTIFICATION

I certify tha' I have eMem and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE /UM A- Véb TITLE %z c %/JMC’[_,
[y

PRINT NAME dfz Sea broo k4 DATE //a?l/ﬂﬁ/

/

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

200 Y

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 Operations-Health Police Central DOHMH Office

STREET ADDRESS
125 Worth Street, 1st Floor

CITY, STATE, ZIP CODE
New York, NY 10013

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
¢ ) 922120

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

24 HlE .

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

6. CERTIFICATION

I certify Z)atz;/d\wgn}iped this document apgf that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE Cm ([) e rrrLg Deputy Chief

PRINT NAME Christine Baucom

DATE 1-31-05

SH 900.1 (12-03)



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 2004
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-Health Police Labs Instructions on the back of the sheet.
STREET ADDRESS
455 1st Avenue, 1st Floor AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York, NY 10016 | &

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

New York Clty Depal‘lment of Health & Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NATES) 920120 3b, 4l

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 f
§ (Col. 1)
DEATHS 2 :
(Col. G) AWAY FROM : SKIN DISORDERS 0
DAYS AWAY | WORK (Col. K) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Col.3)
OR RESTRICTION © RESTRICTION O
(Col. I) (Col. L) POISONINGS 0
OTHER RECORD- (Col. )
ABLE CASES 0,
(Col. 1) HEARING LOSS 0
(CoL5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I certj }th I hf@.{&ned this dg€ument and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE 204 oy g prrLg Deputy Chief

7
PRINT NAME Christine Bauconj/ paTe 1731-05

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

2004

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
Equal Employment Opportunity Office

STREET ADDRESS
93 Worth Street, Room 1114B

CITY, STATE, ZIP CODE
New York, NY 10013

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
(NAICS) £51110

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

6860

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)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 1) HEARING LOSS 0
((E)ol. 5)
ALL OTHER ILLNESSES v
(Col. 6)

6. CERTIFICATION

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

~\ £
SIGNATURE [\4 Qaml (‘Lu s

TITLE Health & Safety Compliance Inspector

PRINT NaME 'N9rid Ramlakhan

sarp 1/31/08

SH 900.1 (12-03)



ﬁF‘R—ES—EBS B9:56 DOHMH BPHT 212 676 2172 P.83
STATE OF NEW YORK Division of Safety and Health
DEPARTMENT OF LABQR Public Employee Safety and Health Bureau

State Office Campus

Building 12, Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED 200 L.(
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 pravisions for these forms.

1. ESTABLISHMENT INFORMATION
STABLISHMENT NAME

2. EMPLOYENT INFORMATION

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

_ , , AVERAGE NUMBER OF EMPLOYEES
CITY, STA1H, ZIKYODE

_ﬂh% NY 1beod 24
INDUSTRY DE QN (e.g.. vilthge fire department)
‘ ; ' U

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Al . X AIX AN L WAA]
NORTH AMERECAN IND ‘BIAL CLASSIFICATION__‘SYSTE

NAICS g 93 120 , 56D~

51500

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). ¥f 2 category has no cases, enter “0”.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILENESSES TYPES
INJURIES O
S 0 (Col- 1)
DEATH ’
(oL C) AWAY FROM _ 0 SKIN DISORDERS 0
DAYS AWAY 0 WORK (Col. K)) (Col. 2)
FROM WORK
(Col. H,) RESPIRATORY CONDITIONS _A__
JOB TRANSFER @ JOB TRANSFER OR O (Col. 3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS 9]
OTHER RECORD- D (Col. 4)
ABLE CASES
(Col. 7) HEARING LOSS 9
(Col.5)
ALL OTHER ILLNESSES
(Ctl. 6)

6. CERTIFICATION

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

SIGNATURE Ml[_} Gﬁm(\g TITLE ? H-b

PRINTNAMEMD&S \Sm\AS DATE al& [0 S

SH 960.1 (12-03)



APR-25-2885 12:13 DOHMH BPHT

STATE OF NEW YORK
DEPARTMENT OF LABOR

212 676 2172 P.92-83

Division of Safety and Health
Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240 200 Y

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.

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 NAME

‘ RE,}LQM)_&){LMU
ADDRESS |

"(;\‘%TSSTTTP}TZIP CODE - ‘g‘u\ L‘Gﬂm

JQ%gQ_Q%yL Y. 100k
INDUSTRY DES TION (e.g.. villagd fire department)

D510

-

F; l . [ ! : ! H n I l + ! E “ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM :

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

AVERAGE NUMBER OF EMPLOYEES

10

1860

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”.

PRINT NAMEMQ&J S “So V\AS

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
(Cot. 1)
DEATHS
(Col. G AWAY FROM _ O SKIN DISORDERS o
DAYS AWAY O WORK (Col. K) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS Q
JOB TRANSFER O JOB TRANSFER OR O (Col. 3)
OR RESTRICTION RESTRICTION @
(Col. 1) {Col. L.) POISONINGS e
OTHER RECORD- (Col. 4
ABLE CASES 0
(Col. J1.) HEARING LOSS
(Cal. 5)
ALL OTHER ILLNESSES
(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 TITLE ? HO

DATEJ !3— OS

" 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

200 Y

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
Office of Environmental Investigations

STREET ADDRESS
2 Lafayette Street, 11th Floor

CITY, STATE, ZIP CODE
New York, NY 10007

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
AICS
(NAICS) 41620, 923120, 541990

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

AVERAGE NUMBER OF EMPLOYEES

11

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

20,590

Enter the column totals from the Log of Occupational Injuries and Illnesses (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 o
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0
(Col. 1) RESPIRATORY CONDITIONS 0
JOB TRANSFER o JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L.) POISONINGS 0
OTHER RECORD- (Col. 9)
ABLE CASES
(Col. 1) HEARING LOSS 0
G5
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

SIGNATURE R

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

TITLE Health & Safety Compliance Officer

(Li ; [T \{‘UW’ ——t)\flu‘ M (Qk\cff_w
)

PRINT NAME Ray Nieves/Ingrid Ramlakhan -

pATE 4/29/05

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 - Brownsville Health Center Instructions on the back of the sheet.

STREET ADDRESS

259 Bristol Street, Room 344 & Basement AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Brooklyn, NY 11212 4

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

. TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NYC Department of Health & Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

7,595
(NATCS) 903120, 561720

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 _ 0o
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
(Cal. 1) (Col. L) POISONINGS 0
OTHER RECORD- 0 (Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)
/]
6. CERT/F[CAT!ON
| -
I certify that I h a\xamined this documenl/édxhat to th e?t my knowledge the entries are true, accurate, and complete.
SICNATURE \  pn_ L A o TiTLE Administrative Manager
PRINT NAME Filgérdo l\& Baker DATE 1-31-05

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 S>00 ¥
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 HIV/AIDS- HIV Epidemiology Program Instructions on the back of the sheet.
STREET ADDRESS
346 Broadway, Rooms 701-707 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York, NY 10013 113

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

New York Clty Department of Health & Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 193,200
923120, 621330, 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 o
0 (Col. 1)
DEATHS i
(Col. G) AWAY FROM 2L SKIN DISORDERS 0
DAYS AWAY i WORK (Col. K) (Col. 2)
FROM WORK &,
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER o JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L)) POISONINGS 0
OTHER RECORD- (Col.9)
ABLE CASES
(Col. 1) HEARING LOSS 0
&S_‘u!.S)
ALL OTHER ILLNESSES v
(Col. 6)

6. CERTIFICATION

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

SIGNATURE 27— 7 Public Health Epidemiologist Il

= h—/;:('/', (R TITLE

PRINT NAME Peter Rosas DATE 5/2/05

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 200 L{
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, sec the
Division of Environmental Health-Administrative Offices Instructions on the back of the sheet.
STREET ADDRESS
CITY, STATE, ZIP CODE
New York, NY 10013 fils

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

New York Clty Department of Health & Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 251790

923120, 541620

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 0o
0 (Col. 1)
DEATHS 0
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY 3 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. 1) (Col. L) POISONINGS 0
OTHER RECORD- (CoL )
ABLE CASES 0
(ColL. 7) HEARING LOSS 0
§ors)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

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

SIGNATURE WQ}‘LQ_QQ_I l}(ﬂ/buf\ e Staff Analyst

PRINT NAME Meredith Laureno \J DATE 1-31-05

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 ZO O (_(
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
Pt SCLOO [ Heal TH- 7??7/‘0“ 3 /6,“,&/;/” Ea s~ Instructions on the back of the sheet.
STREET ADDRESS
/¢0 / AUe S Rm2rs S AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Rroo Klyw Y draa? 0%

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

. : .. ~ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NYC Dept of Hralbe . & Mantal Hyqiene
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTERNL/

12,076
T Layip 21399, 9335120 212,

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 H
¢

(Coll1)
DEATHS
(Col. G) AWAY FROM 217 SKIN DISORDERS ¢
DAYS AWAY WORK (Col. K) (Col.2)
FROM WORK >
(Col. 1) RESPIRATORY CONDITIONS o
JOB TRANSFER ¥ JOB TRANSFER OR (Col.3)
OR RESTRICTION RESTRICTION ¢
(Col. 1) (Col. 1) POISONINGS IZ
OTHER RECORD- I (Col. 3
ABLE CASES
(Col. 1) HEARING LOSS £
(Col.
ALL OTHER ILLNESSES
(Cdl. 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 WCLA?\V/ .l 29 A TITLE oc. STAFF. Aplalys—

PRINTNAME __ |G /e sei ¢ e fom o T DATE ___/— 27-08—

SH 900.1 (12-03)



STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABROR

Public En
State O

oves Satety and Health Bureag
e Campus

Building 12. Room 133

kR Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND [LLNESSES Piln 8 Y
FORM SH 900.1

All establishments covered by Part 301 must complietz 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-9003 or
ils equivalent. Sce 801.33 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2.EMPLOYENT INFORMATION

STABLISHMENT NAME

If you don"t have accurate figures, see the
[nstructions on the back of the sheet

}Lp Q,mef} \%'”\ Elor AVERAGE NUMBER OF EMPLOYEES
()

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUS

(NAICS) 5‘“3,@ . ' ) ' égz lfﬂ

Enter the column totals from the Log of Occupational Injuries and Hinesses (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 ILLNESSES TYPES
INJURIES [ ]
(Col. 1)
DEATHS O f’
{Col. G AWAY FROM SKIN DISORDERS ¢
DAYS AWAY ' WORK (Col. K) (Col. 2)
FROM WORK . S
[ {Col. T1) RESPIRATORY CONDITIONS ¢
JOB TRANSFER JOB TRANSFER OR O (Col. 3)
ORRESTRICTION __ O RESTRICTION
(Col. ) (Col. L) POISONINGS 0

OTHER RECORD-

(Col. 4)
ABLE CASES g )
(Col” 1) v O

HEARING LOSS

(Col5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

[ certify tl @j/}]wmmc this dowy e best of my knowledge the entries are true, accurate, and complete.
SIGNATURE ( TITLE /M

PRINT NAME 7 'S'f'fnP Mﬂ DATE 3—/ '/0 -

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 v o0 OF Humon
Recoures - Employee. Hea My Yrogram
]

STREET ADDRESS

., .
303 A Qoenwe  Rm 039y

CIT‘IY, STATE, ZIP CODE
New  Mevk N Y 1000 |

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

NYC Dept of Heaith & Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM —/_J
(NAICS) . . )
Pt (2] 299

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

AVERAGE NUMBER OF EMPLOYEES

13

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

1S, 5085

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 A
5 (Col. 1)
DEATHS O .
(Col. G) AWAY FROM | SKIN DISORDERS O
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK |
(Col. H,) RESPIRATORY CONDITIONS ®)
JOB TRANSFER N JOB TRANSFER OR (Col. 3)
OR RESTRICTION & RESTRICTION 0 o
(Col. 1) (Col L) POISONINGS O
OTHER RECORD- (Col. 4)
ABLE CASES O 0
(Col. J.) HEARING LOSS 4
(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 \D Cuﬂl (llelA an

PRINT NAME ING R D RAMLAadAN

mirie Hoadle & Safody Compliance '\ngj_m"'rer
== 1

DATE ! l?)l ﬂ 05

SH 900.1 (12-03)



STATE OF NEW YORK p Divisicn of Saicty and Health

DEPARTMENT OF LABOR b = N * Public Employee Safety and Health Burcau
0 State Office Campus

Building 12. Room 158

i iy Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1 "‘?.,CJOL(

All establishments covered by Part 801 must complete this annually, even if no occupational injuries or illnesses oceurred 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
Environmental Health-Regulatory Quality Assurance Instructions on the back of the sheet.
STREET ADDRESS

@ Worth Street, 15th Floor AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE )‘
New York, NY 10013 /é,_

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Department of Health & Mental Hygiene
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) gt 110, 518210

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 “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 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. 1.) (Col. L.) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J.) HEARING LOSS 0
(6,01. 5)
ALL OTHER ILLNESSES v
(Col. 6)

6. CERTIFICATION

1 cerlif}%\'zwe examined this.dagument and that to the best of my knowledge the entries are true, accurate, and complete.

o a / ;
SIGNATURE G ( e @"?'.{;-'K\\ ) TITLE Director

ar— N
PRINT NAME Ge0rgia Ravidson- pATE 427/05

SH 960.1 (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 2004

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 Vital Statistics Instructions on the back of the sheet.

STREET ADDRESS

125 Worth Street, Floors 1,2 & B
| CITY, STATE, ZIP CODE

New York, NY 10013 162
INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City Dept of Health & Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 275,765
561110, 541990

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 (Col. 1)
DEATHS 4
(Col. G)) AWAY FROM I SKIN DISORDERS 0
DAYS AWAY 3 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. 1) (Col. L) POISONINGS 0
OTHER RECORD- 0 (Cal 9)
ABLE CASES
(Cal. 3) HEARING LOSS 0
oL9
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I certify that I havejexamined this dOCchnt and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE iIN\Gen_—/ \etet TiTLE Frogram Management Officer

¥ 4
PRINT NAME JU€an Jf‘c"b? ) pATE 1-31-05

A

SH 900.1 (12-03)



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 200 ‘—{
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
HPDP- Brooklyn District Public Health Office Instructions on the back of the sheet.
STREET ADDRESS
335 Central Avenue, 1st Floor AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Brooklyn, NY 11221 18

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

NYC Department of Health & Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

28672
(NAICS) 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
" (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 RESTRICTION 0
(Col. 1) (Col. 1) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES
(Col. 7) HEARING LOSS 0
(6)0].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 .LJ\L'.&LJ(LL-,L..('< 8 ‘\M ( Gowing, B legs & . TiTLe Health & Safety Officer

PRINT NaMEg Joanne Alexis/Ingrid Ramlakhan DATE 2/4/05

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
FSM-Business Systems Improvement

STREET ADDRESS
93 Worth Street, Room 700

CITY, STATE, ZIP CODE
New York, NY 10013

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
( ) 561110

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

AVERAGE NUMBER OF EMPLOYEES

7

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

12,250

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”,

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 0 JOB TRANSFER OR
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L)
OTHER RECORD-
ABLE CASES 0
(Col. 1)

INJURIES 0

(Col. 1)
SKIN DISORDERS 0

(Col. 2)
RESPIRATORY CONDITIONS 0

(Col. 3)
POISONINGS 0

(Col. 4)

HEARING LOSS 0
%DI. 5)

(Col. 6)

ALL OTHER ILLNESSES

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.

‘QVCLL;L\QMIm :FTH'

SIGNATURE

Madeli e (olgyqprLe Health & Safety Officer

PRINT NAME Madeline Colon/Ingrid Ramlakhan

DATE 2/4/05

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

INJURIES AND ILLNESSES

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 2—0 D L{

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
Correctional Health Services-Vernon C. Bain Center

STREET ADDRESS .
1 Halleck Street Bronx 10474

CITY, STATE, ZIP CODE
Bronx, NY 10474

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
N
(NAICS) 954400, 621111, 621399, 623990

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

AVERAGE NUMBER OF EMPLOYEES

29

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

29,690

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. 1) ; (Col. L.) POISONINGS 0
OTHER RECORD- 0 (Col. 4)
ABLE CASES
(Col. 3) HEARING LOSS 0
(Sol. 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.

TITLE Health & Safety Officer

SIGNATURE %\QL&CLU\. {m micl,lml ﬂfﬂg}cm

PRINT NAME Ingrid Ramlakhan/Michael Aragon

paTE 5/10/05

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 2606 k{
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
Correctional Health Services-Bernard B. Kerik Complex Instructions on the back of the sheet.
STREET ADDRESS
125 White Street AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York, NY 10013 %

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

y F TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
New York City Department of Health & Mental Hygiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 903120, 621111, 621399, 623990 b5

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
(Col 1) HEARING LOSS 0
%?ol. 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 \Q@&LLJQQL,(L;. Cov  Mhelae dgmﬂm.&- mirLg Health & Safety Officer
J

Ingrid Ramlakhan/Michael Aragon bt 5/10/05

PRINT NAME DATE

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

200 ¢

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
Correctional Health Services-Administration

STREET ADDRESS
225 Broadway, Floors 17 & 23

CITY, STATE, ZIP CODE
New York, NY 10007

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NA .
(NAICS) 953120, 621399, 561110

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

AVERAGE NUMBER OF EMPLOYEES

100

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

12,5060

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

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 0 JOB TRANSFER OR
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. 1)
OTHER RECORD-
ABLE CASES 0
(Col. 1)

INJURIES o
(Col. 1)
SKIN DISORDERS o
(Col. 2)
RESPIRATORY CONDITIONS 0
(Col. 3)
POISONINGS 0
(Col. 4)

HEARING LOSS

0
-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.

foa ) AN /
SIGNATURE -&,ﬁ?t LL\J G‘_L'-(l(jt . g“D ” ) iCLLLt_C( dlb OV~ TITLE

Health & Safety Officer

PRINT NAME Ingrid Ramlakhan/Michael Aragon v

pAaTE 0/10/05

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 2 0D
INJURIES AND ILLNESSES (‘G
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- Warehouse Instructions on the back of the sheet.

STREET ADDRESS

18-39 42nd Street AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Astoria, NY 11105 22

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

New York City Department of Health & Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEESLASTYEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

38,955
(NATES) 493110, 492210

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 o JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L. POISONINGS 0
OTHERRECORD- (Col. 9)
ABLE CASES
(Col. 1) HEARING LOSS 0
%’OI.S)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

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

SIGNATURE (ﬁcuhtq‘ﬁf«,qgv (AN Miclael %fTITLE Health & Safety Officer

PRINT NAME 'N@rid Ramlakhan/Michael Paul 5/9/05

DATE

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

2004

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 STD Control-Administration/Central Office

STREET ADDRESS
125 Worth Street, Rooms 207 & 212

CITY, STATE, ZIP CODE
New York, NY 10013

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
(NAICS) 903120, 621399

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

AVERAGE NUMBER OF EMPLOYEES

53

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

90,155

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 3 JOB TRANSFER OR (Col.3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHERRECORD- ¢ (CoL 9)
ABLE CASES
(Col. J) HEARING LOSS 0
15
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 g : 4 TITLE Program Planner

PRINT NAME Linda Brown

pATE 3/4/05

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

2004

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
Bureau of STD Control- Jamaica HC

STREET ADDRESS .
90-37 Parsons Boulevard, 1st Floor

CITY, STATE, ZIP CODE
Jamaica, NY 11432

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 953120, 621399

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

AVERAGE NUMBER OF EMPLOYEES

32

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

54,880

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 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
(Col. 1) (Col. L)) POISONINGS 0
OTHER RECORD- 0 (Col. 4)
ABLE CASES
(Col. 1.) HEARING LOSS 0
(Sol. 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.

AR i 0 ry P A 2} o
SIGNATURE !S-Qlw\‘(&h(u_, o Cyntlca Varwez  TITLE

Health & Safety Officer

PRINT NAME '@rid Ramlakhan/Cynthia Martifez

DATE 5/9/05

SH 9200.1 (12-03)



STATE OF NEW YORK
DEFARTMENT OF LABOR

Division of Safety and Health

Public Bmploye¢ Sefsty apd Health Bureau
Suw Officc Campua

Building 12. Room 158

Albany NY 12240

SUMMAEY OF WORK-RELATED

INJURIES AND ILLNESSES 200 L1

ORM SH 900.1

All cstablishments covered by Pert 801 muit complete this c;umua.lly, even if no occupational isjunces or illnesses occurred during the year.

Employees, former employees, and their representatives havs the right to review this form. They also have limited access to the Log (SH-900) or
its equivalent. See 301.35 and instructions for further details on access provisions for thete forms.
I

1. ESTABLISHMENT INFORMATI ON

2. EMPLOYENT INFORMATION

ESTABLISEMENT NAME
J <7 A LA

If you don't have accurate figurcs, scc the
Instructions on the back of the sheet.

od Schop | A f."@.{/é-i?‘”“’/ ol
§ t

AYERAGE NUMBER OF EMFLOYEES

STREET ADDRE B ! J
15 .gffzui;aa Stat, 50d H
CITY, STA ODE = !

RODKIIN MY /DD

o23f

US‘!‘RY D ON (c.z- villape _lire d:p_,rmcug) iy . \
NSO Depr of fap M8 Dledtal //t/i/é,
NORTH AMERICAﬁ INDUSTRIAL CLASS'IFICATJO,H SYSTEM -

(NAICS)Q‘Q:)’ /20y (/4 6’&’3 94

"1‘91‘:‘ L HOURS WORKED BY ALL EMPLOYESR3 LAST YBAR
L

250,30

Enrer the column totals from the Log of Occupational In_'inri and Mnesses (SH $00) for each category (columa Jabels under cach line

correspond to the columns on the Log). ITa category has oo cases, coter “07.
!

3. NUMBER OF CASES 4. NUMB[ER OF DAYS 5. INJURKES AND ILLNESSES TYPES
i
; TNJURIES
1 —(ﬁlf;)_
DEATHS ®) I Y
oL C) AWAY FROM: SKIN DISORDERS
DAYS AWAY -3 WORK (Col K) (Col 2)
FROM WORK
{ai H) Y RESPIRATORY CONDITIONS
JOB TRANSFER D JOB TRANSFER OR ) s
ORRESTRICTION RESTRICTION O
L) » L L) POISONINGS
OTHER RECORD- / (CoL d)
ABLE CASES d
Cal 1) HEARING LOSS
(Ca- 5)
ALL OTHER JULNESSES
: [Col.6).
| 6. CERTIFICATION
1 cernfy that ] have cxamined this docurment and that to the best of my kncwledge the eniries are true, accurate, and complete.
SIGNATURE ~ Ron don | TITLE 2 G ¢ M
PRINT NAME %Hf\l QUT\B [o) L}l DATE .4"!5’!/05/

SH 990.1 (12-07)



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

&oo_c{

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 Day Care-Enforcement Unit

STREET ADDRESS
151 Maujer Street, Floors 1 & Basement

CITY, STATE, ZIP CODE
Brooklyn, NY 11206

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS)
923120,624110

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

AVERAGE NUMBER OF EMPLOYEES

31

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

54,180

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
DEATHS 0 0
(Col. G.) AWAY FROM
DAYS AWAY WORK (Col. K)
FROM WORK 0
(Col. H,)
JOB TRANSFER 0 JOB TRANSFER OR
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L)
OTHER RECORD-
ABLE CASES
(Col. J)

5. INJURIES AND ILLNESSES TYPES
INJURIES 0

(Col. 1)
SKIN DISORDERS 0

(Col. 2)
RESPIRATORY CONDITIONS 0

(Col.3)
POISONINGS 0

(CoL )
HEARING LOSS 0

o5
ALL OTHER ILLNESSES

(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.

Lana Recd

N YA )
SIGNATURE _“ bL(.L[(.L(Z(' Wit ’LgT“r

e Health & Safety Officer

PRINT NAME Ingrid Ramlakhan/Lana Reid

g 0908

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 20 () k_{
INJURIES AND ILLNESSES
FORM 5H 900.1

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

Employees, former employees, and their representatives have the right to review this form. They alse have ligaited decess to the Log {SH-900) or
its cquivalent. Sece 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION 2. EMPFLOYENT INFORMATION

ESTABLISHMENT NAME If you don’t have accurare figures, sec the
Bureau of S.T.D. Control - Central Harlem Instructions on the back of the sheet,
STREET ADDRESS

2238 Fifth Avenuo , 2° & Flpov
CITY, STATE, ZIP CORE

New York, NY 10037 32
INDUSTRY DESCRIPEION {e.g.. village fire department)
N.Y.C. Department of Health and Mental Hygiene

\ e ————————————

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

54,880
(NAICS) 953100, 621399 )

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Oceupational Injuries and Iinesses (SH 900) for each categary (eolumn lahels under each line
correspond to the columns on the Log). If 2 category has no cases, enter “0r,

3. NUMBER OF CASES 4, NUMBER OF DAYS 5, INJURIES AND ILLNESSES TYPES
INJURIES 1
0 (Col. 1)
DEATHS |
(Col. G) AWAY FROM : SKIN DISORDERS 0
DAYS AWAY l WORK (Col K)) (Col.2)
FROM WORK
(Col H) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col L)) POISONINGS o
OTHERRECORD- () (CoL 9)
ABLE CASES 0
{Col 1) HEARING LOSS
{Cal.5)
ALL OTHER ILLNESSES o
(Col. 6)

6. CERTIFICATION

SIGNATURE

I certify thgt I have exarnined

best of my knowledge the entries are wue, accuraie, and complete.

PRINT NAME

Ms. Aurea Hernandez

TITLE

DATE

Assaciate Staff Analyst

5/9/C5

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 2 o0 L(
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 Day Care-Group Day Care Queens Instructions on the back of the sheet.

STREET ADDRESS

120-34 Queens Boulevard, 4th Floor AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Kew Gardens, NY 11424 13

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

New York City Department of Health & Mental Hygiene Bl i

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

20,531
(NAICS) 903120, 624110 :

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 0
0 (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. T) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 7) HEARING LOSS 0
G-
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 \‘ Q%[Qu_ Cooe J't Jr?lh QL0 Cqm (( l(T]TLE Health & Safety Officer

o)
PRINT NAME Ingrid Ramlakhan/Patricia Ogundele o 5/9/05

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 o
INJURIES AND ILLNESSES 200D L(
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 Day Care-Family Day Care Manhattan Instructions on the back of the sheet.
STREET ADDRESS
160 West 100 Street, Floors 2 & 3 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
New York, NY 10025 24

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

New York City Department of Health & Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEES LAST VEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

39,935
(NAICS) o i
923120, 2\ ||p

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)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L)) POISONINGS 0
OTHERRECORD- (Col. 4)
ABLE CASES
(Col. 3) HEARING LOSS 0
Go19
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.

i = ¢ . — . .
SIGNATURE %;J al o Ly Andioa 1:‘_))(:\\-(3 mrLe Health & Safety Officer

PRINT NAME Ingrid Ramlakhan/Andrea Batts 5/9/05

DATE

SH 900.1 (12-03)



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 200 Lk
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, sec the
HPDP-Bureau of Minority Health Instructions on the back of the sheet.
STREET ADDRESS
485 Throop Avenue, Room 1102 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Brooklyn, New York 11221 7

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

New york Clty Department of Health & Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

12,005
PRI 923120

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES L
0 (Col. 1)
DEATHS -
(Col. G) AWAY FROM - SKIN DISORDERS 0
DAYS AWAY i 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. 1) HEARING LOSS 0
ol.5)
ALL OTHER ILLNESSES QS
(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 N5 m.-,,_(@_umb by Victsr tlanted  qppog Health & Safety Officer

Ingrid Ramlakhan/Victor Hunter 4/29/05

PRINT NAME DATE

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

2004

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
Correctional Health Services-Rikers Island (all units)

STREET ADDRESS
16-06 Hazen Street (West Facility Trailer)

CITY, STATE, ZIP CODE
Elmhurst, NY 11377

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NATES) 923120, 621111, 621399, 623990

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

AVERAGE NUMBER OF EMPLOYEES

125

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

RiA, 2195

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

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 4
0 (Col. 1)
DEATHS o8
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K. (Col. 2)
FROM WORK 4
(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
(Col. J) HEARING LOSS 0
%’ol. 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 \QQ(}J.LL [ut‘e(@L ((3@( (Y ] {'Q[)@Q[ é\l'ﬂ,(‘-'p"'lh itLg 1ealth & Safety Officer

PRINT NAME 'Ngrid Ramlakhan/Michael Aragon -

paTE 5/10/05

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

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED 2 006 ‘-{'
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

EUJ(L(C&A {‘S__{ \5 (&‘ \\nkc k' ( l l\\)-\ HC‘UK\C"\'\\\ Instructions on the back of the sheet.

STREET ADDRESS E
1SR E 1S \ST\’ \ ¢ \cor AVERAGE NUMBER OF EMPLOYEES _

CITY, STATE, ZIP CODE

\\;\\Q, O { C\)) : }/

INDUSTRY DESCR.IPTION .g.. v1l]age fire department)
TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

)\\\, «f ﬂ«_u \\Q rﬂut{jLL q‘_[qqludl

NORTH‘AMER]UAV IVDLSTRIAL CLASSIFICATION SYSTEM

, o=
"M q33120 a2yl (21399 e

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 S, 7
INJURIES ot
; (CQJ)
DEATHS - i i
(Col. G)) AWAY FROM - SKIN DISORDERS o
DAYS AWAY (Z( WORK (Col. K)) (Cok 2)
FROM WORK ‘ 3
(Col. H.) - RESPIRATORY CONDITIONS ~
JOB TRANSFER e JOB TRANSFER OR /] (Col, 3
OR RESTRICTION & RESTRICTION Q E f
(Col. L) (Col. L) POISONINGS ]
OTHER RECORD- —~
ABLE CASES ;
(Col. 1) HEARING LOSS
ALL OTHER ILLNESSES

6. CERTIFICATION

[ certify that I have examingd this document and that to the best of my knowledge the entries are lruc,7curatc and complele

SIGNATURE/JT}Q AL (A_ LLV]LU:Z TITLE DIC) )J € 7/ 7/74

PRINT NAME hikf)!{—} ( C’ (&L H— _7{’4 DATE ///{i/("

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 200 4
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 accusate figures, see the
W/XJJ—MZ Woaokd Co & P Instructions on the back of the sheet.

STREET ADDRESS
/’7 / i
J7 Y. cypegar gy (O Ko o, AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE '
&y .
/&Z&(_e  a s <_&(/ (_i O30 f %
/INDUSTRY DESCRIPTION (e.g.. wllagc fire d.apaftfnent)
- TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
GO et o Weoa Ok (hers ol )&;‘%
NORTH AMERICAN INDESTRIAL CLASSIFICATION SYSTEM
(NAICS) oy o0 ; — L 00T
2923:)0 5617720 1

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 (2
-y Col. 1
DEATHS d 7 ¢ ) .,)
(Col. G) AWAY FROM SKIN DISORDERS <
DAYS AWAY o WORK (Col. K (Col. 2)
FROM WORK ﬁ
(Col. H) RESPIRATORY CONDITIONS %
JOB TRANSFER o JOB TRANSFER OR %, (Col 3)
OR RESTRICTION RESTRICTION ‘
(Col. 1) (Col. L) POISONINGS O
OTHER RECORD- O (ColL 4)
ABLE CASES ;. y
(Col. 1) HEARING LOSS %
(Col.5)
ALL OTHER ILLNESSES ’
(Col. 6)

6. CERTIFICATION

I certify that I have examined this jzy:n/eit and t;xat to the best of my knowledge the entries ?e] true, accurate, and complete.
/ -
SIGNATURE X)gjtﬂ’t—— A/ "“’&‘u TITLE }J{p@{&f-”*—? C?Wf ‘

PRINTNAME A A4 £ 7 rs_ (7@ )C//b 6’4“‘5 DATE /— 3)_05

SH 900.1 (12-03)



‘—‘{C 0 t I 1o . )
mmﬁﬁ@xﬂ&usm - CLASSIFICATION SYSTEM GRS wate ot Sl sty L

STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safcty and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240
2 00 Y

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All cstablishments covered by Part 801 must complote this annually, even if no occupatiopal injuncs of illnesses occurred dunng the year.

Employees, former employees, and their representalives have the nght to revicw this form. They also bave limited access 0 the Log (SH-900) or
its cquivalent  Sec 801 35 and instructions for further detls on access provisions for these forms

1. ESTABLISHM NT NFORMATIO‘\I 2. EMPLOYENT INFORMATION

—

1f you don’t have accurate figures, see the

EST/ MENTNAME ”
m’ru?_/ Instructions on the back of the sheet.
STREET ADDRESS
e # AVERAGE NUMBER OF EMPLOYEES
CITY STATE, Z z
‘ v 4% e >
INDUSTRY DESCRIPYION (e \nllage figé/department)

é{ '] i . 1 TOTALHOURS WORKED BY ALL BMPLOYEES LAST YEAR
euiﬁx {QJ('QLLL,

’CL b
77 ool

S

e 493190 _ (21399

Enter the column totals {rom the Log of Occupanonsl Injuries and Ilincsses (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".

_/——/——ﬂ
3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND JLLNESSES TYP'E.S
]
INJURIES
( )
DEATHS 0
(Col. G) AWAY FROM e SKIN DISORDERS (
DAYS AWAY 0 WORK (Col K) (Cg
FROM WORK
(Col | RESFIRATORY CONDITIONS
JOB TRANSFER ﬁ JOB TRANSFER OR/ (Co&
OR RESTRICTION . RESTRICTION
(Col (Col. L) POISONINGS
OTHER RECORD- (Cal
ABLE CASES
(Col. J.) HEARING LOSS
(Co,
ALL OTHER ILLNESSES i
(Col. 6)

§. CERTIFICATION

I certify that have cxammcd {his document and that 1o the best of my knowledge the cntrics stc e, sccurare, and complete.

»oé/fx frty

SIGNATURE TITLE
PRINT NAME Cove. Ul A S DATE
7
SH 900.1 (12-03)
d ot e L —_
¢0'd 10:€2  S00C 1€ uer /959-€p9-812:xed HLWUBH.



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 200 Lk
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 BT (:%) .5
; Instructions on the back of the sheet.

STREET ADDRESS

CITY, STATE, ZIP C

AVERAGE NUMBER OF EMPLOYEES
'ODE 5
N

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

Ny (i .\:[Xb*- & _H Q a ‘L‘(’k E{E ‘S\Qi&%()c ({1{';9{ i ::;LLt TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

MAICI 93120 (21 PAC

NORTH AMERICAN lNDtlJ/STRIAL CLASSIFICATION svswily_ J ._7 a 8 Q o
Vi

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). Ifa category has no cases, enter “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES [ON
. (Col. 1)
DEATHS ()
(Col G AWAY FROM O SKIN DISORDERS O
DAYS AWAY WORK (Col. K)) - T (Col.2)
FROM WORK Q
(Col. H)) RESPIRATORY CONDITIONS Q )
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION Q ‘ RESTRICTION
(Col. L) (Col. L) POISONINGS () =
OTHER RECORD- (Col.4)
ABLE CASES Q
(Col. J)) HEARING LOSS (@)
(Col.,
ALL OTHER ILLNESSES __Cei
(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 ooinplctc.

SIGNATURE%M-\Q— \/- giﬁ\f—/

TirLe Nekweck Dy cenko™

pATE __\-14-aS

i NAME et | V. Rl
i\ _

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

2004

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

ESTABL[S N:[ENTAN%ME e
ﬁPDP,'.—" Pureay oF lobacco

[ STREET ADDRESS | CoudTrof
& LaPayett SF. Q15 ”

CITY, STATE, ZIP CODE

Uim? op J /UU( 10007

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM «_J_J

WAICD g0 o 5 5 21294

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

( ’Kﬂ ¢ _ept §) Hk’ct NI D]Q-td&‘ 1L;‘f3]feag

D75/5

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) for each catcébry (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

DEATHS Q 2
(C8. G)

DAYS AWAY

FROM WORK

(#0. H,)
JOB TRANSFER
OR RESTRICTION ; 2
(Col. 1)
OTHER RECORD-
ABLE CASES ( b
@ 1)

AWAY FROM Q
WORK Col. K)

JOB TRANSFER OR %
RESTRICTION

(Col. L)

INJURIES y

(€al. 1)
SKIN DISORDERS

ol. 2)

RESPIRATORY CONDITIONS gz

(Col. 3)
POISONINGS

Col. 4)
HEARING LOSS %

ALL OTHER ILLNESSES

i )
{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 cbmpfete.

SIGNATURE o} Chm . B TlTLE(f"kfal‘J'& £ SOQ&‘LL{ OFfice
PRINT NAME JDH‘C\G £\C @ﬁ'wxqror\\ Q\X DATE ___| "5'31 | 0S5

i
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 Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

2004

All establishments covered by Part 801 must complete this annually, even if no occupational injuriés 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

Do 3 18 Candri)
Bus hWwicke

,. Chest € onrdear
STREET ADDRESS
225 cervfrAl PR b E/opR

CITY, STATE, ZIP CODE

060k £yre. Ny - (/22)

H\DUSTRY DESC RIPTION (e.g.. village fire department) .

NY € Tepr B Hen Hbod Vowde t {lug jone

NORTH AMER]CAw INDL- STRIAL CLASSIFICATION SYSTEM JJ

A qazi20 (21299

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

AVERAGE NUMBER OF EMPLOYEES

C?

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

/S, Y35

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
o (Col. 1)
DEATIIS
{Col. G.) AWAY FROM ( 2 SKIN DISORDERS g 2
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK o :
(Col. H.) RESPIRATORY CONDITIONS ( )
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION O RESTRICTION
(Col. 1) (Col. L.) POISONINGS
OTHER RECORD- ; (Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS
; (C&bS)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

SIGNATURE / W

TITLE

1 ccmfyut I have exammed thig document and that to the best of my knowledge the enme? g, accurate, and complete.

PRINT NAME éﬁ/ﬂé//\f L. COfE~2 AL

/& /5-05

DATE

SH 900.1 (12-03)



NYL

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

2004

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 Buxewu of;

@ Contarl H)Mw/#s CoieLs Vit

STREET ADDRESS’

3939 Dodbodd  Avomyg

CITY, STATE, ZIF CODE
UL

Bvpobln, , V. Y.

INDUSTRY DESCR]PT]ON (e.g.. village fire department)

Vegt. o) L\éwW«z ¢, Mowdel JJ‘"(ON@M,

NORTH AMERICAN INDUSTRIAL CLASS]FICAT[ON SYSTEM)/

MDD 022120 L21399

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

§, 100

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 9]
(Col. 1)
DEATHS (7
(Col. G) AWAY FROM O SKIN DISORDERS %
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK
(Col. H.) RESPIRATORY CONDITIONS [ )
JOB TRANSFER JOB TRANSFER OR (Cal. 3)
OR RESTRICTION 0 RESTRICTION 0
(Col. 1) (Col. L) POISONINGS v
OTHER RECORD- (Col. 4)
ABLE CASES
(Col. J) HEARING LOSS 52
(Calp)
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 W'MIM\ wﬁ« Aot

PRINTNAME MLD L AD S MtTf?/oTDU s

TiTLE g S¢ppiale .CZ()‘M}' A’ntbéqut

paTE IO \Zazmr 9995‘

SH 900.1 (12-03)



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

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME T T Budauw Eb TE If you don’t have accurate figures, see the
? e n Instructions on the back of the sheet.
Loubro o Homaless Spwies Puwan €
STREET ADDRESS

WO - 420 Ggat 29@ Ct. MM MY (poll]  AVERAGENUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Now Vol vy quell ({/ifwt ()

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

MU O TDapt § Healle @ Meidal Wy quead

NORTH AMERICAN INDUSTRINL CLASSIFICATION SYSTEM - ; )
(NAESIG 9. 5120 kol 399 “3, 0O

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 ILLNESSES TYPES
INJURIES _Q__
(Col. 1)
DEATHS
(Col. G.) AWAY FROM [ 2 SKIN DISORDERS 12
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK
(Col. H.) RESPIRATORY CONDITIONS ( 2
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION O RESTRICTION
(Col. 1) (Col. L.) POISONINGS { 2
OTHER RECORD- (Col. 4)
ABLE CASES ‘ 1
(Col” 1)) HEARING LOSS ( 2
(Col.5)
ALL OTHER ILLNESSES C )
(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 . kol aor W%Efﬂe@) TiTLE A¢ e © 478
pRINTNAME MILD L ADS Mvrwubm)w& DATE __* w,fu,ﬂ/l/"\),r pYzle

SH 900.1 (12-03)



Division of Safery and Health

Public Employec Satety and Health Burcau
State Office Campus

Building 12, Room 138

Albany NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMAMARY OF WORK-RELATED 200Y
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 Lo 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 i_"‘g)uj’.zuﬁl,k iy (‘1 ”),Q,‘[/O\jt-l Sy Ifyoudonthave accurate figures. see the
m o v Sa ( { VN ftf Instructions on the back of the sheet.

STREET ADDRESS M RmM % 029, _
] 309 foun ﬁvw - M féw AVERAGE NUMBER OF EMPLOYEES
gL

CITY, ST:\? Z1P CODE ‘
o Ax AU C/ o} <

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

NYC  Dept B, “HQ@:&E@ ”r‘J‘.-, {ﬂ' ¢ LL’\ (,:L ‘U.L{G;‘( oy 0

NORTITANMERICAN I.\’l)['i‘ijl'RL\L CLASSIFICATION SYSTEM ))

(\.3.1(‘.5)3?;?) 190 512D C?Q-?"Q\

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900) for each eategory (column labels under each line
correspond to the columns on the Log). 1fa category has no cases, enter 0",

3. NUMBER OF CASES : 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES -
(Col. 1)
DEATHS [} O 0
(Col. G.) AWAY FROM SKIN DISORDERS
DAYS AWAY 0 WORK. (Col. K.) (Col. 2)
FROM WORK
(Cal. 1) RESPIRATORY CONDITIONS O
JOB TRANSFER & JOB TRANSFER OR & (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L. POISONINGS
OTHER RECORD- o (Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS _©
(Col. 3)
ALL OTHER ILLNESSES o
1 (Col. 6) |

6. CERTIFICATION

[ certify that [ hfve/examined this document and that to the best of my knowledge the entries are truc. accurate. and complete.

SIGNATURE 5 aﬁa—mac / TITLE t&%/ﬁf_ f;n/ues ﬂ"’%&é'&v
PRINT NAME %ﬂe/r,:e, 6&-(. (-37 DATE ///2&{/&;"

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 900.1 200 %

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 ( Sdaten |l Office ) If you don’t have accurate figures, see the
Zg,/ez,y LANTEREATII AN Instructions on the back of the sheet.

STREET ADDRESS

ZT7/ S /V/WV B A AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE o

s7prew Zsland MY (5206 //

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

A/?C p O M/y TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM ]
MNAICS) 5 5 o . 20 fZﬁJ
[AH1A0 e2H 1490 7

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 O L)
(Col. G) AWAY FROM SKIN DISORDERS O
DAYS AWAY O WORK (Col. K)) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS O
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION () RESTRICTION O
(Col. 1) (Col. L) POISONINGS O
OTHER RECORD- (Col. 4)
ABLE CASES &,
(Col. J) HEARING LOSS &)
(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 / Lu%_ / TITLE thé //ﬁ-‘%

PRINT NAME LO?Q/#A‘V A /45/1 oom/% DATE L=l S = 05/ ]

SH 900.1 (12-03)



Division of Safety and Health

Public Employee Safety and Health Burcau
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 2 ot 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 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 accu®ate figures, see the
Instructions on the back of the sheet.

ESTABLISHMENT

/%u( & AL Oﬁ& fl\c'g //'Ié’éi/'/'/z /tﬂf‘/(/k/(’/é4

{ \i

STR.EET ADDRESS

qL 874/ ) [~ Qeln {// 00— AVERAGE NUMBER OF EMPLOYEES

CITY STAJTE’;’ ZIP {ODE

./_ '\_,/ A/ / /." 0/ . O '7] “;C‘

INDUSTRY DESCRIPTIION (e. g vnllage fire depa m/ent)
2/ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
M ‘c!/’ of /D(_/ﬂf s ‘51{ “[*/\/f'/fl ¥ / ,@é %6, 2,

9, e
NORTH AMER]CAN INDUSTRIAL CLASSIFICATION SYSTEM /

Y fm - ;
e CS)?Zf/J 67 ?7/’5"2//// 62/397 > /) }/ 5 ¢

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 0O
(Col. 1)
DEATHS 0 . :
(Col. G) AWAY FROM 2 SKIN DISORDERS ¢
DAYS AWAY i WORK (Col. K)) (Col. 2)
FROM WORK ) P
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER P JOB TRANSFER OR . (ColL 3)
OR RESTRICTION ¢ RESTRICTION d
(Col. 1) (Col. L) POISONINGS [4;
OTHER RECORD- N (CoL 4)
ABLE CASES 0 j
(Col. 1) HEARING LOSS ¢
(Col.5)
ALL OTHER ILLNESSES 5
(Col. 6)

6. CERTIFICATION

—

J

I cemfyt at I have examine ’ﬁl_s;docu(nem and that to the best of my knowledge the entriesare true, accurate, and completc

TITLE L JQJ 1 6 D }J Fp e Aaan

SIGNATURE __ G o_ (K

vV, L0 B R —
PRINT NAME __ S (AN € l-*l(’?ya/b‘—'a DATE / Wae L 9 , 2005

SH 900.1 (12-03)



MAR-15-2005 13:@3 N.Y.C. DEPT. HEARLTH

STATE OF NEW YORK
DEPARTMENT OF LABOR

212 442 B241 P.B81/8<

Diviston of Safcty and Health

Public Employce Sufcty and Health Burcau
Statc Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

2004

All establishments covered by Pant 801 munt complete this annually, cven if no occupational injuries o ilinesses otcurred dunng thec ycar.

Employees, former employces, and their ropresentatives have the right to review this form. They also have limued access 1o the Lag (SH-900) or
its equivalent. See 801 35 and instructions for further details on accesk provisions for these forms.

1. ESTABLISHMENT INFORMATION

2, EMPLOYENT INFORMATION

ESTARLISHMENT NAME Fnanual e Stredeqic Nlgm '3
6 T ¢ , I)’ J
ER{dD

STREET ADDRESS QC yroll :
25D Droaduwo com #H4p0

CITY, STATE, ZIF CODE

o Lagle. ALY 10007

INDUSTRY DESCRIPTON (e.g.- Village fre department)

Ll 4 +

ORTH KMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS)5LH 2 m

L

1f you don’t have accukatt ﬁgurrzs:scc the
Instructions on the back of the sheet

AVERAGE NUMBER OF EMPLOYEES

43

TOTAL HOURS WORKED BY ALL EMPLOYBES LAST YEAR

Bl D1

Enter the column totals fram the Log of Gccupationsl Injuries and Ulnesses (SH 900) for cach category (column labels under each line

corrcspond to the columns on the Log). If n categary has no cesex, cnter “r.

3. NUMBER OF CASES 4, NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES L)
Col.
DEATHS 0 . (b
{Cal. G AWAY FROM ) SKIN DISORDERS ¢
DAYS AWAY WORK (Col. K)) (Col.2)
FROM WORK ¢
(Col. H) RESPIRATORY CONDITIONS )
JOB TRANSFER N JOB TRANSFER OR (Cokd)
OR RESTRICTION U RESTRICTION O .
(Cel. 1) (Col L) POISONINGS o
OTHER RECORD- ‘ © T(CaLq)
ABLE CASES ) —
Cot. 3 HEARING LOSS (
(Col. %)
ALL OTHER [LLNESSES D
(Cal. 6)

6. CERTIFICATION

PRINT NAME LAy SALL

I cerify that I hgve ¢xsmined this document and that to the best of my knowledge the cntrics are rue, sccurste, and completo.
SIGNATURE 5(5: é; L Q,{ TITLE  Otls( oy

3 iy fos

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 £ 506 Lf

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

Employees, former employecs. and their representatives have the right to review this form. They also have limited access (o 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

sl

ESTABLISH] T NAME If you don’t have accurate figures, see the

2 ate S’s(a,;(rs %6 Instructions on the back of the sheet.
STREET ADDRESS
/25 M{% 57 ;Z 7 33 / AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, Z1 ODI:

% VY 003 / /
IVDUS ’ D[;;RIP1 .6\ e.g.. H/vc fire depagtment
/ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Yl % /A 24 41 ne

NORTH AKIERIC}(N INDUSTRIAL CLASSIHCATIO‘\ SYSTM

L(NAICS) 423 19D 32’#92/7

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

B 3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES -
& (Col. 1)
DEATHS <> I
(Col. G) AWAY FROM SKIN DISORDERS —E—
DAYS AWAY .. WORK (Col. K.) (Col.2)
FROM WORK
(Col. 10.) RESPIRATORY CONDITIONS ~—~ —&F
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION —& RESTRICTION —&— T
(Col. 1) “(Col. L) POISONINGS
OTHER RECORD- (Col. 1)
ABLE CASES "6"" &
(Col. 1) HEARING LOSS

(Caly3)
ALL OTHER ILLNESSES

(Col. 6)

6. CERTIFICATION

[ certify

ayegexamined this document angl that (o the best of my knowledge the entries are true, 'urmc.mydtomp!elc
m TITLE /&W,

SIGNATURE

PRINT N

L

L OR /7 /”é/zﬂ(/%ﬁ DATE ﬂnﬁ//};//oldaf'

SH 900.1 (12-03)



MAR-@2-2085 12:27 P.82

STATE OF NEW 7ORK
DEPARTMENT OF LABOR

Divisicn of Safety and Heaith

Public Employee Salety and Healty Boreau
tals Office Campis

Building 12. Room 133

Albany NY 12240

SUMMARY OF WORKRELATED
INJURIES AND [LLNESSES 2 550 q(
FORM SH %00.1

A establishmens covered by Pant 461 must completa tnis anoually, even if 1o secupationa] iurics ar illnseses posurred during the vea.

£mploveey, farmer smployees. and sheir represenauves huve the Aghlio review this Boem. The alse have limiwd access lo de Log (SH-9G) or
s ecmvalent. Ses 80133 and nstructions tor further derails on Jccess arovisions for these forms,

r 1 ESTABLISHMENT INFORMATION 2 EMPLOYENT INFORMATION o
ESTABLISHMENT NAME If you lon’t have accurate f1gures, sesthe

ok AL HepeTH PRIG o ann Palicy Instructions on Lhe back of the shect
STREET ADDRESS '

™

B
1932 BRTigue AVE £m¥i38 AVIRAGE NUMBER OF EMPLOYEES
CITV_STATE, ZIP CODE

BRonwx NI 10957 24
INDUSTRY DESCRII—’JT TON (c.g. village fire departmeni)

VY G L0477 H

NOETH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM L
(NALCS) i} e o 2 )
‘ (21210 q 22120 36,390

TOTAL HOURS WORKED BY ALL BMPLOYEES LAST YEAR

Lnter the column torals from the Log of Occupational Injuries and Qinesses (SH 900) for euch category (sulumn labels under each line
currespend to the colunins on the Log). I a category has no cases, enter “pn,

Y Lmpooveck Ans PAred AT VAReus (CHpel CITE:

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
DEATHS 0 __ e
(oL C) AWAY FROM 0 SKIN DISORDERS
DAYS AWAY WORK (Cal K) o
FROM WORK o an
(Col. H) RESPIRATORY CONDITIONS o
JOU TRANSIER 0 JOB TRANSFER OR 0 CaLl)
OR RESTRICTION RESTRICTION
(Col L) (Col. L) POISONINGS 0
OTHERRECORD- Cd )
ADLE CASES
Col. 1) HEARING LOSS [
{Cal.5
ALL OTHER ILLNESSES 0
{CoLB)

6. CERTIFICATION

{ orufy that [ have examined this documens and that to the best of my knowledge the entries arc Leue, accutate, and complete,

SIGNATLRE @ﬁﬂ/é Ag@ e RECronar Dikecpel
PRINT NAME mAande LeY L . DATE f/r/a.t'

ST1900.1 (12-03)

LA Y.,

e 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
FORM SH 900.1

2004

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 thcn‘ 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. ESTABLISHM ENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NA{)«E Pyrea C‘{\ TH ton Tr@l

o td KAt Cond -

L. Y
L{k’(hﬁ‘; 71{”13'5*-';;

STREET ADDRESS
CITY, STATE, ZIP CODE g
I“"’('lui\; !(" \f { >3—1

ilz ¢ Pemt ande 3 H

INDUSTRY DE'SCR'IPTION(e g.. village fire department)

[\'qc DQD% L)"{‘ {J(,QGLILLQA, 8 H]QLC‘(L( ltf“{\w

NORTH AMERICAN INDUSTRIAL CLASSIFICAT]ON SYSTEM
(NAICS) . p £y i v
’(_9\13(16} lQ«‘)\_%.kf,lc‘
T

(

—

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

AVERAGE NUMBER OF EMPLOYEES
L G

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 Q
Z’/ i (Col. 1)
DEATHS N .. /
(Col. G) AWAY FROM e SKIN DISORDERS 4
DAYS AWAY i WORK (Col. K. (sl 2)
FROM WORK 3 .
(Col./H,) RESPIRATORY CONDITIONS /@
JOB TRANSFER Vi JOB TRANSFER OR 1 (Col. 3)
OR RESTRICTION vl RESTRICTION £ )2 2
(Col. 1.) (Col. L.) POISONINGS !
OTHER RECORD- 9 (Col. 4)
ABLE CASES 4 o
(Col." J.) HEARING LOSS 7 daf
(Col
ALL OTHER ILLNESSES =
(Col. &)
6. CERTIFICATION
I certify th t/a,vi hgve examiped this docuﬁnem?n}j ty lhe best of my knowledge the entries are true, accurate and comp]cte ]
SIGNATURE \d A I >z TITLE _ L o f & Hm % ez *wr ﬂr’ v‘j*"’
P AN = f p ,j.‘i
PRINT NAME o L f i o DATE

1

E5y
i

JJés
.

SH 900.1 (12-03)



i

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 . QD O L&‘
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
ABLISHMENT NAME If you don’t have accurate figures, see the
‘ Instructions on the back of the sheet.
ér (ea 015 E mera@nm mcf;mcmk@,% SRR

STREET ADDRESS *

1.5 Woredn S‘]’T{{f Fvn 32 fo AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE ‘ é

Mew Yock , VX D13 , -

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) g 92
1513 G

N % C m F l/”\l_’[ = TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
—_— —_

Enter the column totals from the Log of Occupatmnal 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
Y
INJURIES . L
(Col. 1)
DEATHS 2
(Col. G.) AWAY FROM _@ SKIN DISORDERS _Qﬂ
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK [ }
(Col. H) . RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION Q
(Col. L) (Col. L.) POISONINGS
OTHER RECORD- (Col. 9)
ABLE CASES
(Col. 1) HEARING LOSS

(Cyk5)
(Col. 6)

ik

ALL OTHER ILLNESSES

6. CERTIFICATION

I certify that | have examined/’rﬁ;ioc@mzjjt Uo the best of my knowledge the entries are true, accurate, and co plete.
SIGNATURE /)1.0, LAD TITLE FDDDJW]\A D\YE’(" R

TN |4

PRINT NAME _M A@ F-}\- LY DATE 51}79{]0 5H

¥ vv

SH 900.1 (12-03)



P.02
FEB-28-2005 15:10

STATE OF NEW YORK
DEPARTMENT QOF LABOR

Division of Safety and Health

Public Employee Safety and Health Bureay
State Office Campus

Building 12. Raom 158

Albany NY 12240

SUMMARY OF WORK-RELATED o~ [
INJURIES AND ILLNESSES 200 J(
FORM SH 900.1

All establishments ¢overed by Part 801 must complets this annually, even if no occupational injuries or illncsses occurred during the year.

Employses, forner employees, and their representatives have the night to review this form. They also have limited access to the Log {(SH«500) or
its equivalent. See 801.35 and instructiony for further details on access provisiens for these forms.

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME 5 nuuvenMmactal, Hea l‘ﬂ If you don’t have accurate figures, see the
hﬂ. df o -DQ at Cent Q{ Co o ;:u. Tnstructions on the back of the shect.
STRE ADDRESS .

T%?Y%Tbﬁgj- |Lr; st X 2008 ¢ Ra wcooneich|  AVERAGE NUMBER OF EMPLOYSES
ATE, ZIF CODE ’ -

ews Venle 1o .Y. 10029 - 56
INDUSTRY DESCRIPTION (g.g.. village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
J(‘*\. \‘-{QM,Q\—Q,\ Ve v € 4
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NMCS)H_“ SeING. WEH YT | »35+uc:c’)

Enter the column rotals from the Log of Occupationst Injuries and Uinesses (SH 900) for each category (column labels under each line
correspond to the columns on the Log). If 2 category has no cases, enter “07,

1, ESTABLISHMENT INFORMATION

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
Col,
DEATHS ) gk
sy AWAY FROM <0 SKIN DISORDERS @)
AYS AWA WORK Col. K. '
FROM WORK 2 (Col. K) (CoLD)
' (T 6) RESPIRATORY CONDITIONS o
JOB TRANSFER o JOB TRANSFER OR CoL3)
OR RESTRICTION p. RESTRICTION O
ol 1) Col. L. POISONINGS )
OTHER RECORD- (ol Ly (Co &)
ABLE CASES
(Col. J) _ HEARING LOSS i O_ =
(Cal. 5)
ALL OTHER ILLNESSES
{Cal, 8)
6. CERTIFICATION
[ eertify that T have examined thiz dogument and that to the best of my knowledge the entries are true, accurate, and complete,
SIGNATURE B nre oo ionel Diee bor
_ J e
PRINT NAME Con\,\‘ﬂe . \-\(5_\\-0“ DATE _2 —\ = 2005

5H 900.1 (12-03)

TNTol B A2



SR

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 200 ¢
FORM SH 900.1

All establishments covered by Part 801 must complete this annually, even if no occupational injuries or illnesses cecurred 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. £-: 201.35 and instructions for further details on access provisions for these forms, -

1. ESTABLISHMENT INFORMATION i 4 EMPLOYENT INFORMATION
ESTABLISHMENT NAME - ADMIN ISTRAT 0N If you don’t have acoumate figures, see the
DIVISTON OF ENTA & BORO OFFICES* Instructions on the back of the sheet.
STREET ADDRESS

93 WORTH STREET ELoors 1 -2 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
NEW YORK, NY 10013 407
INDUSTRY DESCRIPTION (e.g.. village fire department) s
TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
MUNICIPAL CITY AGENCY
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM s N
(NAICS) 993120 561110 Qégjﬁii_é&' "

* ALL BORO OFFICES RELOCATED TO 93 WORTH STREET

Enter the column totals from the Log of Occupational Injuries and Illpesses {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 v
(Col. 1)
DEATHS 0 0
(Col. G)) AWAY FROM SKIN DISORDERS
DAYS AWAY 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. 1) (CoL L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. T HEARING LOSS
(Cel. 5)
ALL OTHER ILLNESSES 0
(Col, 6)

6. CERTIFICATION

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

SIGNATURE [/Qo b ¢, QY CnnQ_ ' miree DN

PR]NTNAME/,PQBLW S,q\/qr\eu_,” pate __ 1 {2 o

SH 900.1 (12-03) ﬁ%ﬁw .;/a,(—p{ﬁ,@ T He! | M@fcﬂf
Siephen PACLE] PAT (f21/05



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

— [ — i 3
ESTABLISHMENT NAME 15U { LCULL % (P onty c If you don’t have accurate figures, see the
Instructions on the back of the sheet.

' 3)(’)0] % O,/NM_ { S'\—F\ AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE X : ':l
@"\M NY 10463 \

ltND:EfSTRY DE\{C’RIPTIDN (e.g.. village fire department) . 1
Q\_J}_L{ C_ MDQLA) {_ 6\1‘ H( Q HL;QI ” )Qu\f(}k &*—ﬁ“\@t LES—TAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTR%\L CLASSIFICATION SYSTEM -~/

(NAICS) Cj .:l 3 1520 k,.'l ’ 3 Cf C, &'L\", OOO

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 S. INJURIES AND ILLNESSES TYPES
A
INJURIES :L
: (Col. 1)
DEATHS 2
(Col G.) AWAY FROM O SKIN DISORDERS ‘ﬁ
DAYS AWAY O WORK (Col. K) {Cal. 2)
FROM WORK
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION
1) (Col. L.) POISONINGS
OTHER RECORD- i (Col.4)
ABLE CASES e
(Col. J.) HEARINC LOSS )
)
ALL OTHER [LLNESSES ; 25
ol. 6)

6. CERTIFICATION

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

SIGNATURE M Q TITLE

PRINT NAME N ardio, éé@gr ng ___ DATE \&\t&qv

SH900.1 (12-03),

.
.
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P.82

Division of Safety and Health

Public Employee Safery and Health Bureau
State Office Campus

Building 12. Room 158

albany NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORICRELATED
INJURIES AND ILLNESSES
FORM SH 200.1

All establishments covered by Part 801 must complete this annually, even if no oceupational injuries or ilincsses occurred duning the year.

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

1. ESTABLISHMENT INFORMATION o l 5. EMPLOYENY INFORMATION
g i i i | s
ESTABLISHMENT NAME Chouwonmowgal teeddY Ifyou don't have accurate figures, se¢ the
- - = ' i i fth :
j’ a - zol 0_,(31"} {_ RO l | nstructions on the back of the sheet
STREET ADDRESS _
/203 ceensS B\ ci R H Ale AVERAGE NUMBER OF EMPLOYEES
c1%, STATE, ZIF C%DE .

B
Koo, Ql&_k_r,ie«is? aa(e. N ST JO
INDUSTRY DESCRIPTION (¢.8.. village'fire department)

TOTALIIOURS WORKEDBY ALL EMPLOYEES l.AST YEAR
Y109
/

Enter the column totals trom the Log of Occupational Injuries and Tlinesses (SH $00) for each category (eolumn labels under cach line
correspend to the columing on the Log). If a category has no cascs, enter “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES Y
aTH O i (Col. 1)
DEATHS ]
(Col GJ) AWAY FROM ‘(7/ { 2 SKIN DISORDERS P
DAYS AWAY WORK (Col- K.) (Col-2)
FROM WORK
(CoL H) RESPIRATORY CONDITIONS
JOB TRANSFER 0 JOB TRANSFER OR {Cal, 3)
OR RESTRICTION RESTRICTION
(CoL L) (Col L) POISONINGS /
OTHER RECORD- (Col.4)
ABLE CASES
(Col. J.) HEARING 1.0SS
(Cul.5)
ALL OTHER ILLNESSES g
(Col. 6)

6. CERTIFICATION

[ cenit‘z@aicg:minedt is docunyei and that 1o the best of my knowledge the enmies ure true, accurate. and completc.
SIGNATURE Y& L &C/v\/ : TITLE D ‘{:}\ . Q . _I_

PRINT NAME "‘;"3(9\()(;)(‘@,\'\ fr\E) CLQ();-\[ DATE ?J \ '9\ \ 05

SH 900.1 (12-03)

TRl POAZ



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. ESTABLISHM_ENT INFORMATION ) 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME ) Ulton mitil'& IL H Ca H( If you don’t have accusate figures, see the
_I.bé \S" / ( mf/z(.; L’ j & Z “/‘C(:S - 5’1[5 ,Jl:,;.'/,‘ (i__._ Instructions on the back of the sheet.
STREET ADDRESS %/ o
| - 3/ ZAE Rm 330 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIF CODE
Aslorer &Y 27 PG
INDUSTRY DESCRIPTION (e.g.. village firc department)

M ‘/C D,"pm c 0y, Lﬁ&-’ff:/lf TAC /_{ / F' _} TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
3 - : o g }‘ ey AL

NORTH AMERICAN INDUSTRIAL CLASSIEICATION SYSTEM 2
(NAICS) _ e —_— ol"? ,li 0 0
2l 2/D, S6I1I0, 48849C L,

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
INJURIES v _
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 o (Col. 3)
OR RESTRICTION RESTRICTION ) O
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col 4)
ABLE CASES 4
(Col. T HEARING LOSS
(CoL5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I certify t exami g ment and that to the best of my knowledge the entries arc true, accurate, and complete.
! ] N7,
SIGNATURE e 7558/ T O

/1 -
PRINT NAME %”? (1) Ayl Vi =5 DATE __ R~ 2 -0§

]

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

200

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

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

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

) ISEY Y = | i = I
UTTErt l’\L’u'j B Tl Lontre| —ivi

ESTABLISHMENT NAME
: 5 ' -
A"}‘fr‘ 7& fﬂ 24 L A% /éjb% ZC’»; / re / O«Q‘t o

STREET ADDRESS

30 J>s f?( g

CITY, STATE, ZIP CODE

f;}t‘v;_,g
(%‘{J it:lgé&,j ins /\“L [ // (/.3 9/

INDUSTRY DESCRIPTION (e.g.. villagé fire department) /

NYC Dept of Healdl. &M

atal ﬂ-qqmm ’

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM —/~/

S) ., '
(NAIC)5®17ID 468994 923120

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

AVERAGE NUMBER OF EMPLOYEES

39
7

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

, 950

L+

s

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 |

3. NUMBER OF CASES 4. NUMBER OF DAYS

DEATHS 4
(Col. G) AWAY FROM
DAYS AWAY WORK (Col. K)
FROM WORK e
(Col. H.)
JOB TRANSFER JOB TRANSFER OR
OR RESTRICTION (2, RESTRICTION (%)
(Col. L) (Col. L)
OTHER RECORD-
ABLE CASES (o]
(Col. 1)

5. INJURIES AND ILLNESSES TYPES
INJURIES

(Col. 1)
SKIN DISORDERS o

(Col. 2)
RESPIRATORY CONDITIONS %

(Col. 3)
POISONINGS (]

(Col. 4)
HEARING LOSS 0

(Col.5)
ALL OTHER ILLNESSES

(Col. 6)

6. CERTIFICATION

I certify 7# havc?xamir}";ﬂ this ument/ and that to the best of my knowledge the entries are ;Bu:, accurate, and complete.
.4 f ! £ s 7 / _
SIGNATURE _L//18 ¢ - P~ L. ,//77’(3«#’ g - TiTLE ___ A0 ot _b’i res

Ly

AR U - D -
PRINT NAME /%”L &l ~ w2 (S EHA I S

DATE

¥ * ) /for

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 O0D L{
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 ,é(/‘}—(r:ld 7 f: Wﬁ C::/n d‘n’*«@ If you don’t have accurate figures, see the
(;rU as hy Ni J‘H\-v [J’(,M; nis f/ﬂ(ﬁ;’: f Clj’.\_‘i/)/ Instructions on the back of the sheet.

STREET ADDRESS =2

o0 W. ey 54}{0//‘ PP e =712

/ AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ) N B
Pew Yo Wew g (00 32 9’

£

INDUSTRY DESCRIPTION (e.o. village fire department)

‘\/JC D@,ﬂ?/’ D’F #@(} /(/K, é\, ﬂ?{'/} /d/ z/’_{zi'/(‘)i;}(ﬂTO-TALHOURSWORKEDBYALLEMPLOYEESLASTYEAR

=

NORTH AMERICAN INDUSTRIAL CLgSIFICATION SYSTEM ./

{NA[CS)Q%E /0/2 D ) 3 ) 5 4} 9 _ / 5’: /.?,."5 5--'

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
PEN INJURIES
{1 (Col. 1)
DEATHS W O (
(Col. G) AWAY FROM SKIN DISORDERS /
DAYS AWAY ( } WORK (Col. K)) (Gol. 2)
FROM WORK y ]
(Col..H.) RESPIRATORY CONDITIONS
JOB TRANSFER ( JOB TRANSFER OR / ) (Cal. 3)
OR RESTRICTION . RESTRICTION . )
(Col. 1) (Col. L) POISONINGS 3
OTHER RECORD- (Cal. 3)
ABLE CASES I (. ]
(Col. J) HEARING LOSS A
(Co‘ljS)
ALL OTHER ILLNESSES /
(€ol. 6)

6. CERTIFICATION

I certify that W qxami%mem and that to the best of my knowledge the entries arg true, accurate, an ofnplele.
SIGNATURE U > TITLE @’VJ& }@ il

PRINT NAME E / J/c &Jf"\yﬁﬁ pATE __ /2 / W, 5// ’ﬁ '/

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

200 Lf

SUMMARY OF W ORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complete this annually, even i

Employees, former employees, and their representatives

its equivalent. See

have the right to review this form. They also h
801.35 and instructions for further details on access provisions for these forms.

f no occupational injuries or illnesses occurred durng the year.

ave limited access to the Log (SH-900) or

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME Py s Cuk G} Mateenal, ) \nfant
& Deornductive teakll. - Nedbein Proj et

TREET ADDRESS
2239 A Zad £ Pu 2y
10037

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

NE"'J \/‘aﬁkl N\/
Nes Yok Tept ) H@o.,\q-ﬁb

&i’é
NORTH AMERICAN IN - RlAL?fLASSIElCATlON SYSTEM
(NAICS) i

0223120 vad 190

¢ Moatel K

o

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

AVERAGE NUMBER OF EMPLOYEES

a

. TOTAL [HIOURS WORKED BY ALL EMP

Al
10,500

LOYEES LAST YEAR

Occupational Injuries and Illnes

Enter the column totals from the Log of
If a category has no cases, enter “n,

correspond to the columns on the Log).

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES __f.z_
0 (Col. 1)
DEATHS '
(Col. G)) AWAY FROM SKIN DISORDERS { 2
DAYS AWAY @ WORK (Col. K) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS 112
JOB TRANSFER JOB TRANSFER OR O (Col. 3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS dz
OTHER RECORD- O (Col. 4)
ABLE CASES v
(Col. J.) HEARING LOSS Q
(Col.5)
ALL OTHER ILLNESSES F)
(Col. 6)
6. CERTIFICATION
[ certify-thpt I have examined this document and that to the best of my knowledge the entries are truc, accurate, and complete.
\"Rﬁhwvmom p/
SIGNATU ) | 4 dp (A APRZ2 TITLE _[ZJ, Dlefor
PRINT NAME H : 5T?£rfn/r?t/, K DATE l'/ j9 /05
i

SH 900.1 (12-03)



A1/21/20885 11:18 212-288-9263 HEALTH ACADEMY ..‘P&GE al

STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employea Safaty and Héﬁft_h'Burcau
State Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND JILLNESSES O [
FORM SH 900.1 20 %

All establishments covered by Part 801 must complete this annually. even if ng oceupational injurics or illnesses occurted during the year.

Employees, former employees, and their representatives have the right to review thig form, They also have limited access to the ng (SH-900) or
its equivalent. Scc 801.35 and instructions for further dctails on access provisions (or these forms. :

1. ESTABLISHMENT INFORMATION 2. EMPLOVENT INFORMATION
%SIAIJLISHMENT NAME € nyewonmE i \ RNl e - Tf you don't have accurate figures, see the
: )_J_e_a f-.?t__'ﬁr\ Cﬂ'ﬁfﬂ k-f Instructions on the back of the sheet.
STREET ADDRESS / ' :

1O id TOO™ &¢ , e 109 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIF CODE

New VYo ;\Jk-( 10 &= =7

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

-i/f; Ol L\i ‘l \_C (‘Ll’*\[;\_ E‘( ”\ e * a M O \lG_ i
NORTH AMERICAN INDUSTRIAL CLASSIFICATION 5YS ‘

(NAICS) 5 B
44

TOTAL LIOURS WORKED BY ALL EMPLOYRESLAST YEAR

15,300

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) for each categery (column labels under cach line
¢orrespond to the columns on the Log). If a category has no cases; enter “0™.

3. NUMBER OF CASES 4, NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 2
. (Col. 1
DEATHS &l or JEONY)
Col. G) AWAY FROM O SKIN DISORDERS <)
DAYS AWAY > WORK {Col. K) - (o)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS O
JOB TRANSFER O JOB TRANSFER QR 5 (Coi. 3
OR RESTRICTION RESTRICTION C '
(Col. O cy POISONINGS O
OTHER RECORD- (Col 4)
ABLE CASES (),
(Col. Ty HEARING LOSS ‘ _
iy !
ALL OTHER ILLNESSES
(Col.6)

6. CERTIFICATION

I certify l:w cxamined this document and that 1o the best of my knowledge the cntrics are true, accuratc, and complete.

SIGNATURE /ERpL ée_.l-d TITLE '43*5“(‘ - brrc’d"af

/ 1
PRINT NAME bor"ﬁr’v&‘ "C:v"ﬂfé.- BC&S DATE J/-Zl /C’S i

$H 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

200 ¢

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 o If you don’t have accurate figures, see the

'j__’,,u\ 2o £ j‘l{ AT 'Lfi":‘,',(‘\luf.‘\l‘_, TN N %{_’i't‘f-t i Instructions on the back of the sheet.
STREET ADDRESS ~ )
(-% ; ’—t ) i ( “( ) Ey - Q
‘ »‘l(f-‘ g R T S TR by 0 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE k _J
O ey | A e
i Meple NY O oo 5

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

TP YN { PR } o l.' _. .| TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
f Vool L JJG 4}“ t\ f & (¢ th((- | "‘ {_.\‘\‘(g i "ltff“'”k’:k.f_

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM . ]/

(NAICS) L 1o
51310

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 (Col. 1)
DEATHS L ~ .
(Col. G.) AWAY FROM ~ SKIN DISORDERS G
DAYS AWAY 0 WORK (Col. K.) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS 4,
JOB TRANSFER N JOB TRANSFER OR (Col. 3)
OR RESTRICTION ¥ RESTRICTION C
(Col. L) (Col. L)) POISONINGS Y
OTHER RECORD- | (Col. 4)
ABLE CASES | i
(Col. 1) HEARING LOSS -
(Col. 5)
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.

Ué’\}CL i l(i(é L Gi Y

SIGNATURE

miree Hea M £ Safody Cemplance. lispecter
o

PRINT NAME NG R D VY L K DATE | \3 1\ oo

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

2004

All establishments covered by Part 801 must complete this annually, even if no occupational injuries or illnesses occurred dunng 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

%\J‘M\A D'Q—— OOQ,L—U\T\UV'\"b’ %%\Q’ur\x}\ Q\u\*\\x \\Q-

STREET ADDRESS *
NS Thaus @u%we_:

\Q\ 5 Eose et

CITY, STATE, ZIP CODE
S oodluwm . AM.  \\amy

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

K\\]L ’Qg,pl U*—gl— \)\Q,u.\\(‘-\ x Medal \-‘\\-\Q \Qn’

NORTH AMERINCAN INDUSTRIAL CLASSIFICATION SYSTEM O O

MM aa3120 561720

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

AVERAGE NUMBER OF EMPLOYEES

o

FTOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

7,7%0

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 - il
(Col. 1)
DEATHS &
(Col. G) AWAY FROM . SKIN DISORDERS =
DAYS AWAY ~ WORK (Col. K (Col.2)
FROM WORK A :
(Col. 1 RESPIRATORY CONDITIONS =
JOB TRANSFER JOB TRANSFER OR (ol 3)
OR RESTRICTION € RESTRICTION Fe
(Col. 1) {Col. L) POISONINGS 2
OTHER RECORD- (Col. 4)
ABLE CASES I
(Col. 1) HEARING LOSS 5
(Col.5)
ALL OTHER ILLNESSES <
(Col. 6)

6. CERTIFICATION

—7

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

SIGNATURE Z

TITLE

Q\Q\r)u_,:.—\*b/

PRINT NAME Se N

A S

DATE C‘-'RIIS/ uS

T

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 O \.}
FORM SH 900.1 S0

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

Employces, 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. Sce 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 Veterinary Public Health Services Instructions on the back of the sheet.

STREET ADDRESS

40 Worth Street, Room 1522 and 1523 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

New York, NY 10013 Q (
INDUSTRY DESCRIPTION (e.g.. village fire department) )
NYC Dept. of Health and Mental Hygiene | TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 923120 and 541940 }(// (60

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)
DEATLHIS 0
(Col. Gy 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. 1) HEARING LOSS 0
€9
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

[ certify that} have exgmined this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE Mﬂf\ TITLE Associate Staff Analyst

PRINT NAME Camilo Za%ra o 2/17/05

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

All establishments covered by Part 801

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

must complete this annually,

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

b

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES

FORM SH 900.1

2004

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

ESTABLISHMENT NAME

74¢

(Mlenda

H_j\ 1|QLLQ)

STREET ADDRESS

73 L),

/’;t\-{-q Ia/"l‘i’fluey/w- /zOGMnrn—-- &Mg/ﬂ’%v
("(1_ /</V\ ?03’,%;)3— 9[:/

CITY, STATE, ZIP CODE"

Nye Yy

PR E

INDUSTRY DESCRIPTION (e.

NYyC.  Dolm

g.. village fire department)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS)q 23 790

LAY /70

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

R

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 “(”,

3. NUMBER OF CASES

4. NUMBER OF DAYS

5. INJURIES AND ILLNESSES TYPES

INJURIES o
(Col. 1)
DEATHS O ’b
(CoL G) AWAY FROM SKIN DISORDERS 8,
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0 >
_ (Col. H) RESPIRATORY CONDITIONS ,
JOB TRANSFER JOB TRANSFER OR (CoL3)
OR RESTRICTION RESTRICTION *
(Col 1) (Col. L) POISONINGS  + L
OTHER RECORD- 0 (CoL4)
ABLE CASES b
(Col. 1) HEARING LOSS
(Col.
ALL OTHER ILLNESSES
(Cal. 6)

6. CERTIFICATION

I certifyjthat T have ined this dfc
SIGNATURE /00 |

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

mme € F (- 0FFie Sve Candvs]

DATE Q/’S//o <

rrorus 0007 “Plos e

SH 900.1 (12-03)




/j
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
s N Instructions on the back of the sheet.

Buve,cwg o4 Cowmmunicable Diseas.
STREET ADDRESS VU

|28 WOYﬁZ s+ rw(% AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE .

New York, vy /o013 &7

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

N}/C er'/‘ Of /—;ng/é‘/;rj o AQ@{AL gHvaigne_ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) (1 31 1) Gl 21339 [22, 40OfF

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 ‘ﬁé‘/
(Col. 1)
DEATHS O
(Col. G.) AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Col. K. (Col.f2)
FROM WORK 4] -
(Col. H.) RESPIRATORY CONDITIONS d
JOB TRANSFER JOB TRANSFER OR @ (Col. 3)
ORRESTRICTION [0 RESTRICTION /
(Col. 1) (Col. L) POISONINGS ﬁ
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 1) HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES ©
(Col. 6)

6. CERTIFICATION

[ ccrrifoaminedy-( cument and that to the best of my knowledge the entries are true, accurate, and complete.
e o~ ~
SIGNATURE TITLE MH U) ‘e U&‘\—’

PRINT NAME \/f‘v(/\ 65:}&\@/\ cCA DATE I e O

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

H AT dral /#ea/z% Pogrons _oud Flley -

STREET ADDRESS
So /e 20

2 7‘; 5!’2’6&/%/@
) ool

CITY, STATE, ZIP CODE" 7
lNDUSTRY DESCRIP'I ION (e.g.. wlI:lge fire depnrtment)

4’ ZH"; /‘ 7
9&[)&#// J’ z /// C /47?//’7’“/ z_//(;am

NORTH AMERICAN INDUSTRIAL CLASSIF]CAT]ON SYSTEM ‘f(/
NAICS) . o o .
¢ 232100 21210 b21399

If you don’t have accurate figures, see the

Ct 7# Instructlons on the back of the sheet.
f

7 u’f’_

AVERAGE NUMBER OF EMPLOYEES

s

15,158

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

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

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

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESSES TYPES

|

_ INJURIES /
(/) (Col. 1)
DEATHS Q 7 O
(Col. G.) AWAY FROM o SKIN DISORDERS
DAYS AWAY 3 WORK (Col. K.) (Col. 2)
FROM WORK %
(Col.™H.) RESPIRATORY CONDITIONS
JOB TRANSFER C} JOB TRANSFER OR 0 (Col. 3)
OR RESTRICTION RESTRICTION o
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- l (Col. 4)

ABLE CASES
(Col. )

HEARING LOSS

ALL OTHER ILLNESSES

(Cg; 5)

(Col. 6)

6. CERTIFICATION

. . / (
SIGNATURE L AT
PRINT NAME~ AR A VALASLERG
TAMESYWOULIN

I certify that?@}:xammcd this document and lhat to the best of my knowledge the entries are trye, accurdle and complete.

fn{"fy’ j’ 47%‘ v fE w

TITLE ”f‘”’ A

//W/

DATE

\\

SH 900.1 (12-03)



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 acciisate figures, see the

0 R AL WEALV Ql‘ N it % D)3 . RQQ‘{L{‘{.I \/) Instructions on the back of the sheet.
STREET ADDRESS I Yy Y

DBUE o mnbund Bosaue. P Fles v AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE Y
BDRoov v . N VLY 32\

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

NYC  Dept § Hew Mo Montel Hqian
NORTH AMERICAN IN‘DUST@AL CLASSIFICATION SYSTEM\JJ

M 21210 Gaz120 qg_:-\ 25

TOTAL HOURS WORKED BY ALL EMPLOYEESLAST 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). Ifa category has no cases, enter “0”,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES )
(Col. 1)
DEATHS 9] '
(Col. G) AWAY FROM SKIN DISORDERS
DAYS AWAY y WORK (Col. K) (Col. 2)
FROM WORK i
(Col. H) RESPIRATORY CONDITIONS Q
JOB TRANSFER JOB TRANSFEROR Q) (CoL3)
ORRESTRICTION _ @ RESTRICTION 0
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (ColL 4)
ABLE CASES 9]
(Col. 1) HEARING LOSS 2
(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.

SIGNATU > TITLE D

PRINT NAME S Y \lp o LJ'S\;(roQAw’\\ DATE _2 - | . n¢

SH 900.1 (12-03)



MAR-B2-200> 12:28 P.a3

STATE OF NEW YORK

Divisien of Satety and Fealth
DEPARTMENT QF LABOR

Publiv Employ2e Safsty and ifealt: Buraay
State Otfice Campus

Building 12. Room 138

Albany NY [2240

SUMMARY OF WORKRELATED
INJURIES AND [LLNESSES
FORM 511 900.1

Al esablisiments cevered by Pan 301 musc contpiate this aanvally. evenil pe gesupaticnal inucies or ilnesses accurred during the vea.

Employees. formur emplivees. and their represenatives have the dght w foview this form. The also have limited aceess o the Log (SHOM) or
1 sguvaient. Sev 80133 and iast-etivas for further derils on acesss proviswus for these forms.

L ESTABLISHMENT INFORMATION & EMPLOYEINT INFORMATION
ESTABLISHMENT NAME If'you don’t have accurate (igures, e the
OR ft- HEALTH PRocRARS J Poticy. Reciou) SRSl e WO GE A

STREET ADDRESS
600 W (6P ST ~ DEWTAL CLINIC AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE

L WM Yerie WY log3z | 3
INDUSTRY DESCRIPTION (cug.. village fire deparment)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST TEAR
VMYC DoHm L
| NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM .
(NAICS) B 85 4250
21210 923120

Enter the column totals from the Log of Occupational [njuries and Dinesses (SH 500) For each category (colunin labels undersach Jine
correspond to the elumns on the Log). I curegory has na tases, enter *07,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5 INJURIES AND ILLNESSES TYFES
INJURIES /
DEATLS 4 ' i catn
(Cok G AWAY FROM | Z SKIN DISORDERS
DAYS AwAY ’ WORK (Col K [Cab2)
FROM WORK .
(Cal H) RESPIRATORY CONDITIONS ¥
JOD TRANSFER 0 JOB TRANSFER OR Cakb
OR RESTRICTION RESTRICTION o _
(Cel. 1) (Cul. L) FOISONINGS 0
Q'TIIER RECORD. Calfy
ADLE CASES -
(Col. J)) HEARING LOSS
{Cal5y
ALL OTHER ILLNESSES
ICnl.g]

6. CERTIFICATION -

1 cernfy that [ have examined this document and that to the bust of my knewledge the eatries are irue, aceurare, and complete,

’

SIGNATURE _g';!a{_&/@v TITLE Lg,um{_M‘
PRINTNAME __ 1 QR4 LE Wis DATE 1 [rfor

e

ST 900.1 (12-03)

TATOI D AR



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 909.1

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 [f you don’t have accurate figures, see the
Bureau of Operations, Homecrest District Health Center Instructions on the back of the sheet.

STREET ADDRESS

1601 Avenue 'S' AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Brooklyn, New York 11229 4

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

New York City Department of Health & Mental Hygiene TOTAL MOURS WOREEDIEN ALL EMMOYRES e EaR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 7535
B, . S8

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

6. CERTIFICATION

[ certify that [ have examined this dogument and that to the best of my knowledge the entries are true, accurate, and complete.
- Health Service Manager
SIGNATURE Eﬁﬂ\i - TITLE g

T

PRINT NAME BUrt Roberts DATE 01]'2.3! b3

SH 900.1 (12-03)



Division of Safety and Health

Public Employee Safety and Health Burcau
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 Do on L—l Fi:-‘du‘u\[ nisehotte If you don’t have accusate figures, see the
DO!\{'N H (: } r.\, [ { ( arﬁ e = Instructions on the back of the sheet.

STREET ADDRESS >
Ao Dot TSIT u._?‘(,’ Koo [(1O AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE 7 s

AV ) N =T Y > O

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

/Y)C, D‘/_—:)T- 5{) /'Xc'-é ‘\-rﬂ\ ,‘{ )W‘Mf}#;‘j /»é_l cr fo ¢E£TAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICA&N INDUSTRIAL CLASSIFICATION SYSTEM @/ ci O
(NAICS 6 / 6
]?2 3120 4

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
Col. 1
DEATHS © . P
(Col. G) AWAY FROM - SKIN DISORDERS o
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK @, =¢
(Col. H) RESPIRATORY CONDITIONS il
JOB TRANSFER - JOB TRANSFER OR O (CoL3)
OR RESTRICTION s RESTRICTION
(Col. 1) Col L) POISONINGS o
OTHER RECORD- - ‘ (Col 4)
ABLE CASES & O
(Col. ) HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES S
(Col. 6)

6. CERTIFICATION

ertify that I have cxaminitxhis document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE L - \(A, (& ~~e— TITL@\\F&(’&_G‘ <_

PRINTNAME;&M‘E-\&.L-\‘\A@N\ON DATE _Q -2 -0%

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 Immunization-Corona Health Center

STREET ADDRESS
34-33 Junction Boulevard, 1st Floor

CITY, STATE, ZIP CODE
Corona, NY 11372

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 903120 621399

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

|‘1, 250

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
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY i WORK (CoL. K)) (Col. 2)
FROM WORK C
(Col. 1) RESPIRATORY CONDITIONS 0
JOB TRANSFER 5 JOB TRANSFER OR (Col.3)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L. POISONINGS 0
OTHER RECORD- (Col. 3)
ABLE CASES
(Col. 7) HEARING LOSS 0
(Cal.5)
ALL OTHER ILLNESSES D
(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 i

i)

TITLE Staff Analyst

PRINT NAME Robert Young

paTg 1-31-05

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 Immunization-Kew Gardens Office

STREET ADDRESS
120-34 Queens Boulevard, 3rd Floor

CITY, STATE, ZIP CODE
Kew Gardens, NY 10415

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 903120 621399

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

12 3250

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 .
(Col. G) AWAY FROM O SKIN DISORDERS 0
DAYS AWAY , WORK (Col. K) (Col.2)
FROM WORK D
(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 @)
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES o
(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.

’ >
e

SIGNATURE

L Staff Analyst

PRINT NAME_RoDert Young

pate 1-31-05

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 Immunization-Central Harlem Clinic

STREET ADDRESS
1727 Amsterdam Avenue, 3rd Floor

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

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

New York, NY 10031 2 7

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

New York City Department of Health & Mental Hygiene TR PR e RO LB PO Che B O

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS)

.
923120 621399 2 .0 OL

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 @)
5 (Col. 1)
DEATHS -
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY = WORK (Col. K)) (Col. 2)
FROM WORK 2
(Col. H) RESPIRATORY CONDITIONS 2
JOB TRANSFER 5 JOB TRANSFER OR {Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- - {ColL 4)
ABLE CASES O
(Col. 7) HEARING LOSS 0
(Col. )
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 e el e Staff Analyst

PRINT NaME _Fi0Dert Young patg 1-31-05

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 Immunization-Chelsea Health Center

STREET ADDRESS
303 9th Avenue, 1st Floor

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
( ) 923120 621399

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

AVERAGE NUMBER OF EMPLOYEES

7

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

PIR-1x

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
(Col. G)) AWAY FROM 180 SKIN DISORDERS 0
DAYS AWAY 3 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. I) (Col. L) POISONINGS 0
OTHER RECORD- 0 (Col. 4)
ABLE CASES
(Col. ) HEARING LOSS 0
g5
ALL OTHER ILLNESSES _ v
(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 e mirLe Staff Analyst
PRINT NAME R0bert Young pATE 1-31-05

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 Immunization-Public Health Lab / Vaccinge £or Ch Ud s

STREET ADDRESS
455 1st Avenue, Room 154

CITY, STATE, ZIP CODE
New York, NY 10016

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

N
(NAICS) 923120 621399

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

AVERAGE NUMBER OF EMPLOYEES

| H

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

24 THS

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

DEATHS 0
(Col. G)

DAYS AWAY

FROM WORK 2
(Col. H)

JOB TRANSFER 5

OR RESTRICTION
(Col. 1)

OTHER RECORD-

ABLE CASES 0
(Col. 1)

AWAY FROM o7
WORK (Col. K)

JOB TRANSFER OR
RESTRICTION 0
(Col. L)

5. INJURIES AND ILLNESSES TYPES
INJURIES 2
(Col. 1)
SKIN DISORDERS 0
(Col. 2)
RESPIRATORY CONDITIONS 0
(Col. 3)
POISONINGS 0
(Col. 4)
HEARING LOSS 0
(Cﬁl. 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

F .4 "3_..’-__'1 e 2 i

TITLE Staff Analyst

PRINT NAME Robert Young

DATE 1-31-05

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 Immunization-Tremont Health Center

STREET ADDRESS
1826 Arthur Avenue, 1st Floor

CITY, STATE, ZIP CODE
Bronx, NY 10457

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS
(NAICS) 503120 621399

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

i, 250

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 ) SKIN DISORDERS 0
DAYS AWAY o WORK (Col. K.) (Col. 2)
FROM WORK L
(Col. ) 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 O
(Col. 1)) 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 =

TITLE Staff Analyst

PRINT NAME Robert Young

pATE 1731-05

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 Immunization-Central Office

STREET ADDRESS
2 Lafayette Street, 19th Floor

CITY, STATE, ZIP CODE
New York, NY 10007

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City 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

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

12 H 25D

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 112
(Col. G) AWAY FROM SKIN DISORDERS 0
DAYS AWAY -. WORK (Col. K)) (Col. 2)
FROM WORK
(Col. 1) RESPIRATORY CONDITIONS O
JOB TRANSFER a JOB TRANSFER OR (CoL3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L.) POISONINGS 0
OTHER RECORD- _ (Col. 4)
ABLE CASES O
(CoL 1) 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 e TITLE Staff Analyst
PRINT NAME HObert Young paTe 148105

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 "}, U2 (L 5%\ [T)&{Q"—na'\ Infunt If you don’t have accurate figures, see the
o 4 } . ’J k2 . N N + h\ 2

J Rip (t&,‘u;({"-k‘f;- Hml% _ M QU—?HGY(\ ’Pj oje L‘t Instructions on the back of the sheet
STREET ADDRESS !

HE5 THROOL Avz 12! [ lob v AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE .

ALobklyn . vy IR o

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

f“iﬂu}- \\JO‘S‘Q CU’FL( :DLP“\' t(,D 'l'\(’_O_HQ\_ 91 {”Qﬂ‘l’ﬁ‘,\ quq {Gt‘ Q_T?T.-\L HHOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICANINDUSTRIAIFCLASSIFICATION SYSTEM L

(NA[CS)C1Q,5\:;}-{) Qsilhl'\QT) . /0[ 500

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 gl 15

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 0
/0 (Col. 1)
DEATHS /O
(Col. G) AWAY FROM SKIN DISORDERS O
DAYS AWAY © WORK (Col. K) (Col.2)
FROM WORK
(Col. H.) RESPIRATORY CONDITIONS v
JOB TRANSFER 0 JOB TRANSFER OR Q) (CoL3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col. 9
ABLE CASES
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 8
(Col. 6)

6. CERTIFICATION

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

SIGNATURE _ S0 [y oy l) MM@ TITLE prL) Datehs

Yl T

U/ —
PRINT NAME /-j,{ STel ey, "S- DATE ’/} i /03

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 Operations, Homecrest District Health Center Instructions on the back of the sheet.
STREET ADDRESS

1601 Avenue 'S’ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Brooklyn, New York 11229

4
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) 7535
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]
o (Col. 1)
DEATHS 0
(Col. G.) AWAY FROM SKIN DISORDERS O
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS O
JOB TRANSFER o JOB TRANSFER OR o (Col. 3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS 0]
OTHER RECORD- 0 (Col. 4)
ABLE CASES . "
(Col. 1) HEARING LOSS
(Col.é)
ALL OTHER ILLNESSES '
(Col. 6)

6. CERTIFICATION

I certify that I have examined this dogument and that to the best of my knowledge the entries are true, accurate, and complete.
i Ith Service a
SIGNATUREW g Heath Manager

PRINT NAME Burt Roberts DATE b 1)'1'«1 b3

SH 900.1 (12-03)




STATE OF NEW YORK

Division of Safety and Health
DEPARTMENT OF LABOR

Public Employee Safety and Health Bureau
State Qftice Campus

Building 12, Room 138

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complete this annually, even if no occupational injuries or iHnesses 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
Instructions on the back of the sheet.
Doecoditns - (seaphes

STREET ADDRESS

_é_;l 0{' s %—!— rQ.rr\ \ 027 AVERAGE NUMBER OF EMPLOYEES
Y, ST

ATE, ZIP CODE

e Ve, M\l L 00\3 | a

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

: TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YE/
7\')‘{(\, \l\f’nsr o5 L&eq {\\‘ﬁ,\ "(”MEA'G/\ u‘_uqteqe’ | § LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM® ¥

ONICS e 930

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 C
(Col. G) AWAY FROM O SKIN DISORDERS o,
DAYS AWAY WORK (Col. K) (Cal. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS QO
JOB TRANSFER JOB TRANSFER OR (Col. )
ORRESTRICTION ___ O RESTRICTION
(Col. 1) {Col. L) POISONINGS
OTHER RECORD- (Col. 9)
ABLE CASES
(Col. J) HEARING LOSS &)
(Col_3)
ALL OTHER ILLNESSES (@)

(Col. 6)

6. CERTIFICATION

[ ccrti[yzm) &we cxammed this dzmmt and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE TITLE PAA

PRINT NAME c.l\ﬁ‘ﬂ—mp ,}Lgf;/ DATE 97///0(

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Emplovee Safety and Health Bureau
State Cffice Campus

Building 12. Room 133

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 . 2 Instructions on the back of the sheet.
Dpen Hows - QE’_OTDd.u C:\-nSm L,\_n;“\-

STREET ADDRESS

VA< We e S‘% _2(-)5@ " AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Neas Mo, A 10013 ' \3

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

m\L C, hp D+. ?’& \L%\XCL . ‘1\& ﬁﬁ | \;\a q\l en.e TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM * &

NAICS) 55 2997 -+ 293 ! : 2% 3' SO

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

ALL OTHER ILLNESSES

(Col. 6)

6. CERTIFICATION

[ certify phat | | vc (:‘(ammcd this dogfliment and thy

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

SIGNATURE TITLE /0/4 A

PRINT NAME O/Lh s-(-r al. /jrén DATE 2// /0 (‘

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
g Building 12. Room 158
e 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 [f you don’t have accurate figures, see the
B E I: E . ! ‘ 2-\5 < , 9 a * \ Instructions on the back of the sheet.
STREET ADDRESS
\\ n M AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP COD

Neoy Yk, Ny loody | AR

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

- TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
N C Bmu“\m&&_’tﬂ\'}é\_smm&%m.
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) . ot L : 49 .0
9Q23i20 5410 54 1990 \—Q—aﬁib*

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 0 a
(Col. Gy AWAY FROM 8 SKIN DISORDERS
DAYS AWAY L{ WORK (Col. K.) (Col. 2)
FROM WORK
(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
(Col. 1) HEARING LOSS 0
(Col.5)
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 'L]A',_/L_?{/ TitLe . ASST (o mm 3510 ner
PRINT NAME Jessrvow \q&.qv.b\n“ DATE l{z,!u)’"

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

_— PR = - i i
ESTABLISHMENT NAME Jouteliwt CF THE Uontvol

PBROWNSVILLE CHESQT CENTER

STREET ADDRESS

2hY BRiISTOL SIREET

4 £ |sor

CITY, STATE, ZIP CODE
A ALY -

B RIDKLYN NN/

INDUSTRY DESCRIPTAON (e.¢.. village fire department)

RYC Dopt ) tealle 8 Martel Ugaiag

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM 1/

NAICS " -
A a9219d (:21.290

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

AVERAGE NUMBER OF EMPLOYEES

X

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

117160

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 Q..
(Col. 1)
DEATHS
(Col. G)) AWAY FROM O SKIN DISORDERS
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK O C)
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER @ JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION O
(Col. L) (Col. L.) POISONINGS
OTHER RECORD- O (Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS
(Caj=%)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
i e
=
I certify ave exa this document a at to therhest of my knowledge the entries are true, accurate, and complete.
SIGNATURE TITLE CE\G{EQ Ac‘ M IN@QJ\VF M 9 Q.
PRINT NAME e {\D\E’ 24 P\D uﬂh DATE '-I%IOS

SH 900.1 (12-03)



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 '\AME ) If you don’t have accurate figures, see the
‘ X F Instructions on the back of the shect.
%LL{Q_M\ &, OH{( ! SN D 'LL.'\ EATIES bJ. x4 h[fff C-If' nstractions s Sl
STREFT ADDRESS ) tealdl. Cexter
Magies S
51 MNapier Stieed AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP €ODE

?Dv"oo KWL VY eoe L{

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

NYC TDepl g Hea bt & Mawdol HHOI'ULL

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INPUSTRIAL CLASSIFICATIO\' SYSTEM

(NAICS) q}:/’;l,lD 5(1:"7-20 C\zlLDD

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

6. CERTIFICATION

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

¢ -
SIGNATURE Uae {?‘xubﬂ.—ﬁ mirte _ C T
PRINTNAME _Lr2n¢ ks DATE /,//'?’/U 5

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABCR

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 i]lnesses 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

ight to review this form. They also have limited access to the Log (SH-900) or
cess provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

n

Instructions on the back of the sheet.

ESTABLISH 7T NAME 0/ — ARl L,)\( ulluiuu(tfh(ﬂ; If you don’t have accuate fi figures, see the
( j ne. 74~

AVERAGE NUMBER OF EMPLOYEES

(g

NYC Dematmant of f

STREET ADDRESS

/25 (ot %Jr En 239
CITY, STATE, ZIP CODE

New o b N /003
INDUSTR DESCRIPTION (egl wi rrdepartme

/%/ﬁa.? Harene

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

(NAICS) L HD

NORTH AMERICAN lNDUSTRJAL CLASSIFICATION SYSTEM

9360

Enter the column totals from the Log of Occu
correspond to the columns on the Log).

pational Injuries and Illnesses
If a category has no cases, enter “0”.

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
DEATHS
(Col. G.) AWAY FROM SKIN DISORDERS { )
DAYS AWAY ] WORK (Col. K) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Co%)
OR RESTRICTION RESTRICTION
(Cal. 1) (Col. L)) POISONINGS ( 2
OTHER RECORD- (CoL 4)
ABLE CASES
(go R HEARING LOSS E )
(Col .5;
ALL OTHER ILLNESSES
(Col.
6. CERTIFICATION
I certify that iave ezamined this document and that to the best of my knowledge the entres are true, accurate, and complete.
SIGNATURE TITLE P/Z”'é

PRINT NAME «Q’/ ey 17eq

(/)5

DATE

SH 900.1 (12-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safety and Feulu: 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

7

[25 (WA SE R

=Ty ~ i
ESTABLISHMENT NAME [?Y'U_LLL 63, Lo MMUN T Cat &y
ea/th Medio. & Hackehng
STREET ADDRESS

CITY, STATE, ZIP CODE

b VK NY 10013

INDUSTRY DESCRIPTIO

NYC Degartmon

oLl H Hosene

NORTH AMERICAN INDUSTRJAL CLASSIFICATION SYSTEM
NAICS ) g
R 519190

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

AVERAGE NUMBER OF EMPLOYEES

/ 2

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

/9 70

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

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESSES TYPES

p
(Eé H.)
JOB TRANSFER
OR RESTRICTION é )
(CoL 1)
OTHER RECORD-
(c@. T)

JOB TRANSFER OR
RESTRICTION

o,

(Col. L.)

ABLE CASES

INJURIES
7 (Col. 1)
DEATHS
(Eéu T6) AWAY FROM & g SKIN DISORDERS (D
DAYS AWAY WORK ( ) (Cal. 2)
FROM WORK ii

RESPIRATORY CONDITIONS

POISONINGS

HEARING LOSS
ALL OTHER ILLNESSES

6. CERTIFICATION

I certify that I have examined this document and that 1o the best of my knowledge the entries are lrue, accurate, and complete,
SIGNATURE TITLE /7 Ao

1 /2¢/or

DATE

/ S
LPR.!NT NAME _ O v ia Vit 4

SH 900.1 (12-03)



Division of Safety and Health

Public Employee Safety and Health Bureau
“tate Office Campus

Building 12. Room 158

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 illnesses oceurred 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. ESTABLISI_‘;[j‘\SIEN]/: INFORMATION 2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME

" imeniCd

2
AT of

S pmeon

Lol

STREET ADDRESS

745 (/(_/Z’j/%

Zﬂt /0/7//7

CITY, STATE, IP?W, T

Moo Vir

WLIE

W byt

fire department)
(Hoite] Wgrene

'NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS)

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

AVERAGE NUMBER OF EMPLOYEES

(o

[
TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

7/7—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 “0”,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES/;)
INJURIES (%
6 (Col. 1)
DEATHS @
(Col. G) AWAY FROM SKIN DISORDERS ( 2
DAYS AWAY WORK (Col. K) (CoL. 2)
FROM WORK (é ;
(CobHY RESPIRATORY CONDITIONS 6 7
JOB TRANSFER JOB TRANSFER OR (Col3)
OR RESTRICTION RESTRICTION Z )
(CoL I) (Chi-1) POISONINGS ( 2
OTHER RECORD- (CoL4) -
ABLE CASES ik
(Col—T, HEARING LOSS [ )
(Col.5)
ALL OTHER ILLNESSES

6. CERTIFICATION

I certify that [ bave ‘e{mm:‘n
SIGNATURE

p—

PRINT NAME

OLtvrn MZgn

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

TITLE frHte

DATE __{/ZZ 6//0\3’

SH 900.1 (12-03)




Division of Safety and Health

Public Employee Safety and Health Bureay
State Office Campus

Building 12. Room 158

Albany NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
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 formns.

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

If you don’t have accusate figures, sce the
Instructions on the back of the sheet.

Esmnusmﬁgr NAME AL g o}\ Coo mmui ( CRUIENS
N

25" Ut | fm %29

CITY, STATE, ZIP CODE '

MJ%%Q@E&R{PT&{V (é{g.. vﬁagfa /f rtment)

v Dﬂmn%m” fﬂﬁ#.ﬁ/}zz / /’%/474? / %/a/fﬂ/
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM/
(NAICS) %""' 220

AVERAGE NUMBER OF EMPLOYEES

/
TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

13, 300

Enter the colump 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
Leog.
INJURIES
@,, (Col.1)
DEATHS
(Col. G) AWAY FROM Q SKIN DISORDERS C~
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK ‘_(%
(Col ) RESPIRATORY CONDITIONS ,@
JOB TRANSFER ~ JOB TRANSFER OR ol 3)
OR RESTRICTION ( 2 RESTRICTION
(Col. I) {Col. L) POISONINGS _CQ:
OTHER RECORD- (CoL 4)
ABLE CASES
(Col. 1) HEARING LOSS é ) -
(€ol.3)
ALL OTHER ILLNESSES _&
(Col. 6)

6. CERTIFICATION

I certify th this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE — TITLE —fjf!’( B

PRINTNAME S/ /& My a

SH 900.1 (12-03)

o ¢ —

DATE

#/zg/o <




Division of Safety and Health

Public Employee Safety and Health Bureay
State Office Campus

Building 12. Room 158

Albany NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
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. ESTABL]SHME\T ]NFORMAT]ON

2. EMPLOYENT INFORMATION

}e TABLISHMEN NAME JU

Lo Oﬂ5

' a///f///) ofhee.

If you don’t have accurate fi igures, sce the
Instructions on the back of the sheet.

STREET ADDRESS

mséﬂ
/23" (Wn

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE ’ Q/VL /ﬁé/ﬁ
AJeco Yok, WY Joor3

7

INDUSTRY DESCRIPTI N (e.g.. village fire department)

WC ogprfron? of

Hea [ & Ylendal {Jg{fm'ﬂ

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

—

(NAICS) 42231 2.0

NORTH AMERICAN INDUSTR]AL CLASSIFICATIUN SYSTEM

//)/ gz0

Enter the column totals from the Log of Occupational Injuries and Illnesses
correspond to the columns on the Log). Ifa category has no cases,

(SH 900) for each category (column Iabels under each line
enter “0”,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYFE%
INJURIES o2
3 (Col. 1)
DEATHS o~
(Col. G.) AWAY FROM SKIN DISORDERS f Q o
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK K 2
(Col. H)) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR e (Col 3)
OR RESTRICTION K l RESTRICTION ;
(Col. 1) (Col. L)) POISONINGS
OTHER RECORD- ‘ (CoL4) |
ABLE CASES =
(Col. 1) HEARING LOSS
(Co
ALL OTHER ILLNESSES L —
(Cot6)
6. CERTIFICATION
I certify have examiped this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE TITLE ?& 6
PRINTNAME __ O4¢v7 8 11€ 0 DATE -?—/Z:‘-' / 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
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 "%L 3L CLA

j T8 Contra ( * ], - !fyoudon’t have accurate figures, see the

oy 1 i he back of the sheet.
gd\l_LC &6 C(" I /LLJ,\ _ALLml - Ak nstructions on the back of the sheet
"STREET ADDRESS ,
o 7
252 Brono(wfq u{ . T % [¢D Y AVERAGE NUMBER OF EMPLOYEES
T

CITY, STATE, ZIP CODE J

New York ., N 10007 &

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

‘r\—\&ja “_‘Dwf (SJ | ” Q(L[@«Qﬁjuioﬁ c{ ;q i“QzLﬂ’__, TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL ELASSIFICATION SYSTEM | |

MM9g92 190 £L21399 1.010

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

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

6. CERTIFICATION

I certify ‘t:lj‘vave exa/:? thig dpcument and that to the best of my knowledge the entries are true, accurate, and complete.

SIGNATURE nme AS A

PRINT NAME \/A/&HL (UNM DATE /;1/‘5’//5,y

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safetv and Health Bureau
State Office Campus

Building 12. Room 1338

Albuny 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 oceurred 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.

I. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NaME VETERINARY AND PCST
COMDTRO L. SERVICES —CeNTRAL

STREET ADDRESS
(25 WokTH STREET, KooMm (0|9

CITY, STATE, ZIP CODE
NEW YORK ,NY  ([Cce1 3

INDUSTRY DESCRIPTION (e.g.. village fire department) -
NEw YORK CiTY OEPARTMENT OF HEALTH
AND MEN TAL MYGIENE

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) .
23120 _ _

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

OfFfFiCe
AVERAGE NUMBER OF EMPLOYEES

@

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

(1,385

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

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

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

6. CERTIFICATION

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

TITLE /Zﬂj @m[{r )%T‘/rﬁiaj"

[ certify that [ have cxw this document and that to the
SIGNATURE ¢ ’/)e,ZuL Clii
Leliaw /

PRINT NAME

////Aoac‘s_

DATE

/[ Gngpue
J

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 B3 W2 Gl ®F 2 Ny Tall i If you don’t have accuhate figures, see the
Adl 4 foc-j\ ve T j;;(_,,}-‘_{/ : Instructions on the back of the sheet.
STREET ADDRESS 77
/ ‘//’ 5“' /IT{T"

o Jehkn D). | . AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE 5 4 .

NY /N Y [©03 ) T

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

NYC Dept & Hea Mec & Montal g tene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM || —] / 7 :)' ~
(NAICS) _ o : A
2419 521D

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
INJURIES i
i (Col. 1)
DEATHS el ,
(Col. G.) AWAY FROM SKIN DISORDERS b
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK ' :
(Col. H) RESPIRATORY CONDITIONS C
JOB TRANSFER JOB TRANSFER OR > (Col 3)
ORRESTRICTION (. RESTRICTION ~
(Col. 1) (Col. L) POISONINGS f
OTHER RECORD- P (Col 4)
ABLE CASES _
(Col. 1) HEARING LOSS —
(Col.5)
ALL OTHER ILLNESSES o
(Col. 6)

6. CERTIFICATION

/ i

I certify that I have examined this document and thatto the best of my knowledge the entries,are true, accura{e, and complete, _
/ ¢t/ ) y, -

—~ = / 7 ./ 7 s
P A 357 ¥ A p 1 < Flle g v oY= A S
SIGNATURE (. JARK o o flleck //” bkl TITLE // Jo 0 LT LS

ARLEDS PAUL A (LEK -~ O .

PRINT NAME &/ DATE - >

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR,

Division of Safety and Health

Public Employec Safety and Health Buregu
State Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURJES AND ILLNESSES
FORM SH 900.1

All establishments covered by Par §0] M8t complete this annually, even if no secupational infuies or illucssea ocourred durin g the year.

Employees, farmer employecs, and their representatives have the night to review this

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

its cquivalent Sce 801.35 and instructions for futher details on atccess provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

M'C«& Df'(/'ﬁ/ 2

ESTABLISHMENT NAME (. @f-

Medical Exariner
Wﬁm—
Builo ing, Ropk 302

CITY, STATE, ZIP CODE ¥
BRoo! Y 11603

INDUSTRY DESCRIPTION {e.g.. village fire d¢partment)

of Heglth avs freatal Hygien

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

613920

If jrou don't have accudate figures, see the
Instruetions on the back of the sheet.

AVERAGE NUMBER QF EMPLOYEES

e

TOTAL HOURS WORKED BY ALL EMPLOYEESLAST YEAR

67600

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

correspend to the columis on the Log). If 2 category has mo cases, enter ¥,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES '
.{CelL 1
DEATHS @ s
L ey AWAY FROM O SKIN biSORDERS V)
DAYS AWAY O WORK {Cal. K) {Col. 2y
FROMWORK _ O
(CoL W) RESPIRATORY CONDITIONS o
JOB TRANSFER 0 JOB TRANSFER QR d (Cel 3)
OR RESTRICTION RESTRICTION
(Col 1) o) POISONINGS &
OTHERRECORD- ) (CoL @
ABLE CASES
a3 HEARING LOSS 2
CoLs
ALL OTHER ILLNESSES !
{Cel 6) J
6. CERTIFICATION
I cenify that [ have examined this document and that to the best of my knowledge the entrics are truc, accurate, and complete.
SIGNATURE /Z‘ﬁ" TiTLE DeR . % Mﬁ ) and 5@%

oate _ Ll 28 0§

PRINT NAME /3 oS L‘\b-o Ro C[

SH 900.1 (12-03)

¢0'd 9p:T1 S00C ¢ 494

:XeS



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safery and Heslth

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY (2240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH %00.1

All establishments covered by Part B[ must complete this anoually; even if no occupational injurics or ilinesses occurred during the year.

Employees, former employees, and their represeniatives have the right to review this form. They slse have limited access to the Log (SH-900) or
its equivalent. Sec 801.35 and instructions for fuyth¢r details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

P |
ESTABLISHMENT NAME {/£77

Hed

STREET ADDRESS

amd East

H
CHESECRL R
CITY, STATE, ZIP CODE
Bpovx VY, 1096/

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

{NAICS)

Dok T % mé Heallh aud Heatnl Hugioné
NORKTH AMERICAN INDUS AL CLASSIFICATION SYSTEM

€13970

If you don’t have a¢cudPate figures, sce the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

3

TOTAL HOURS WORKED BY ALL EMPLOYEESLAST YEAR

Y9660

Enter the column totals fram the Log of Occupational Infuries and Ilnesses (SH 960) for each category (column labels undep ¢ach line

carrespond 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 ILLNESSES TYPES
INJURIES
el 1
DEATHS i & 4 {Col 1)
(Col. G) AWAY FROM f SIGN DISORDERS &
DPAYS AWAY WORK (Col K) (Cel. D)
FROM WORK
Col. H) RESPIRATORY CONDITIONS 9]
JOB TRANSFER JOB TRANSFER OR oL
ORRESTRICTION ___ (0 RESTRICTION O
(CaL. 1) ) POISONINGS 2]
OTHERRECORD- ¢ ¥
ABLE CASES e
L) HEARING LOSS 1
(C:bs}
ALL OTHER ILLNESSES
CL §)
6. CERTIFICATION
I centify that lwed thig deewrmsnt and that to the best of my kmowiedge the entries are true, accurate, and complete,
SIGNATURE . ) e D2, .ﬁ;i{ fealliy and cﬁ}fﬂ &f;?
PRINT NAME ;U_C’SUéf?'é‘?q/ vate O/ 2.5 08
SH 900.1 (12-03)

¢0'd 2p:iT11 S00C ¢ Q294

H=E



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 904.1

All establishments covered by Part 801 qys{ complete this appually, even if no occupational injuries or illaesses oteurred during the year.

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

its equivalent. See 801.35 and instructioas for further details on access provizions far these [orma,

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME ()7 ez oF THiE
rMedicgl Examinei

STREET ADDRESS gdg‘:ggégéc/ ‘525‘)&&8’

H (flolin G-
CITY, STATE, ZiP CODE v

Queens, V5, 11438

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

(NAICS)

Q%Mﬁ eAy- %éﬁe&éﬁr and Mengal Hegede
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

613970

If you don't have accithate figures, gee the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

i ¥4

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

LS 000

Enter the column totals fram the Log of Qccupativnal Injurics and Hluecssea (SH 200) for cach category (column labels vader each line

sorrespond 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 A
0 ‘ (Cal 1)
DEATHS ..
(ol Gy AWAY FROM _@2 SKIN DISORDERS B
DAYS AWAY WORK (Col. KK) {Col. 2)
FROM WORK (_j
(Col. H) RESFIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR Py, (CoL 3)
OR RESTRICTION RESTRICTION 2
(Cal. 1) (Cok L) POISONINGS o)
OTHER RECORD- {Col 4)
ABLE CASES s
(Col 1) HEARING LOSS 7
(Col. %)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

SIGNATURE

I centify that ! haye exanﬁnfg'@is document and that to the best of my knowledge the entries are g, &¢vurate, snd complete,

e
PRINT NAME 9siboeed

oate O/ 25 DS

mirLe D1 L. t}#r‘/&é’éf/f ond S Q_?!&ﬁﬁ

SH 900.1 (12-03)

S0°d LpiTT S00C ¢ Q=4

P Xe4



Divisien of Safety and Heaith

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 5H %00.1

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

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

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

If you don't have accudate figures, gee the

ESTABLISHMENT NAME p
Instructions on the back of the sheet.

ice of-¢ht
_m_%ﬁ.w%%__i__
STREET ADDRESS 5/6‘9 .._52‘(5 £
Seaview MOR(capy
CITY, STATE, ZIP CODE

Staten Lslawd WY, /p3/Y //

T T TS S MmO S T
INDUSTRY DESCRIPTION (e.p.. vlllage fire deptrtm“t)

AR IMENT of [Health end Heafol 1

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

MM 623990

Enter the column totals fram the Log of Occupational Injurles and lllnesses (5H 300) for each category (column labels under exch line
correspond to the columna en the Log). If a categery has o cases, enter “0".

AVERAGE NUMBER OF EMFLOYEES

/dp TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

/0 920

3. NUMBER Oi? CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
S T mauriEs &/
DEATHS 59 e
{Col G) AWAY FROM ____0_ SKIN DISORDERS Q
DAYS AWAY 0 WORK (CoL X} (Col. )
FROM WORK _
(Col H) o - RESPIRATORY CONDITIONS O
JOR TRANSFER JOR TRANSFER OR {Cal 3}
OR RESTRICTION L/_ RESTRICTION (]
(Cal. 1) (Col L) POISONINGS Q
OTHER RECORD- 0 (Col. )
ABLE CASES v
{Col 1) HEARING LOSS 0
(Col 3)
ALL OTHER ILLNESSES a
(Cal.§), ..

6. CERTIFICATION

1 certify that L hyve ex lwu document and that to the best of my knowledge the mtnr.a &re true, accurate, and complote,
SIGNATURE > TITLE Ved LLJ? MI/ St #9
PRINT NAME gﬁf@é L 04?/ DATE Jﬁ/ ﬁj‘ A9

S 900.1 (12-03)

70"d r:T1 S00C ¢ @ed i XES



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 AS.Y. C. DEPT om HeALTH

= oF =) S
STREET ADDRESS

L 55 /.sj" Avevve Flsors Bfi«r'cifjf/;zﬁ

CITY, STATE, ZIP CODE

Y. e N.Y 0016

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

NYC Dopt 8 Hoo M. € Flental Hgrand
NORTH AMERICAN ]NDL@TR}AL CLASSIFICATION SYSTEM _{_/ ]

306215/, 621399,5 91380, 541710

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

AVERAGE NUMBER OF EMPLOYEES

203

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

360, 670

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 0 / ? (o] O
(CoL. G) AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 7
(Col. H) RESPIRATORY CONDITIONS
JOB TRANSFER 0 JOB TRANSFEROR /) (Col.3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col. 4)
ABLE CASES O
(Col. 1) HEARING LOSS
(Cel 5)
ALL OTHER ILLNESSES &/
(Cal. 6)

6. CERTIFICATION

SIGNATURE 06/-244.4/ WM

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

TITLE W W

pRINTNAME P/ AN 4 [U{/.Sock.;

DATE /- 1§ 05

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 pDURERWL  0Y 5S¢ dp oL HEALTH If you don’t have accusate figures, see the

QL CENS S0 U OL HEAITH REGONH L. OFCICE Instructions on the back of the sheet.
STREET ADDRESS

N 7N
(20 -3¢  Quegy £7 Pevn AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
. \ .
dz barpins NS e 2 41l A,

INDUST]IIY DESCRIPTION (e.g.. village fire department)
NSC DEPT_OF MEALTH 6 MENTAL HYclEnE

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS) . o , ‘ ) 2o
(  adiio ,_ 02U, ,21399 §22i20 732 7200

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 “(”,

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
o (Col. 1)
DEATHS CJ 7
(Col. G) AWAY FROM 7 SKIN DISORDERS )
DAYS AWAY WORK (Col. K) (Col.2)
rrRomwork /(0 .
(Col. H) RESPIRATORY CONDITIONS (&)
JOB TRANSFER O JOB TRANSFER OR (CoL3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L, POISONINGS O
OTHER RECORD- ,_* (Col 4)
ABLE CASES i
(Col. J) HEARING LOSS P,
(Col.5)
ALL OTHER ILLNESSES )
(Col. 6)

6. CERTIFICATION

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

SIGNATURE r:/ %4/ on TITLE Meﬁ;wm« e
£ = L2/
PRINT NAME LD e DATE /19 /085

SH 900.1 (12-03)



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
Bureau Of Operations-Ft Greene Health Center Instructions on the back of the sheet.
STREET ADDRESS
295 Flatbush Avenue Ext., Basement AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Brooklyn, NY 11201 6

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

New York City Department of Health & Mental Hygiene TOTALBCURSMORKED BYALL EMPLOYEESLAST YEGR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

10,584
| )
(NAICS) 903120 561720

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 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. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS 0
GoL.9)
ALL OTHER ILLNESSES
(Col. 6)

) 6. CERTIFICATION
-

~

I certify that | havé’ examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
) ; ol |
Health Services Manager

SIGNATURE =\ Qe 7 T AL sy ‘ TITLE

fa |
Beverly McDofald } DATE 1/31/05

PRINT NAME

T

SH 900.1 (12-03)



MAR--29-2885 16:03 DOH & MH

718 271 6271

STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Heatth

Public Employec Safety and Health Bureau
State Office Campus

Puilding 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

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

Employccs, former employees, and their representatives have the right to review this form. They also have limited access the Log (S11-900) or
its equivalent. See 801,35 and instructions for further details on access provisions for these forms.

P.B1

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME

Early InterventionProgram - Queens

"STREET ADDRESS

58 - 17 Junction Bivd, 2nd floor

CITY, STATE, ZIP CODE

Corona, NY 11368

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

Bl salbisie i
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
NAICS

@ ) 923120, 624190

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

AVERAGE NUMBER OF EMPLOYEES

41

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

71,750

Enter the column totals from the Log of Occupatignal Injuries and lilnesses (SH 900) for each categury (column labels under each line
correspond 1o the culumns on the Log). 1f a category has no cases, enter “0v.

3, NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES aND ILLNESSES TYPES
INJURIES .
0 (Col. 1}
DEATHS 0
(Col. G) AWAY FROM e SKIN DISORDERS o
DAYS AWAY WORK (Cal. K) (Cel. 2)
FROMWORK .9
(Col. H) RESPIRATORY CONDITIONS .0
JOR TRANSFER 0 JOB TRANSFER OR (Col.3)
OR RESTRICTION RESTRICTION 0
(Cal. 1) (Cal. L) POISONINGS _ 0
QTHER RECORD- 0 (Col. )
ABLE CASES i s
{Cal. 1) HEARING LOSS 0
(C'B- 5)
ALL OTHER ILLNESSES et
(Cal. )

6. CERTIFICATION

ent and that to the best of my knowledge the entries are rue, accuraie, and complete.

| cemm thigdocu
SIGNATURE W

o — 3

TITLE Secretary

PRINT Name John Parra DATE 0°/29/05

$H 300.1 (12-03)



APR-20-2805 1@:44 NYC DEPART HEALTH- ACCO. 1 212 788 9831 P.82

STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employze 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 cstablishments covered by Part 801 must complete this annually, even if no occupational injurics or illnesses occurred during the ycar,

Employees. former cmployees, 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 c , £ - If you don’t have accurate figures, see the
y > Hoeiut structions on the back of the sheer.
(Ds 0#1 ce. 5 Mo maon'ts
o K fog
- AVERAGE NUMBER OF EMPLOYEES

o

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

(NA]CS)5? / // {fi’} 7/ ﬁ’ﬂd

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES A
0 y (Col. 1)
DEATHS o 0
(Col G) AWAY FROM Qo SKIN DISORDERS
DAYS AWAY WORK (Col K} (Col. 2)
FROM WORK
(Col. ) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR C CaL3)
OR RESTRICTION RESTRICTION
(Col, 1) (Col. L) POISONINGS
OTHER RECORD- {Col.9)
ABLE CASES O
{Cal. 1) HEARING LOSS
(Col, 5)
ALL OTHER TLLNESSES
(Cnl. 6)
6. CERTIFICATION
1 cen ; @ bi{ document and that to the best of my knowledge the entries are true, accurate, and complete,
r 7] &
SIGNATURE, ‘/4*7 AiLs ’I - A ld b TiTLE __/ M O
PRINT NAME drba.r . 1!/4! DATE J/ZFQQ 52{

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 STD Control-Richmond HC

STREET ADDRESS
51 Stuyvesant Place, 1st Floor

CITY, STATE, ZIP CODE
Staten Island, NY 10301

INDUSTRY DESCRIPTION (e.g.. village fire department)
New York City 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

L

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

710

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
DEATHS 0 0
(CoL. G) AWAY FROM
DAYS AWAY WORK (Col. K)
FROM WORK 0
(Col. 1)
JOB TRANSFER . JOB TRANSFER OR
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. 1)
OTHER RECORD-
ABLE CASES 0
(Col. 1)

5. INJURIES AND ILLNESSES TYPES
INJURIES 0

(Col. 1)
SKIN DISORDERS o

(Col. 2)
RESPIRATORY CONDITIONS 0

(Col.3)
POISONINGS o

(Col. 4)
HEARING LOSS 0

&oL5)
ALL OTHER ILLNESSES

(Col. 6)

6. CERTIFICATION

y
SIGNATURW LA

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

L Clinic Manager

-’ T -
PRINT NAME K vCem /ﬁ - C\)f Cﬁg_m,a,\,j

paTE 4/29/05

SH 900.1 (12-03)



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
Bureau of Day Care-Family Day Care Bronx Instructions on the back of the sheet.
STREET ADDRESS
1309 Fulton Avenue, 3rd Floor AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Bronx, NY 10456 =2

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

New York City Department of Health & Mental Hygiene TOTALHOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM - = c
NAICS 5/ 9 o
( ) 923120, 624110 7( , 3L ¥

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 o
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. 1) (Col. L) POISONINGS 0
OTHERRECORD- (Col. 3
ABLE CASES
(Col. 1) HEARING LOSS 0
%’01. 5)
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.

Health & Safety Officer

SR K = ;
SIGNATURE QA OO~ AR D & L COOTITLE
)

PRINT NAME Ngrid Ramlakhan/Debbie Santiago 5/9/05

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 STD Control-Bedford HC

STREET ADDRESS
485 Throop Avenue, 1st Floor

CITY, STATE, ZIP CODE
Brooklyn, NY 11221

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 953120, 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

&

R 900
/’ -

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
(Cal. G) AWAY FROM SKIN DISORDERS o
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
JOB TRANSFER 0 JOB TRANSFER OR (ColL 3)
OR RESTRICTION RESTRICTION 0
(Col. L) (Col. L.) POISONINGS 0
OTHERRECORD- (Col. 4)
ABLE CASES
A HEARING LOSS 0
%0[. 5)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
I certify th ave‘exam umept and that to the best of my knowledge the entries are true, accurate, and complete.
K 'I-. . .
SIGNATURE /./ £ an — TITLE Clinic Manager
PRINT NAME Vincent Dufour v DATE 4/29/05

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
Employee Law Unit

STREET ADDRESS
2 Lafayette Street, 22nd Floor

CITY, STATE, ZIP CODE
New York, NY 10007

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) £ 41110, 561110

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

[0S €0

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

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 0
0 (Col. 1)
DEATHS o
(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
OTHERRECORD- {Col. )
ABLE CASES
(Col. 3) 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.

¢

| p ’
SIGNATURE SARCE (&L{L-ii‘r«r Ny

TITLE a1,

’}2 :i-:)hL? i ¥ \_.t-

PRINT NAME H€na Bryant B

DATE

”_‘J\ 1O ‘ D5
1 1

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
General Counsel for Health Instructions on the back of the sheet.

STREET ADDRESS

CITY, STATE, ZIP CODE .
New York, NY 10013 | &

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

New York City Department of Health & Mental Hygiene SETALHONRIORIED B ALL EMPLAYRES LAST ¥EAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

=2 .:) rS g
(NAICS) 541110, 561110 OL,240

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 0o
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 o JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- 0 (Col. 9
ABLE CASES
(Col. 1) HEARING LOSS 0
(L.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.

Y: b " . o i mn
SIGNATURE &ﬁ)\bm lf.tLal.c»u loy  Q Bruod TITLE s co

PRINT NAME 1ena Bryant i <l wl e

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

5 E
“-EXCELBIOR -

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

e limited access to the Log (SH-900) or

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME
Food Safety and Community Sanitation

STREET ADDRESS
253 Broadway, 6th, 12th and 13th Floors

CITY, STATE, ZIP CODE
New York, NY 10007

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
1
(NAICS) 953120 541990 541350

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

AVERAGE NUMBER OF EMPLOYEES

181

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

358,005

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

DEATHS 0 158
(Col. G) AWAY FROM
DAYS AWAY WORK (Cal. K,)
FROM WORK "o
(Col. 11,)
JOB TRANSFER JOB TRANSFER OR
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L)
OTHER RECORD-
ABLE CASES

(Col. J.)

5. INJURIES AND ILLNESSES TYPES
INJURIES 10

(Col. 1)
SKIN DISORDERS 0

(Col. 2)
RESPIRATORY CONDITIONS 1

(Col. 3)
POISONINGS 0

(Col. 4)
HEARING LOSS 0

(Col.5)
ALL OTHER ILLNESSES 0

(Col. 6)

6. CERTIFICATION

I certify that | hﬂ% examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
o ! 7 .

e / W2
SIGNATURE /,1{(,{1%7 ; ;/?’:27:’{?%{;/“
PRINT NaME MicHele Lignore-Diaz

TITLE Associate Staff Analyst

DATE 1/24/05

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safety and Health

Public Employee Safety and Health
State Office Campus

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

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

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

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

1. ESTABLISHMENT INFORMATION

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

DOH MH Tmmonizatio~ Pf"'arlrh

STREET ADDRESS

2 hafoete st

CITY, STATE, ZIP CODE

N.\-’ i N'-I . 1000}

INDUSTRY DESCRIPTION (e.g. village fire department)

Hc““‘“" D¢96r+ [a2i

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

174

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

292,320

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 R
DEATHS o (Col.1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS o
DAYS AWAY & RESTRICTION o) (Col. 2)
FROM WORK Sy (Col. K) RESPIRATORY CONDITIONS ]
JOB TRANSFER (Col. 3)
OR RESTRICTION o AWAY FROM POISONINGS (%
(Col. 1) WORK (2] {Col. 4)
THER RECORD-
sy & (Cal.L) ALL OTHER ILLNESSES
(Col. J) (Col. 5)

6. CERTIFICATION

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

SIGNATURE Aot oy — FTLE Hsco

PRINT NAME Ro berr NouNe- DATE JAN 7, 2004

SH-900.1 (2-03)




STATE OF NEW YORK
DEPARTMENT OF LABOR

Divison of Safeat
Public Safety and Health Burega,
State Office Campus

Building 12, Room 158

Albany, NY 12240

y and Health

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually,

Employees, former employlees, and their representatives have the right to review this form. They also,

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

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

have limited access to the Log (SH 800) or its equivalent.

2. EMPLOYMENT INFORMATION

1. ESTABLISHMENT INFORMATION
i

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

ESTABLISHMENT NAME Accé‘)s %\_/\[CC
95 Worth S%rf@%, K S04

AVERAGE NUMBER OF EMPLOYEES

S0

New V&, A Y. 10013

#;&% #/Meméz /

gTAL HOURS WORKED BY ALL EMPLOYEES LAST YEA:

RY ESCRIPT! g..Vjllage fire depa
b Vo K (y Dedt o
STANDARD JNDUSTRIAL/CLASSiFI(:ATION (sl

i
J

C), IF KNOWN.

9/000

Enter the column totals from the Log of Occupational Injuries and llinesses (SH 300

If a category has no cases, enter "0."

) for each
correspond to the columns on the Log).

category (column labels under each line

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESS TYPES

0

DEATHS
(Cal. G) JOB TRANSFER OR 0

DAYS AWAY RESTRICTION

FROM WORK e
(Col. H)

JOB TRANSFER &

OR RESTRICTION AWAY FROM
ol WORK

OTHER RECORD- (Col. L)

ABLE CASES
(Cal. )

INJURIES

SKIN DISORDERS

(Cofj )

(Col_3)
RESPIRATORY CONDITIONS

(Col. 4)
POISONINGS

(Col. 5)
HEARING LOSS ( )

(CDS)
ALL OTHER ILLNESSES

(Col. 7)

6. CERTIFICATION

ent and that‘to the best

3H-500.1 (11-01)

DATE

of my acknowledge the entries are true, accurate, and complete.

TITLE 7&

Mo,
.




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 . Y
INJURIES AND ILLNESSES 200
FORM SH-900.1

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

Employees. former employees, and their representatives have the naht lo review this form They also have limiled access to the Log (SH 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 HAME : If you don't have accurate figures, see the
B” req g Q.,(:' ;[!I Fs /}z} / f.)f; instructions on the back of this sheet.
STREET ADDRESS =
Lo [ epth St /5) ,LJ/QQ R Fm/5/3 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZiP CODE

New Yonk, 4.V / 0ay3

INCUSTRY DESCRIP{ON (e g .village fire department) ‘
M - :ora i O /u Dcpf 0{ //H(fV/ A /ﬁm /&/ #Wrrf)/T}Aé HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTAIAL CLASSIFICATION SYSTEM (NAICS) = ' /30
- " c

2220, SEUIL, 541720 '

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

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

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

DEATHS (" (Col.1)

(Col G) JOB TRANSFER OR SKIN DISORDERS

DAYS AWAY RESTRICTION (Col 2)

FROM WORK T—U—H« (Col #n RESPIRATORY CONDITIONS 0
-0l H) ——— e

JOB TRANSFER » (ol 3)

POISONINGS I

AWAY FROM 1
Col 1) WORK { {Col. 4)

s ALL OTHER ILLNESSES O
Heoorgg leec

| Tols

OR RESTRICTION

i

OTHER RECOQORD-
ABLE CASES

5
™

(Col J)

6. CERTIFICATION

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

,}' 2 / = 9 F
SIGNATURE AZOrlfﬁw(\’;kd%'ﬁj TITLE %(2#£ /{S/g%(\é?f{ C"‘%“%;{‘.’L’.,{”;/Q;S‘
PRINTNAME _SA 0N FRA 12 () W s DATE cg/,; 05

$H-900 1 (2-03)

=3



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 200 L(/
INJURIES AND ILLNESSES
FORM SH 900.1

All establishments covered by Part 801 must complete this 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. EMPLOYENT INFORMATION
ESTABLISHMENT NAME If you don’t have accurate figures, see the
Veterinary Services And Pest Control Bureau of Vector Control Instructions on the back of the sheet.

STREET ADDRESS

2 Lafayette st. / 520 Kingsland Ave AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Ny, Bklyn, NY 10007, 11222 18

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

: 32,590
(NAICS) 453120561710

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 2
0 (Col. 1)
DEATHS 10
(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)
OR RESTRICTION O RESTRICTION 0
(Col. 1.) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. 1) HEARING 1L.OSS
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

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

SIGNATURE i nre APGS I

PRINTNAME/ ﬂolocr" L (/\f\amp\o/'\ D DATE 5]“&/3005'—

SH 900.1 (12-03)



P.02/09
MAY-20-1996 86145

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 2240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED 200 ¢
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 istructions for further details on access provisions for these forms.

({}\qudas QOVWJ‘VI;_Ln(.H_; j.l/‘ﬁ'& 4
= 1
1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

EST A;LISHMENT %&ME ' B ‘_, Fe T If you don't have accurate figures, see the

LA, HERALTH PROCGRAMS ¥ 7 c/CL = N€qren 1 i ;

| (&) A e e s QFF/'E:-;’ _/‘7. ) B nstructions on the back of the sheet

STREET ADDRESS

/58 €. ./ 5" Strect Rm 22 2 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE oy

Mew gonle , K. 70029 * 2hH

* | INDUSTRY DESCRIPTION (e.g.. village fire department)
S i e "y - TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NYC J»&g of Hoc . @ Y|grdal }th-; (ag
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM -y 2 C? 3 ? 6"’
CHD_QAIRI0, 923/20 et

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
{Col G) AWAY FROM SKIN DISORDERS
DAYS AWAY O WORK (Col. K) (Col. 2)
FROM WORK
{Col. H) , RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR O {Col 3)
OR RESTRICTION RESTRICTION
(Col 1. {Col. L) POISONINGS
OTHER RECORD- O (CoL 3)
ABLE CASES " O
, (Col. J) HEARING LOSS
Cal. 5)
ALL OTHER ILLNESSES (
(Col. 6)

6. CERTIFICATION

I certify that [ have examinebthis document and that to the best of my knowledge the entries are true, accurate, and complete
SIGNATURE %-’y s LY. ?j”{( M TITLE 3._:_,;1 Lol ,4.3/ m b u‘eC#cr-
am— N ] ' " + —
PRINTNAME _ 1 O® D, DM TH DATE //I&/Ob

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 200 U-

FORM SH 900.1

All establishments covered by Part 801 must complete this 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. EMPLOYENT INFORMATION
ESTABLISHMENT NAME RL‘L e Coet [ . If you don’t have accurate figures, see the
4 3 . R o _— — AT AT G . i h ’

#l L.s\,bQ_i’(_;u.\ bale (.Z‘Wl'%i& l o CQJd’ (CL,Q/ (J {_{l 0 Instructions on the back of the sheet
'STREET ADDRESS 7
AXS ALRCALCAY, DDl LK AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
NEL YORK , LY 1060) 20

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

N L’j C/ m p }, ,,D;(f- H@(L NQ . (é: rn@d&ﬁ 'uifq i,'(lm QiOTALIIOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM J"\JI
(NAICS) ) e o e =5 e
qa3iap b 212489 /2 ?’ e

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 (- - =
(Col G) AWAY FROM ( SKIN DISORDERS &
DAYS AWAY WORK (Col. K (Col. 2)
FROM WORK O
(Col. H.) RESPIRATORY CONDITIONS £
JOB TRANSFER O JOB TRANSFER OR (Col.3)
OR RESTRICTION ’ RESTRICTION O )
(Col. L) (Col. L) POISONINGS (-
OTHER RECORD- , (Col. 4)
ABLE CASES 2 .
(Col. J.) HEARING LOSS 4,
(Col.5)
ALL OTHER ILLNESSES 2,
(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 (7 [, %wﬁu C / u—7¢-,- TITLE ¢ fVYC@ ,‘07 A j (93

PRINT NAME _{(( A L T4 | (T H T pate /- J7— Aoes

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

2 00H

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 ¢/ icielal T £ ) H uman
Reso wees, ~- Cuntral ()Hl e

STREET ADDRESS
125 WORTH 2T Rm 920 qoo- Aid

CITY, STATE, ZIP CODE

Mew Mok Y 10013

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

N Dept of Healh € Menmtal Hyaiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM -

(NAICS) 541612 D110

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

AVERAGE NUMBER OF EMPLOYEES

24

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

(47 a5 D

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 2
" (Col. 1)
DEATHS o o \
(Col. G) AWAY FROM 2.0 SKIN DISORDERS 9,
DAYS AWAY | WORK (Col. K) (Col. 2)
FROM WORK :
(Col. H) RESPIRATORY CONDITIONS 0
JOB TRANSFER | JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION | e
(Col. 1) (Col. L) POISONINGS O
OTHER RECORD- = (Col. 4)
ABLE CASES O
(Col. J) HEARING LOSS 9
(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 \g@&m.\().&d/\ Qe

e Heallk t}S&?ﬂj Cempliance lniqu-.C"}CY

PRINT NAME INER D RAML A A AN

DATE ilBilD5

SH 900.1 (12-03)



Division of Safety and Health

Public Employee Safety and Health Burcau
State Otfice Campus

Building 12. Room 138

Albany NY 12240

SUMNMARY OF WORK-RELATED 2
i o womReL ook

INJURIES AND ILLNESSES
FORM SH 900.1

STATE OF NEW YORK
Dl-.l’:\fd .\-iI;.\I OF LABOR

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

Employees. former employees, and their representatives have the right to review this form. They also have limited access 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 ’ t‘f)i_L(Q(‘-LLL t]; (\)]O Q(CL& O [fyou don't have accurate figures, see the
/ " + e, [nstructions on the back of the sheet.
STREET ADDRESS i.{(n i34

/14216 A.-f«ﬁw« ﬁyw mu,sﬁlu 57/“4-» AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
o ANY rey s /

INDUSTRY DESCRIPTION (e.g..vill: age fire department)
TOTAL HOURS WORKED BY ALL ENMPLOYEES LAST YEAR

Nye Tepk -8 Hoo lﬂ«c? Mentel Heqitue

NORTH AMERICAN INDUSTRIAVCLASSIFICATION SYSTEM __LJ

2 39
MO3120 L1790 ? e

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900) for each eategory (column labels under each line
correspond to the columns on the Log). Ifa category has no cases, enter =07,

3. NUMBER OF CASES : 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
Col. 1
DEATIIS 2 | }
(Col. G, AWAY FROM 0 SKIN DISORDERS _d
DAYS AWAY p) WORK (Col. K.) (Cal. 2)
FROM W ORK
(Col. T1) RESPIRATORY CONDITIONS J
JOB TRANSFER / JOB TRANSFER OR b (©ol. 3)
OR RESTRICTION RESTRICTION )
(Col. 1) (Col. L) POISONINGS
OTHERRECORD- 4 (Col. 4)
ABLE CASES
(Cal. 1) HEARING LOSS c
(Col. 5)
ALL OTHER ILLNESSES o
(Col. 6)

6. CERTIFICATION

| ccmlx)[h% have c\.nmnu, this document and that to the best of my knowledge the entries are true. aceurate. and complete.

SIGNATURE TITLE M f“Yf//ét'i %“"""}‘9

PRINT NAME Vé"l-&w-e. /?44— /"6'«‘/7 DATE ///LO/&J’

SH 9001 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Employee Safery 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 OD I"-

All establishments covered by Part 801 muat complete this annuaily, even if no occupational injurics or illnesses accured during the year.

Employees, former employees, and their sepresenisiives have the right to roview thia form. They also have limited access 10 the Log (SH-900) or
its cquivalent, See BOI.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 accuPate figures, see the

o
H M o L EX A 1) [' He. O Instructions on the back of the sheet.
STREET ADDRESS

520 Frrst Svenul

AVERAGE NUMBER OF EMPLOYEES
"CITY, STAIE, ZIF CODE
MavHatEar , VY, (88906

| MAVHO , 462

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

De- MM ; ;t 0 He.& LM Aan '{ eﬂ/ﬁ L IBLETAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN IWU£'§MAL CLASSIFICATION SYSTEM E y 7 z ¢

Enter the column totals from the Log of Occupationsl Injuries and Ilinesses (SH 500) for each category (columm labala under gach line
correspond to the columns on the Log). Ifa eategory has ne cases, enter “0°.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES Ky
DEATHS 0 i
T AWAY FROM Y4 " SKIN DISORDERS 4
DAYS AWAY WORK (Col. K) (CoL D)
FROM WORK
ol ) RESPIRATORY CONDITIONS g
JOB TRANSFER " JOB TRANSFER OR 0 (CoLd)
ORRESTRICTION __ U RESTRICTION
o 1) (ol L) POISONINGS &
OTHER RECORD- NN
ABLE CASES
oL 13 HEARING LOSS 12
Col 5
ALL OTHER ILLNESSES ‘ !
- (Col. §)
6. CERTIFICATION
I centify that | have examined this document and that to the best of my knowledge the entries are true, sccurate, and complete.
i .
SIGNATURE nitLe Ot R, D—f MHea LX) anpl Ry, f’&z}«
PRINT NAME Kleog, Z)_:: Lo patE O/ 25 05

SH %00.1 (12-03)

90°d 8r: 11 S00C ¢ Hed

1 Xe4



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 ‘ =2 00 l«&—

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 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 If you don’t have accurate figures, see the
PR E AW CF ,TE COnT Tl ~ ADM I N !_S'i'psﬁ"l_l b 4 Instructions on the back of the sheet.
ST%ET ADDRESS )
128 WoRTH ST Rm 2l Q1M AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE / ’

Ny MY 0677 U

INDUSTRY DESCRIFTION (e.g.. village fire department)
> /‘/ TOTAL HOURS WORKEDBY ALL EMPLOYEES LAST YEAR
o MM #

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) A . g poo
Selle Q23i20 SH1720 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 “07.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES 0
) (Col. 1)
DEATHS - o
(oL G) AWAY FROM SKIN DISORDERS
DAYS AWAY ? WORK (Col. K) (Col. 2)
FROM WORK P
(Col. H) RESPIRATORY CONDITIONS
JOB TRANSFER P JOB TRANSFER OR o (Col.3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS o
OTHERRECORD- 5 (Col.4)
ABLE CASES 3
(Col. 7) HEARING LOSS
(C% 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 % A é&o’)‘uvv" TitLe ASSocIATE  SAfE A ‘/AL75//
PRINTNAME _ FLOY)  LAW AENCE DATE /2,// 3///0 v

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

2004

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

Employees, former emiployecs. and their representatives have the right 10 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.

L. ESTABLISHMENT INFORMATION |

— S IO
ESTABLISHMENT NAME
Butety te B (MTOL — SRO  outreach mad ©
STREET ADDRESS
225 Sttt 20 fleci Y
CITY, STATE, ZIP CODE
I aw Mok | N D007
INDUSTRY DESCRIPTION (e.g.. village fire department)
New Jork Cobry Depl 8 Heo ldd ¢ mmi I “
NORTH AMERICAN INDUSTRIAF, CLASSIFICATION SYS TEM \/..J

(NAICS) q2

Q312D b 2)34949

Hico

l

2. EMPLOYENT INFORMATION

F§ou don’t have accurate figures, see the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

22

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
0

37, 50

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

X

DEATHS -
(Col. G.) AWAY FROM 2
DAYS AWAY . WORK (Col. K.)
FROM WORK !
(Col. H.)
JOB TRANSFER JOB TRANSFER OR
OR RESTRICTION ,Q_’ RESTRICTION
(Col. 1) (Col. L.)
OTHER RECORD-
ABLE CASES !
(Col. J.)

INJURIES I
(Col. 1)
SKIN DISORDERS Q
(Col. 2)
RESPIRATORY CONDITIONS
(Col. 3)
POISONINGS g
(Col. 4)

HEARING LOSS
(Col.5)

o

ALL OTHER ILLNESSES

(Col. 6)

6. CERTIFICATION

g

i gemfy that I have examined this doct‘n?)zl and that to the best of my knowledge the entries are true, accurate, and complete.

&\n..w{ (%33 (fJ"")M)-NA"\"\‘f’-

TiTLE Hometess

DATE ‘/ } l/f:“‘:"
. [

SIGNATURE _, |\ (v i a2— }
" /
PRINT NAME O AWl g PLL ({4
s

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 200 H
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 Buceaan If you don’t have accurate figures, see the
Moy acd tw&w\k- . e Y o7 \4 Q [ C@ R gcmructions on the back of the sheet.
STREET ADDRESS \ (&‘(\j\-&d @
A : &5 Nl (06 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE !

%{bb\-(\\_,\u\_ X \A\_\ “ >ol O[

INDUSTRY DESCRIPTION (e£.. village fire department)

}fc DQ ‘ ‘ ?» W QL-JLC‘L
NORTH AMERICAN INDUSTRI CLASSIFICATION SYSTEM
(NAICS)(/) ‘

23130 £24(490 15 600

3 3 TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
e

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

6. CERTIFICATION

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

SIGNATURE W@N\.@- e e 'TITLE boadioe (S

PRINT NAME N \\I—)O WL g‘\ nel OA’ i DATE \\\\0’\\\0 )

SH 900.1 (12-03)



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 P
INJURIES AND ILLNESSES 2 O O L‘r
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 B iréau OF D QMLMS ; If you don_’t have accurate figures, see the
/1}5 TORIH /71,_,’»_-/9/_7—# C}fﬂ/"_ff"{ , PRI Instructions on the back of the sheet.

STREET ADDRESS

JA-Rl D57 /4 VENUE | (911 & Basemenl  AvERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE - .
AsrorRip , Ny  j110¢ %

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

NYC  Tept of Heallle & Mendel Hugione

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM,/ e 260
= L/
i

M 923100 541720 ‘,

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 R
{ColL 1)
DEATHS O o
(CoL G) AWAY FROM e SKIN DISORDERS &
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK & '
(Col. H)) RESPIRATORY CONDITIONS [0
JOB TRANSFER o JOB TRANSFER OR P (CoL.3)
OR RESTRICTION RESTRICTION '
(CoL L) {CoL L) POISONINGS &
OTHER RECORD- o . (Col 4)
ABLE CASES
(Col J.) HEARING LOSS e
(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.

- T L 4
SicNxTuRE f:@"“?’“ /5% ?a- A e _Aediny SERvic s TanAceR

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

All establishments covered by Part 801 must ¢

Employees, former employees, and their representatives have the o
its equivalent. See 801.35 and instructions for further details on ac

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

2004

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

ght to review this form. They also have limited access to the Log (SH-900) or
cess provisions for these forms.

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME U0l O
(opond Heran Canre A

£ Opuatipns]

STREET ADDRESS '
34-3 3 Jynerion ZQ"(/L'/E VARD  Pashn lent
CITY, STATE, ZIP CODE

-\/lk}(;’pib'oiéb‘ /7)7,:4("(-#-(‘75 ,a /&‘,\//

/] Z7A

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

NYC Dept pf Healld, ¢ Meitel dyqiene

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM_/

(NAICS) L‘]QB,Q_O , 2171720

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

AVERAGE NUMBER OF EMPLOYEES

6

TOTAL HOURS WORKED BY ALL CMPLOYECES LAST YCAR

9,231

Enter the column totals from the Log of Occu

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

pational Injuries and Illnesses (SH 900) for each category (column labels under each line

3. NUMBER OF CASES

4. NUMBER OF DAYS

5. INJURIES AND ILLNESSES TYPES

INJURIES o
(Col 1)
DEATHS £ o
(Col G AWAY FROM < SKIN DISORDERS >
DAYS AWAY WORK (Col K) (Cal.2)
FROM WORK [
(CoL H.) RESPIRATORY CONDITIONS &
JOB TRANSFER JOB TRANSFER OR (Col.3)
OR RESTRICTION - RESTRICTION (%
(Col. L) (Col L. POISONINGS o
OTHER RECORD- _\ (Col.4)
ABLE CASES C
(Col. J)) HEARING LOSS &
(Col.5)
ALL OTHER ILLNESSES o
(Col. 6)

6. CERTIFICATION

[ certify that [ have examj
-
77

5 s
SIGNATURE St Tin f

th_}'s document and that to the best of my knowledge the entries are true, accurate, and complete.

iy _zféf’/

ral

tme ATt SERveES /] Janpcen

J ) A —
PRINT NavE /T £V/ £ [V GAPTH

lREIE"

DATE

SH 900.1 (12-03)



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 T L{
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. P eawe ©F OperalllaNS " Ifyos don't have accurate figures, see the
Lowee MHepnarran feam Conrer (Chelgecd),|  Instructions on the back of the shee.
STREET ADDRESS
303 NN /;1 VENUE AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE pe

NewYoux , N7.  [/000/ ;

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

NYC Dopt of Hea b & Mental l(qq{fzne,

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM 7 g 53 7
-y

U 422120, Bel1790 .

TOTAL HOURS WORKED BY ALL CMPLOYELES LAST YCAR

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES =
ColL 1)
DEATHS o o s
(ColL G) AWAY FROM SKIN DISORDERS o
DAYS AWAY WORK (CoL K) (Col. 2)
FROM WORK 0
(Col H.) RESPIRATORY CONDITIONS o
JOB TRANSFER JOB TRANSFER OR 5 (CoL3)
OR RESTRICTION o RESTRICTION
(ColL L) (Col. L) POISONINGS .
OTHER RECORD- (Col 4)
ABLE CASES G P
(CoL J) HEARING LOSS 7
{Cal.5)
ALL OTHER ILLNESSES o
{(Col 6)

6. CERTIFICATION

I certify that [ have examined thijs doc wat to the best of my knowledge the entries are true, accurate, and complete.
/1 = i ) . . . o
SIGNATURE /’ézt*@ﬁ'h %ﬁﬁ da tie _MEALTH SERvicEs /%/bﬁ@f R

PRINT NAME /‘{;f‘-v/N M(.— 6/5’/4,77/4' DATE ///? A’/C‘S/

SH 900.1 (12-03)



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 200 LJ(
FORM SH 900.1

All establishments covered by Part 801 must complete this annually, even if no cccupational 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 l 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME / \'Bt_ufk eV 'D(F ff:) ?graj“(“@ NS If you don’t have accurate figures, see the
: Instructions on the back of the sheet.

JAIRICH HepTH CENTER
STREET ADDRESS ’ T
'%70 ~37 LARSOAS BodilEvARD ‘ .;2’1#' / Ef B AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE 4 '
Jarpiep NN o 11T IR S
IND\USTRY DESCRIPTION (e-g.. village fire depa.rtment) _
NMC Dopt of Healle ¢ (e ntal Hygiend

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM PE : )
3,/RO

m““ﬁg%i&0}15@l730

TOTAL HOURS WORKED BY ALL CMPLOYEES LAST YCAR

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 2
(CoL G) AWAY FROM o SKIN DISORDERS O
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK o
(Col H.) RESPIRATORY CONDITIONS (&
JOB TRANSFER JOB TRANSFER OR o (Col3)
ORRESTRICTION ___(” RESTRICTION '.
(Col L) (Col. L) POISONINGS &)
OTHER RECORD- ; (Cold)
ABLE CASES C
(Col. J) HEARING LOSS o
(Col.5)
ALL OTHER ILLNESSES 7~
(Col 6)

6. CERTIFICATION

[ certify that [ have examined this d u.mcr;;zzd,thar to the best of my knowledge the entries are true, accurate, and complete.
. A . . A
SIGNATURE _ /&2 u~ ‘Zf’/u ~ TITLE /ka’f’/,f H SERVICES /7,;:’/1;/] GEA

PRINT NAME (£ v/ /e ORHTH DATE //25/ 5

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 Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES 2004
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

g: 2 O‘r[‘ /AL 743[ T A D /\/}4)‘/“ Instructions on the back of the sheet.
STREET ADDRESS y "
/ 15 G %, 57‘/'/; Yk LT B0 v F23 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

AL p e £O0L3 32

INDUSTRY DESCRIPTION (e.g.. village fire department) /._/,/ /9 e
___L_ﬁgw L 2 A o K LT ¥ LY artr
NORTH AMERICAN USTRIAL CLASSIFICATION SYSTEM
(NAICS) _
3 fao, 59/570

T

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

52,537

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 Q SKIN DISORDERS <
DAYS AWAY WORK (Col. K)) (Col. 2)
FROM WORK ) )
(Col. H,) RESPIRATORY CONDITIONS o
JOB TRANSFER o JOB TRANSFER OR . (Col. 3)
OR RESTRICTION RESTRICTION Cr
(Col. 1) (Col. L) POISONINGS &,
OTHER RECORD- O (Col. 4)
ABLE CASES
{Col. 1) HEARING LOSS @
(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.

S]GNATUREC% L2740 29 @_c//c_,&/ TITLE _anéf
PRINT NAME 9(/4 DS tens yFS$5H ff% DATE 5 //0/05>

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 WORIKRELATED
- INJURIES AND ILLNESSES 2p0 4
) . FORM SH 900.1 ‘

All establishments covered by Part 80] sause complets this angually, even if a6 oceupational injuries or lnesses ocourad during the year,

Employees, former cmployees, and their representatives have the Hight to review this form, They also have limited access tothe Log ($¥1-900) or
its equivalent See 801.35 and instructions for furthar detils on aceess provisions for these forms.

1. ESTABLISHMENT INFORMATION . 2. EMPLOYENT MD&HAHQN
ISHMENT N ' If you don’t have accurate figures, see th
[t ESTQ,,A?';M © \,&Mi-hb CPW i) I %é? gwk”ﬁ Instructions on the‘iack of the sh:et, :
" [ STREET ADDRESS, T o
\Lta FROS PC(}‘)"" PLQ—CQ'Z.F{— AVERAGE NUMBER OF EMPLOYEES
, , STATE, ZIF CODE -

COELNN Ny 1232 Pl

INDUSTRY DESCRIFTION {e.g.. village fire d¢ ent)
N _ _F ‘1 .F W l_l TOTAL HOURS WORKED BY ALL EMPLOYEES L AST VEAR
£ | Th e Hes .
NORTH AMERICAN INDUSTRIAL CLASSIFICATION 5Y. ‘7 3 O
37

9913120, b2 384

Enter the column totaly from the Log of Occupational Injuries and Minesses (SH 300) far cach cat

£gory (column labels under each Iine
sorrespond to the columps on the Log). Ifa category has no cascs, enter “g, ’

3. NUMBER OF CASES 4. NUMBER OF DAYS 3. INJURIES AND ILLNESSES TYPES
INJURIES L A
ol 1
DEATHS & 3 i
(Col. G) AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Col K) (Col. 2)
FROM WORK
(Cal. ) RESPIRATORY CONDITIONS )
JOB TRANSFER O JOB TRANSFER OR (GoL 3}
OR RESTRICTION RESTRICTION
(Col. 1 (ColL L) POISONINGS O
OTHER RECORD- - (CoL g
ABLE CASES
(Cal J) HEARING LOSS O_
C &
ALL OTHER ILLNESSES ; E :f_
(Col. £)

6. CERTIFICATION

d that to the best of my knowledge the entries are mye, accurate, and complete.

SIGNATURE mxClinic Nanaqer

morxae AT Cent MOute o pare_|=B|-~4

? i

SH 900.1 {12-03)

¢0'd £0%11 S00Z 01 Jey 8L505E481/ | ixey JH SIHIIH NHOHI




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 o
INJURIES AND ILLNESSES 2 00
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 Immunization — ¢ ¢ MECREST H.C. Instructions on the back of the sheet.
STREET ADDRESS
Ol AUENWUE % \SY Fiobe AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ’
BROOKL S NY a9 %

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

New York Clty Department of Health & Mental Hygiene TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

N O 1
(NAICS) 903120 621399 10,210

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
(Col. G) AWAY FROM O 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 Y
(Col. 1) (Col. L. POISONINGS 0
OTHER RECORD- (Col. 3)
ABLE CASES 2
(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 g S e Staff Analyst
PRINT NAME Robert Young — 1-31-05

SH 900.1 (12-03)



MAY-28-199%c B6:48

STATE OF NEW YORK
DEPARTMENT OF LABOR

P.@7-239

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 960.1

200 Y

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 r:prsscntatives 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

T ———

ESTABLISHMENT NAME RS & PIBE B

< e )

S AL LGTRY e e
STREET ADDRESS .

305 U,nth Atnue , /¥ F.

CITY, STATE, ZIP CODE 4

1. ESTABLISHMENT INFORMATION

_Mew Uorlc Dl /0029
INDUSTRY DESCRIPTION (E.g._; village five departident) ‘
NIC  Dept &) Hea M 8 (hn tal Mypen

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM-

D 2/2/0, 923120

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

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

AVERAGE NUMBER OF EMPLOYEES

7

/1y 334

Enter the column totals from the Log of Occupational Injuries and Nlnesses (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
(CoL 1)
DEATHS O O O
(CoL G) AWAY FROM SKIN DISORDERS
DAYS AWAY O WORK (Col. K) (Col. 2)
FROM WORK
. (CoL /) RESPIRATORY CONDITIONS .
' JOB TRANSFER JOB TRANSFER OR O (Gl 3)
OR RESTRICTION RESTRICTION
(Col 1) CoL L) POISONINGS QO
OTHER RECORD- CoL.9)
ABLE CASES -
(Col. J,) HEARING LOSS
Gons)
ALL OTHER ILLNESSES
(Col. 6

6. CERTIFICATION

1 certify that I hav ined this
SIGNATURE ‘;/C;.Z, : thi /

TOL D. SMirH

PRINT NAME

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

TITLE ',Qez;?;cn al _Adm Nrechsr
1/sl0 /05

DATE

SH 900.1 (12-03)



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

2004

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

PR

Brom’_ Dla’fﬂ_scr Pu, i;¢ ﬁéAs:{?\ Oq Ce

STREET ADDRESS

@% Alﬂ ,ﬁu(‘ f}ﬂdel‘“‘ue ) !C)* C{C_F r

CITY, STATE, ZIP CODE

BRowe, N L

T, {04G 7

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

NYC HeATH TPefaRTmE v

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) 992120

ZPAl

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

AVERAGE NUMBER OF EMPLOYEES

20

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

3¢, SHO

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 L O
(Col. G) AWAY FROM : SKIN DISORDERS (@)
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK &
(Col. H)) RESPIRATORY CONDITIONS O
JOB TRANSFER O JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION O
(Col. 1) (Col. L) POISONINGS &
OTHER RECORD- (Col. 4)
ABLE CASES
(Col.7J) HEARING LOSS
C
ALL OTHER ILLNESSES ( ?ff .
(Col. 6)

6. CERTIFICATION

SIGNATURE

a/"‘/

.y

I certify that I h?/e exgrﬁmgd this document and that to the best of my knowledge the entries are true, accurate, and complete.
a_, v

TITLE /{DF\W c}’"{"(‘c{,gmf'

PRINT NAME f.,/mwf;

P’Z . FC!AT LD

DATE T,‘;&C%fuiru( 6, 300 4,
[ i

SH 900.1 (12-03)



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 QDDl{
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

TABLISHMENT NAME 5Lt { (el % = CCY’LHH If you don’t have accurate figures, see the

\Cl’\ - !i C! - | C\ WAL ©. [nstructions on the back of the sheet.

STREET ADDRESS

5 l Sf\uu\reso n’rf’:{)\ ace, L}‘“" -(—\ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP\CDDE

Seden Tsland N (o0l | 1R

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

NUYC Dot 0 Healdl ¢ Mool diqiong’

NORTH AMERICAN/IINDUSTRIAL CLASSIFICATION SYSTEM J)

{(NAICS) q :2 ?) {'D_ D ,; )\i ?> C? C".l - \6} m

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
Pl
INJURIES
(i1
DEATHS (é/
(ol G) AWAY FROM SKIN DISORDERS '@
DAYS AWAY WORK (Col. K) (GHI.2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS @
JOB TRANSFER 9/ JOB TRANSFER OR (C41.3)
OR RESTRICTION RESTRICTION
(Col. 1) ol L) POISONINGS I@
OTHER RECORD- (@l 4)
ABLE CASES
(ol 1) HEARING LOSS éZ
(A1 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 \DO/L&JA- M’\J\/FL TITLE Qp‘r’ﬁ

PRINT NAME \JQC.‘» OSvoo el  DATE \a\\"&ad_m

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Satety and Health

Public Emplovee Sarety and HealthBureau
State Orfice Campus

Building 12. Room 1358

Albany NY 12240

SUMMARY OF WORK-RELATED 0'2 D O Lk
INJURIES AND [LLNESSES
FORMSHY00.1

Al estabhishments covered by Part 801 must complete this annually. even if no occupational wyjuries or illnesses occurred duing the vear.

Emplovees. former emplovess, and thew representatives have the right to review this form.-They also have limited access to the Log (SH-900) or
s cquivalent. See S01.33 and instructions for further detzils on access provisions for these forms

[. ESTABLISHMENT INFORMATION 2EMPLOYENT INFORMATION

ESTABLISHMENT NAME Bu reauy O__f_ OPC(‘R'?LI gn] I vou don’t have accurate figures, seethe
C:-Je,ﬂ /‘fﬁ/ /_f_q r /f’ - H . C. [nstructions on the back of the sheet.

STREET ADDRESS

223 5 £/ETH rrve s & AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

New Yorle N-N 1203S 3

INDUSTRY DESCRIPTION (e.g.. fillage fire department) r

N.\‘_C’. De P}-. O’F I rt-&. M.eQH mle&['\l. HOURS WORKED BY ALL EMPLOYEES LASTYEAR

NORTH AMERICANINDUSTRIAL CLASSIFICATION SYSTEM
$ $00
7

(NAICS

Y g2310 s617L0

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

6. CERTIFICATION

1 certi by that [ have examined this document and that to the best @Umy knowledge the entries are true. accurate, and complete.
3 3, =] p ~

SIGNATURE 7&1}/ é-o-./’ /Z/’;C:%o’& TITLE #e&-é/i ge/t«t/l(.(& I’M(r)'z—
PRINTNAME NALCBE T G5 7TV D& DATE //2?/0__5'

SH Y001 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Health

Public Emplovee Sarety and Health Bureau
State Office Campus

Building 12. Room 158§

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES : i L&
FORM SH 400.1 lDO

Al establishments covered by Part 801 must complete this annually. even if no occupatonal injuries or illnesses occurred dunng theear.

Employvess. former emiplovecs, and their representatives have the right to review this form. They ulso have limited aceess o the Log (SH-900) or
s ciuivalent. Sec S01.33 and instructions for further details on access provisions for these fonns.

L ESTABLISHMENT INFORMATION _ 2Z.EMPLOYENT INFORMATION
ESTABLISHMENT NAME gu( 2au O_F @éi(‘ «FLOMF  ryoudont have accurate figures, seethe

EGLSIT H—‘& r "ﬁM H‘C c l_k n+af Instructions on the back of the sheer.

STREET ADDRESS

1 S 'S GM']L s Sk Ce,"" AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

New Yvle pO-H (0929 | 7

INDUSTRY DESCRIPTION {e./g.. village [ire department)
TOTAL HOURS WORKED BY ALL EMPLOYEFS LAST YEAR

MN-N-c. ODeplh ¢ Healt & eatal H‘b;‘: €

NORTH AMERICANINDUBARIAL CLASSIFICATION SYSTEM /\/

(.\'.-\1(‘5)?;—3'.2'0 SL172 O '['?_.’_. 9 &

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900) for cach 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 ! Q
_0 ’ (Col. 1)
DEATHS
(Col. G.) AWAY FROM 0 SKIN DISORDERS (@)
DAYS AWAY 0 WORK (Col. K.) (Col. 2)
FROM WORK
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION O
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- {Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS
(Cal3)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

Leertify that 1 have examined this docwment and that to the best of my knowledge the entries arc true. accurate. and complete.

SIGNATURE %WW /?‘;qmﬁ,é(«' TITLE tqfc-'&/'f_ S:(AA/‘K{S WJ}/L
PRINTNAME N ONADENS Mﬂ'ﬁ?‘da 5 DATE //7/ S‘"/D S

L

SH900.1 (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 ;2 DD %
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, sce the
2 A - . Instructi the back of the sheet.
bl" Siow Lq\ KF“' “”‘Llik 5‘*””‘:}7’(’( MLH-&AQ dfu:fjr"" QL{i;]\SF;uC del f_){lL f :f oene
STREET ADDRESS 7 o &
A T T T i N ’
LS Wit 59 / P o b2 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE ~
/ \/\/ MY (ol (Cf

INDUSTRY DESCRIPTION (e g. vu\g[ fire department)

N .H C/ ~ M t sﬁ\ l (;(L l(lﬂ g n ]Qxi&& Mq() I.?&T:E{OURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INHJSTRIAL)CLAsiSIFICAnoN SYSTEM

(NA[CS)qllgilD 541214 //,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 o
L: (Col 1)
DEATHS )
(Col. G AWAY FROM C SKIN DISORDERS L)
DAYS AWAY U WORK (Col. K. (Col. 2)
FROM WORK
(Col. H) ' RESPIRATORY CONDITIONS @)
JOB TRANSFER O JOB TRANSFER OR (J {Col. 3)
OR RESTRICTION RESTRICTION ~
(Col. L) (Col. L) POISONINGS /
OTHER RECORD- \ _) (Col. 4)
ABLE CASES ~
(Col. 1) HEARING LOSS )
(Col.5)
ALL OTHER ILLNESSES ]
(Cdl. 6)

6. CERTIFICATION

I certify thatj have examined this documcnt and that to the best of my knowledge the entries ar?rue accurate, and complete.
MA )
sionaTure & At / / [»—; Y TITLE 444%
e
PRINT NAME jvm,\,, 1\Lq L”fj t’ DATE ! Q-If’/(}(
i 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 200 Y
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

i~ 4 i
ESTABLISHMENT NAME Dviaiont ot E€padl Ol 03:} If you don’t have accurate figures, see the
Burzaw, of Inforaptic  Data. 7

Instructions on the back of the sheet.
STREET ADDRESS

344 5(' doduad (UUMS To7A+R {32 AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODH | ’ 7
New Yotk MY (0013 L9

INDUSTRY DESC:RIPTION (e.g.. village fire department)

M C' Dwf‘_ T(:t{:: ’—(QCL % gl ”)Q j ‘.‘}& ' +’ qq [grm TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICA‘N INDUSTRIAL CLASSIFICATION SYSTEM ._/_J
43 495

NAID) 93120 21299 _ 5ie210

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 P
(Col. G)) AWAY FROM P SKIN DISORDERS O
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK
(Col. 1) RESPIRATORY CONDITIONS 2]
JOB TRANSFER JOB TRANSFER OR (Col.3)
orrestricTioN _ O RESTRICTION O D
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- O (Col. 4)
ABLE CASES 0O
(Col. 1) HEARING LOSS
(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 MI‘&L@A!U TITLE faf?ﬁl

PRINT NAME Lora /&/Zg/‘ DATE ll//c?b/&(

SH 900.1 (12-03)



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 200 Y
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

e

FETARLISIVENTSANE 0 A NERUR Cresrom 0oy | Ty o e s Ty e
Foar (REENE HERITY, Conder.

STREET ADDRESS

2498 Plotbush Aue . By 4+ 15t Floor AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE <
OrfooKluy 3+ N Y. 11101 k
INDUSTRY DESCRIPTION (e.g.. village fire department) ]
| . ' i 5 1 H ) ‘ TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

l\lgc D ot @ Hoalll. & Newdod g eue.
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM | .
(NAICS) _ N (D\j D

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 D
(Col. 1)
DEATHS 8] o
(Col. G) AWAY FROM SKIN DISORDERS o
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK °
(Col. H) RESPIRATORY CONDITIONS Q)
JOB TRANSFER JOB TRANSFER OR (=~ , (CoL3)
ORRESTRICTION _ © RESTRICTION
(Col. 1) (Col. L.) POISONINGS 9
OTHER RECORD- (CoL 9)
ABLE CASES
(Col. J) HEARING LOSS [
(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.

S]GNATURE&Q\!"QKM\‘(S; N ,..\Qm,x,\ TITLE ; Die

PRINT NAME d 1o PJJOV\‘ DATE \ ’t}i’

SH 900.1 (12-03)



MAR-11-20885 1635 71DOH & MH

STATE OF NEW YORK
DEPARTMENT OF LABOR

2124873934 P.Ba3

Division of Safety and Health

Public Employee Safety and Health Rureau
State Officc Campys

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

sob\Y

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

Employees, formei cmployees, and their representatives have the right 1o review this form. They also have limited acecegs to the Log (SH-900) or
its equivalent. Scc 801.35 and instryctions fer further details on acoess provigions for these formg,

1. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME
EARLY INTERVENTION PROGRAM, Manhattan Regional Office

STREET ADDRESS '
42 BROADWAY, SUITE 1027

["CITY, STATE, ZIF CODE
NEW YORK, NEW YORK 10004

INDUSTRY DESCRIFTION (e.8.. village fire department)
NYC DOHMH

NORTH AMERTCAN INDUSTRIAL CLASSIFICATION SYSTEM
A
(NATCS) 624190 . 923120

if you don’t have accurate figures, sec the
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

3

TOTAL HOURS WORKED BY ALL EMELOYEES LASTYEAR

54,260

Enter the column fotals from the Log of Occupational Injuries and Ilnesses (SH900) for each category {¢¢lnmn 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 3. INJURIES AND ILLNESSES TYPES
INJURIES Q.
Col. 1
DEATHS 0 " i
oL Gy AWAY FROM SKIN DISORDERS 0
DAYS AWAY 0 WORK {Col. K)) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS a
JOB TRANSFER 0 JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS o___
OTHER RECORD- 0 (CoL q)
ABLE CASES
oy HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES 0
(Col_6)

6. CERTIFICATION

Teertify that [ have cxamined this document and that to the best of my knowledge the entries are true, aceurate, and complote.

SIGNATURE ¢ \ "’r‘H LON Q,]' “\j\ O Gy \

TITLE “00rdinating Manager

—/
PRIN'T NAME ﬂ\'THONY ROMAIN

paTe 03/10/2005

SH 900.1 (12-03)

TNTAl

AR



MAR-11-2085 1655

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

Al establishments covered by Part 801 must complete his annually, even

if no occupational injuries ur ilingsses occurred during the

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

its equivalent. See 801.35 and instructions for further

details on access provisions for these forms.

P.B2-83

Division of Safety and Health

Public Employee Safety and Health Bureau
Statc Officc Campus .
Building 12. Room 138
Albany NY 12240

2 DOY

YCHT. 4

They also have limited access 10 the Log (SH-500) or i |

I, ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTABLJSHMENT NAME

/E0r) XK

STREET ADDRE

0820 Aeshiul AU

CITY, STATE, ZIP CODE
C 05

TPTION (e.g,. village fire departmc t)

0F Megear P

NORTH AMERICAN FICATION 5YSTEM

INDUSTRIAL CLASSI
NAICS) g 17 400 ST /010" P8 490

T

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

AVERAGE NUMBER OF EMELOYRES
s

Y/ & 7red

;

OTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR \

97 /55"

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

correspond to the columns on the Log). If a category has no cases, chier “0”.
3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES s
INJURIES _L -
(Col. 1) :
DEATHS &
(CoL G.) AWAY FROM SKIN DISORDERS
DAYS AWAY WORK {Col. K) (Col.2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR é oL )
OR RESTRICTION RESTRICTION 0
(Cot. L) (CoL L) POISONINGS
QTHER RECORD- {Col. )
ABLE CABES d }
(Col. J.) HEARING LOSS
(Ca). %)
ALL OTHER ILLNESSES _EL_
tCol.6)

6. CERTIFICATION

ig gocument and that to the bast of my knowledge the entries

arc true, accurate, and complete,

2y

TITLE :

DATE L?/ /,:( /Jj’

SH 500.1 (12-03)




IEj

il

i1

.!""l

MAR-11-2004 17:24 DOH 2 MH 1 212 442 6847 P.82

STATE OF NEW YORK
DEPARTMENT OF LABOR

Davigion of Safery and Health

Public Employee Safety and Health Burcau
Sute Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED 200 .\
INMUES AND ILLNESSES
‘FORM SH 500.1

All cstablishments covered by Part 301 st complete this annally, even 1f ao occupational injuries or illnesses occwrred dunng the ysar.

Employces, forraer emplayees, and their representauves have the right 16 review this form. They also have limited ncoess to the Log (SH-500) or
i squivalent. See 801.35 and istructions for further details on access provisions for these forms.

1, ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION

ESTAELISHMENT NAME If you don't have accurare figures, see the
EARLY INTERVENTION FROGRAH/C YUAL T ASEuRANCE Instructions on the back of the sheet.

STREET ADDRESS

49-51 CHAMBERS STREET - ROOM 1033
CITY, STATE, ZIP CODE :

NEW YORK, NEW YORK 10007 20
"INDUSTRY DESCRIPTION (c.z.. village fire department) -

NUC  DEPT OF HeALTH MENTAL HUYCLENE
NORTH AMERICAN IN BUSTRIAL CL «SSIE’]CA‘HC;N SYSTEM

AVERAGE NUMBER OF EMPLOYEES

TOYAL HOURS WORKED BY ALL EMFLOUTEBS LAST YEAK

Epzer the column totals from the Log of Oceupatianal lluuncs and Nlinesses (SH 900) for coch category (column labels vnder oach fine
correspood to the columns on the Log). If a category has no cages, enter 0",

3. NUMBER QF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES U
DEATHS N (Cﬂbn
L Gy AWAY FROV! _Q SKIN DISORDERS :
DAYS AWAY WORX : €ol K) (CoL 2)
FROM WORK 0 . )
L H) . RESPTRATORY CONDITIONS
JOB TRANSFER 0 JOBTRANSFER OR O (CaL3)
OR RESTRICTION RESTRICTION 0
(CoL 1) L L) POISONIN
OTHERRECORD- () ( : e CoL )
ABLE CASES
oL 3) : HEARING LOSS
(CoLg
ALL OTHER [LLNESSES N -
{CoL §)

6. CERTIFICATION

c cxamincd this d ent anc| that 1o the best of my knowledge the enmie aceurale, and complete,
¢




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 A
FORM SH 900.1 2 004

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
~ ~ i e I - , Instructions on the back of the sheet.
AL /"/,c'ﬂz.'f///;(’a-;-fﬂw.s f”ﬁ,f-:(‘y Fore Nzw forice m] ructions o ack of the she

STREET ADDRESS -~ . o 112 j42gi7# O ENTER~ Do TAL Chadie
ALi =33 TUNCTIoN LHLYD . AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

O ULENS, Nw Yook . MY, -1)27.9 )b

INDUSTRY DESCRIPTION (e.g. village fire department)

NEW Vogk City Do M /11

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM \ 3 6
(NAICS) . _ . .. . L 02'5 6
g23iad (219210 — o L

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 O
(Col. G) AWAY FROM ( } SKIN DISORDERS O
DAYS AWAY @ WORK (Cal. K) (Col. 2)
FROM WORK 7
(Cel. H.) RESPIRATORY CONDITIONS
JOB TRANSFER O JOB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION O
(Col. 1) (Col. L.) POISONINGS O
OTHER RECORD- O (ColL 4)
ABLE CASES
(Col. J.) HEARING LOSS O
(Cof: 5)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
I certify that [ hav % this doc: ent And that to Wl{nowiedge the entries are true, accurate, and complete.
= w AL , G o -
SIGNATURE ___-7_J1éf)/#u /’?“ (YA TITLEA =G w9/ /‘ﬁ sy e AnE Digecror

PRINT NAME _ SO 7 L2 f( HENS K. KomAR DATE [// L // J9005

SH 900.1 (12-03)



STATLE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH 900.1

Division ol Safety and Health

2D oY

Public Employee Salety and Health Burcau

State Olfice Campus
Building 12. Room 138
Albany NY 12240

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

Emplovees. former employees. and their representatives have the right to review this form. Thev 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 3 (Q.0L t%—rt_} P Y et iV o)

I a Sl fon, /ﬁéqui Hen e Contr
’ £ 8

STREET ADDRESS G

oo (/u/éﬁ’}{ﬂ- ~&¢MAM %/a\/xu

CITY, STATE, ZIP CODE

New UYork 1Y se031

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

Myc Depk & Heeddl @ Mentel g iene

NORTH AMERICAN INDUSTRIAL CEASSIFICATION SYSTEM ]
ENALES) .« , L
S\ 720 -

923120

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

AVERAGE NUMBER OF EMPLOYEES

4

TOTAL HOURS WORKED BY ALL ENIPLOYEES LAST YVEAR

L b

Enter the column totals from the Log of Occupational Injuries and Hinesses (SH 900) for cach category (column Libels under each line

correspond to the columns on the Log). 1f a category has no cases, enter 0™

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
(Col. 1)
DEATHS %
(Cal. G.) AWAY FROM o SKIN DISORDERS 2
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK e
(Col. H.) RESPIRATORY CONDITIONS ]
JOB TRANSFER j JOB TRANSFER OR 19 (Col. 3)
OR RESTRICTION (% RESTRICTION
(Col. L) (Col. L) POISONINGS g
OTHER RECORD- o (Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS o
(Col. 3)
ALL OTHER ILLNESSES <)
(Col. 6)

6. CERTIFICATION

SIGXATURE 88l e

DATE

[ certifv that [ bave examined this document and that to the best of my knowledge the entries are true. accurate. and complete.
3 b = |

TrTLE fsc Pl Sevpets Hauayr

oo fai
/7

¢ .
PRINT NAME waa—f& B /-7..
§

SH 900.1 (12-03)



Division of Safety and Health

Public Employee Safety and Health Bureay
State Office Campus

Building 12. Room 158

Albany NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES 200 L(:

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 /3, ¢ REA L OF If you don’t have accurate figures, see the
@. ] z{: " LOSIS CORTRO i—-,_ﬁ C (—Nﬁeﬂé_ ()FF/C(:: Instructions on the back of the sheet.

STREET ADDRESS

AXS ARCALwAY, D Juird Frvek AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
i YORK , LY 1000 7) Ge

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

MYC Deot of Hoalth & Nenta! Aurem

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM-2~

(NAICS) 131 2D Spllt0 L2LiAGq

/5 E, HtoC

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 O 5
(CoL G) AWAY FROM (& SKIN DISORDERS O
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK > -
(Col. I1) RESPIRATORY CONDITIONS Vi
JOB TRANSFER G JOB TRANSFER OR . (Col. 3)
OR RESTRICTION RESTRICTION -’ oy
(Col. L) (Col. L) POISONINGS -
OTHER RECORD- (Col. 4)
ABLE CASES (>
(Col. 1) HEARING LOSS c
(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 (7§ I,L(I—;c,pf;;_d i) /bL—h---;- titee & AL CE AN TER
PRINTNAME (U AL T4 (T H I DATE _/ — ) V= 71 oo f;w

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 'ZO O q

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™ o o If you don’t have accurate figures, see the
W=y T PR A 2 S s i If Vo ;/"f IJ [‘«"J i Instructions on the back of the sheet.
11N T LES Dervices o W / | o
STREET ADDRESS {1 Juut s LE Jusiite H’[."B'G HARECENT UM PROG LA 1y

CITY, STATE, ZIP CODE

P }Lr V< ':.,L;' f‘/

AVERAGE NUMBER OF EMPLOYEES

fi % LS i0Y S T (-
INDUSTRY DESCRIPTION (e.g.. village fire department) )
g ; g £ e : y P TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
~ -~ 1 i § ¥, /s i ; N §
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM a (,.7 7 &/ .
(NAICS) ‘ i 15 &
621D 43120

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
'S (Col. 1)
DEATHS ¢ ' #
(Col. G) AWAY FROM { SKIN DISORDERS {
DAYS AWAY - WORK (Col. K)) (Col. 2)
FROM WORK { 4
(Col. H.) RESPIRATORY CONDITIONS (
JOB TRANSFER “ JOB TRANSFER OR (Col 3)
OR RESTRICTION - RESTRICTION i o
(Col. 1) (Col. L) POISONINGS L
OTHER RECORD- . (Col. 4)
ABLE CASES L -
(Col. 1) HEARING LOSS L
(Col 5)
ALL OTHER ILLNESSES {
i (Lol 6)

6. CERTIFICATION

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

/

L - Lo g 7 A
SIGNATURE V/10C 080 ~g ety o /7€ TITLE - ~ides7 J F L

T

]

PRINTNAME _ -0 { oo 5oh oy .o b~ ran & DATE ! | 24

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

200 Y

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
NYC - DOHMH, Bureau of Maternal, Infant & Reproductive Health

STREET ADDRESS

164-19 Hillside Avenue , | < £ ey -

CITY, STATE, ZIP CODE
Jamaica, NY 11432

INDUSTRY DESCRIPTION (e.g.. village fire department)
Heo [dic g pt

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) -
q 1320 LAY 160

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

AVERAGE NUMBER OF EMPLOYEES

11

TOTAL HOURS WORKED BY ALL EMPLOYLES LAST YEAR

18,585

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

6. CERTIFICATION

@t I haanem and that to the best of my knowledge the G}
SIGNATURE Vst AR i il TITLE &

! — / L4
PRINT NAME/ oA O /é?/mp —

ue, accurate, a lete.

OC7E2.

J P
& Md‘

.

el PN

74 g
DATE /A'ZC* 9
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 2 00 %
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 U"\v.>-“» ¢t Tt g -“‘}5"3 If you don’t have accumate figures, see the
Cand e Bdwin, By of ol Bt i . Db s Instructions on the back of the sheet.
STREET ADDRESS / LA o
\2S woedth Sh N pn e L 205 34§ AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE {

5 ; —
\\4"(_.\_\_»\\_,1 b MY ooy > (o 4 SU

INDUSTRY-DESCRIPTION (e.g.. village firc department)

N \Q” X o Mo M bl by optenn
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS) _ o B e
2110 923i30 54720

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

¢ S0 0

Enter the column totals from the Log of Occupational Injuries and Illnesses (SH 900) for each category (calumn 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 [ .}
‘- o Col. 1
DEATHS 4 () gl
(Col. G) AWAY FROM SKIN DISORDERS O
DAYS AWAY #2 WORK (Col. K.) (Col. 2)
FROM WORK L ’
(Col. H.) 0 RESPIRATORY CONDITIONS Q
JOB TRANSFER 5 JOB TRANSFER OR (Col. 3)
OR RESTRICTION L RESTRICTION
(Col. 1) (Col. L) POISONINGS @)
OTHER RECORD- C (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 %’\z\ﬂ A e el TITLE -‘(-'NLL.LHJJ“ \'\,drt.w--;,\ ’Q«M’u—u‘

Y

, L]
. AN
PRINT NAME \DL’ DCCY Dehvigoe DATE i \'J \j los
|

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 2 D O
INJURIES AND ILLNESSES L&
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
ESTABLISHMENTNAME ( PPA D~ Admincotvad X)) If you don’t have accurate figures, sce 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 8
INDUSTRY DESCRIPTION (e.g.. village fire department)
Municipal Health Department TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) 14, 000

5110 923020

Enter the column totals from the Log of Occupational Injuries and Illnesses (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
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- p (Col. 4)
ABLE CASES
(Col 1) 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 _ Y’ ,c}.UQ " TiTLE Assistant Commissioner

pRINT NAMg Dan Lehman paTE Jan. 6,05

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 2 0ot
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 Y < Do H M H If you don’t have accurate figures, see the
PRO D/ F’cli - ’*—1 —+ TLANANIN C‘ Instructions on the back of the sheet.
STREET ADDRESS
[2S L\B DY . Stre &F v (1 e AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Mew Morle, NN jeei1 3 /7

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

. % TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
HE’:L_U"L e pc);r'“‘#h-fe i
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) —_— 2 o6
5eiilo G 23ial 7, 4

Enter the column totals from the Log of Occupational Injuries and Illnesses (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 (-
(Col. 1)
DEATHS O
(Col. G) AWAY FROM 2 SKIN DISORDERS o
DAYS AWAY ' WORK (Col. K.) (Col. 2)
FROM WORK ()
(Col. H) RESPIRATORY CONDITIONS (-
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION (O RESTRICTION
(Col. 1) (Col. L. POISONINGS D
OTHER RECORD- (Col. 4)
ABLE CASES >,
(Col. J.) HEARING LOSS -
(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.

5 _
SIGNATURE 3 0(/'\’@&/ C{/ Sl TITLE /973

PRINT NAME DDDSC\/ ('/VK"US DATE //6—/555

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 -~ i
INJURIES AND ILLNESSES Q OO _(’
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
NYC DOHMH/FSM/Management Information Services

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

STREET ADDRESS

125 Worth Street Room 1051, 10th Floor AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
New York, NY 10013 56

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

& Y 3 TOTAL HOURS WORKLCD BY ALL EMPLOYLELS LAST YEAR
Application Development/Project Management

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

_ , 500
(NAICS)5HHO 5415 0% 98,5

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

6. CERTIFICATION

SIGNATURE \

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

TITLE M\ QG& QQST

PRINT NAME

\(&. 1)\\\(\5

DATE \\‘)_L\\b%

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 20 O L{

FORM SH 900.1

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

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

1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME If you don’t have accurate figures, see the
NYC DOHMH/FSM/Management Information Services Instructions on the back of the sheet.

STREET ADDRESS

40 Worth Street Room 1539, 15th Floor AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
New York, NY 10013 27

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

s 5 s TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
Application Development/Project Management

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

5pillD 541513

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 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. 1) (Col. L.) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES
(Col. 1) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES o
(Col. 6)

6. CERTIFICATION

I certify that I have examipgd this docyment and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE - TITLEW\\@ Vg e

prINT NAME QGO \/\\\:\“& DATE \\?—‘\\WD

SII 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOT

Division of Safety and Health

Public Empioyee 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

20D Y

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

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

its equivalent. Sce 801.35 and instructions for further details on access provisions for these forms.

1. ESTABLISHMENT INFORMATION

2.EMPLOYENT INFORMATION

ESTABLISHMENT NAME
) - e .
STIREET ADDR i

O WA S Ve - 1003 5 1020

CITY, STATE, ZIP CODE
\ 0D\ 3

Q&b \{bl‘\L l\}l

INDUSTRY DESCRI PTIO\J (e.g.. village fire depaytment)

WC e ot S “«e.a \th 5 thedal Kygieqe

NORTH AMERTCAN INDUSTRIAL CLASSIFICATION SYSTEM '3

(wucg)ﬁ)\%!l L 199 ¢ 517910

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

AVERAGE NUMBER OF EMPLOYEES

19

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

22, g<O

Enter the column totals from the Log of Occupational Injuries and lllnesses (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 (Col. 1)
DEATHS o
(Col. G) AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Cal. K) (Col.2)
FROM WORK
(Col. ;1.) RESPIRATORY CONDITIONS 0
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION 8) RESTRICTION
(Col. 1) (Col. L) POISONINGS .0
OTHER RECORD- (Col. &)
ABLE CASES
(Col. J) HEARING LOSS O
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

[ certify that

SIGNATURE

a dlifi?le best of my knowledge the entries are true, accurate, and complete.
'/ TITLE ///4 ,4

Adbrl

PRINT NAME

2lrfoc

DATE

B - 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 L00 %
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 [f you don’t have accurate figures, see the

.O £X 9“5/ Ih ! .1 (\\;‘H‘G‘L«'én/Cﬁhg ‘ g Instructions on the back of the sheet.

STREET ADDRESS [

125 ek, S .(Qn\ 1012 ~ 1030 AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Neco Yodd, WM 10013 ' \&

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

e De ph. 28 Brea M «Mealal Wyaleae

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSYEM

(ATES) F2L3 120 519490 ' __QAG}QEL

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

Enter the column totals from the Log of Occupational Injuries and Hlinesses (SH 900) for each category (column labels under each linc
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 v
) (Col. 1)
DEATHS
(Col. G,) AWAY FROM O SKIN DISORDERS O
DAYS AWAY WORK (Col. K) (Col. 2)
FROM WORK (8]
(Col. H,) RESPIRATORY CONDITIONS O
JOB TRANSFER JOB TRANSFER OR (Col. 3)
ORRESTRICTION __ & RESTRICTION O
(Col. 1) (Col. L) POISONINGS O
OTHER RECORD- (Col. 4)
ABLE CASES
(Col. 3) HEARING LOSS 0
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

Lhave examined thiy@bcyment-ang that to the best of my knowledge the entries are true, accurate, and complete.

[ certify/lﬁ’l)

”~
SIGNATURE _ L TITLE /}74

PRINT NAME QA {‘;S‘f-!‘ne_ /4—6 r-:.] DATE 02_/ ! / oS

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 oo\

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, BROOKLYN OFFICE

If you den’t have accurate figures, see the

Instructions on the back of the sheet.

STREET ADDRESS

16 COURT STREET, 2ND AND 6TH FLOOR AVERAGE NUMBER OF EMPLOYEES

CITY,STATE, Z1P CODE
BROOKLYN, NY 11241 66

INDUSTRY DESCRIPTION (e.g.. village fire department)
)1 ) i e A » il n a
NYC De’l’” © { ‘[" ekl ¢ 1 m ¢ u.ha\nt l‘l“-{t{ [ 4%e -

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SY$TEM

o CLASSI 110646
{\u(S)q_:l?)[.QC 24190

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
DEATHS 0 )
! e . 0
(Col. G.) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK 0
(Col. H.) RESPIRATORY CONDITIONS 0
SOB TRANSFER 0 JORB TRANSFER OR (Col. 3)
OR RESTRICTION RESTRICTION
(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

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

COORDINATING MANAGER

I certify that | have exan
SIGNATURE %

TITLE

PRINT NaME ©'M PETERS DATE 1/27/05

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

200 Y

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
dnstructions on the back of the sheet.

ESTABLIS ENT NAME [ ‘
ﬁi/—/y Bompdton & Drserse Beven frory - |

STREET ADDRESS ; SRt G omitrdta e Oy

/25 Worls Sieee], frm 395

-

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

NY NY  J00/3 ¥4

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

NYe Depariment oF Fa JV5 fpew /2 ) Hgsieeve

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEMJV
(NAICS) ¢ )

1A 2 30

55,000

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 Q
(Col, G.) AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK
(Col. H.) (’) RESPIRATORY CONDITIONS
JOB TRANSFER 'S JOB TRANSFER OR w (Col. 3)
OR RESTRICTION E J RESTRICTION
(Col._L) (Col. L.) POISONINGS
OTHER RECORD- E ) (Col. 4)
ABLE CASES
(Col. J.) HEARING LOSS O
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
=]

!Rcyélt I hatve
SIGNATU 7/

mined this document a

at to ta best of my knowledge the entries are true, accurate, and complete.

PRINT NAME / Iﬁm&;

Allen

TITLE _ZY FOP mFHION 7&(‘.}{”0/09({/ W}fﬂ/ﬂ

DATE ///5 //0\5

SH 900.1 (12-03)



STATE OF NEW YORK
DEPARTMENT OF LABOR

Division of Safety and Heslth

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 $01 must complete this annually, cven if no occupational injuries or illnesses occurred during the vear.

Employees, former employecs, 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 INFORNMATION 2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME ([ 0(x L

y E : wa (‘%‘ £ ]ak} 0 (ﬂ(t@_ If you don’t have accurate figures, see the
y § Ow\-i_' P D(L"Lﬂ-‘- L E( ; 1;\0 & M “H(’(i“tql S %_ lInstruc:tmns on the back of the sheet.
ol

STREET ADDRESS U

499 THR™WP WENUE . AL A Mgy ¢ AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZYP CODE 4
BROVA LYN | MY 1122 ]l

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

jC’ w . p() “L@—o& \'H‘\ Q nl C,LJV QL d( 4 ('ii '.:2 el TOTAL HQURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM_ )/

™9a23130 2190 (2, 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, cnter “0”.

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INYURIES AND ILLNESSES TYPES
INJURIES O
. /D (Col. 1)
DEATHS
Col. G) AWAY FROM ( ) SKIN DISORDERS 0
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK
(Col. H)) RESPIRATORY CONDITIONS L
JOB TRANSFER JOB TRANSFER OR (Col.3)
ORRESTRICTION __ O RESTRICTION a
(Col 1) {Col. 1) POISONINGS °
OTHER RECORD- (Col. 9)
ABLE CASES () 0
(CoL 3) HEARING LOSS e A
: (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 arc true, acturate, and complete,

SIGNATURE AN M. (Y _EQHW‘&G&KLL TITLE %& %\NJM

\J

prnhame  LORNRE M T FRIRWERTHERA.  pate l}alfb 5

'l A5

SH 900.1 (12-03)

c0'd OF:8T S00Z 12 uer $ZACCC7AROR X 4



STATE OF NEW YORK
'DEPARTMENT OF LABOR

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

Building 12, Room 158

Albany, NY 12240

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

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

200 ¢

All establ

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

s 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 Sudecul N
—C

2. EMPLOYMENT INFORMATION

x If you don't have accurate figures, see the
[F— B W\a:(—w E"gﬁv\ﬂl’ Rﬂpﬁf};ﬂuﬁ:ﬁ Jo L\Qm{tw\instructions on the back of this sheet.
STREET ADDRESS "euctvad Dcp .
2 7
2 Lalhgedle  Sheet

il - (.{{’A 7|
¥ Elayr
CITY, STATE, ZIP CODE ¥

AVERAGE NUMBER OF EMPLOYEES
y) e O ('/02?,{\/ NLj [O00
INDUSTRY DESCRIPTION (e.g.,village fire department
&)

. A |
NY2_Dept o) Hoalleg Nowtad Hjjiaua

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
NORTH AMERICAN INDUSTRIAL CLASSHFICATION SYSTEM (NAIGS)

23120  (L,2419D i@g]_(l

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES O
DEATHS D (Cal 1)
(Col. G) JOB TRANSFER OR SKIN DISORDERS
DAYS AWAY RESTRICTION O (Col. 2)
FROMWWORIC TR {Col. K) RESPIRATORY CONDITIONS @
JOB TRANSFER (Gol, 3)
OR RESTRICTION AWAY FROM ' POISONINGS O
(Col. 1) WORK (Co, 4)
OTHER RECORD- , 25
il piis {CelL) ALL OTHER ILLNESSES
(Col. J.) (Col. 5)

6. CERTIFICATION

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

SIGNATURE :&j) M (S)CMM\/

TITLE Gle/,@e!) "’ﬁ/@ﬂjﬁm

PRINT NAVE Y ﬁnﬂ@r @k,u avs)

U
DATE ‘7 "0‘2 C/“' oS5

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

200 Y

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
I

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME < U_{ ¢ (LT

Y e ya) i 3

LT TH (.-C"Y\ﬁ’t‘[
/2

(i eenS NeTwork T2

/7197
STREET ADDRESS .
‘)"Zf—z / TUN € Tliod EL\/Q ﬂ{w\ﬁ; /?//d(ﬁ

CITY, STATE, ZIP CODE

(e.g.. village fire department

NYC Dyt 6) ool & f')')kulfa( i

e TH AMERICAN INDUSTRIAL CLASSTFICATTON SYSTER]
(NAICS)

Ny

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

AVERAGE NUMBER OF EMPLOYEES

30

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

J{%S@a

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

correspond to the columns on the Log). Ifa category has no cases, enter “Q",

3. NUMBER OF CASES J 4. NUMBER OF DAYS

DEATHS G )

(Col G,) AWAY FROM
DAYS AWAY d WORK (Col. K.)
FROM WORK

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

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

(Col. J)

5. INJURIES AND ILLNESSES TYPES
=
INJURIES i
(Col. 1)
SKIN DISORDERS
(Col. 2)
RESPIRATORY CONDITIONS O
(Col ?)
POISONINGS
(Col. 4)
HEARING LOSS O
(CaE:ﬁl
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

TITLE

: I certify th?a\}‘ examined thisdocument and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE 4,,// sl g
77 W—

PRINT NAME 1’ )/ff/ j M., J

DATE _ / /2(4)#‘

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
Statc Office Campus

Building 12. Room 158

Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES
FORM SH 900.1

2004

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 aceess to the Log (SH-900) or
its equivalent. Sec 801.35 and instructions for further details on access provisions for these forms.

asé?h'ic i

1. ESTABLISHMENT INFORMATION

Wt ZM‘{ “

2. EMPLOYENT INFORMATION

ESTABLISHMENT NAME &5 (00l ¢ L T (_'L't‘ki't’&(
| [} s
Far. Rockaway Chest Cavser

STREET ADDRESS
ELt@]%xwaA? Eémﬂ Blud,

CITY, STATE, ZIP CODE

Favr Kockaway = NY 11652

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

NYC Deet. Healny £ HEUTAL LNGIERE.

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM

(NAICS)Q; 21344 Q23120

If youdon’t have accurate figures, see the
[nstructions on the back of the shect.

AVERAGE NUMBER OF EMPLOYEES

8

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

2800

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 :
(Col. G, AWAY FROM SKIN DISORDERS o
DAYS AWAY . WORK {Col. K (Col. 2)
FROM WORK O
(Col. 1) RESPIRATORY CONDITIONS (e}
JOB TRANSFER JOB TRANSFER OR (Col. 3)
OR RESTRICTION (@) RESTRICTION (@]
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col. )
ABLE CASES o
(Col. 1) HEARING LOSS y
(Col.5)
ALL OTHER ILLNESSES
(Col. 6)
7 6. CERTIFICATION
g s

1 certify tat

-
gl

InSig

‘hin,?d this document and that to the best of my knowledge the entries

"

s

SIGNATURE / /
AN 5
PRINT NAME. éiﬁt/. ~

i

ST e

arg trye, accurale, and complete.

TTLE S 4 St -
7 -

- .

DATE

//?%'J
 /

v d

SH 900.1 (12-03)




STATE OF NEW YORK Division of Safety and Health

DEPARTMENT OF LABOR S -u-‘i_; Public Employee Safety and Health Bureau
ii State Office Campus
O ; Building 12. Room 158
it Albany NY 12240

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH 900.1 200 L(

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

Employees, former employees, and their representatives have the right to review this fonn. They also have limited access to the Log (SH-900) or
its equivalent. See 801.35 and structions 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
Divi . Instructions on the back of the sheet
. ivisi i ic{Management
STREET ADDRESS Office of Grants Administration
125 Worth Street Room 623 AVERAGE NUMBER OF EMPLOYEES
CITY,STATE, ZIP CODE
New York. NY 10013 6
INDUSTRY DESCRIPTION (e.g.. village fire department)
~NYy o TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
Department of Health and Mental Hygiene
NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) /. 10920
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 ¢
(Col. 1)
DEATHS 0
(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 JOB TRANSFER OR (Cal. 3)
OR RESTRICTION 0 RESTRICTION 0
(Col. 1) (Col. L) POISONINGS 0
OTHER RECORD- (Col. 4)
ABLE CASES 0
(Col. J)) HEARING LOSS
(Col.5)
ALL OTHER ILLNESSES 0
(Col. 6)

6. CERTIFICATION

i u,emf\ that I have xan@d}\(h:s docum t and that to the best of my knowledge the entries are true, accurate, and complete.
1] : -
SIGNAT UR‘[’}-C:\ 1 (ﬁ jt\\ e TITLE

PRINT N.—\MEi W DIT‘R F' H"y DATE///K/

SH 900.1 (12-03)



Division of Safety and Health

Public Employee Safety and Health Burcau
State Office Campus

Building 12. Room 158

Albany NY 12240

STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES 200 LG
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 PR ; If you don’t have accubate figures, see the
N \Tl e, DD B H )l&\’mbl&_ﬂbﬂ) GEJUTZE Instructions on the back of the sheet,
STREET ADDRESS
520 l( s Lanp Ajmz. AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Broovlyy. W. Y /1222~ 13

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

peT ] oF /-;MLT‘I AND ﬂ//-l-/r‘GL H"[G:}A&J

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) Apm ;;F PlR Seeias fa?m;ms&« A 735
AILD ?

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
INJURIES (&)
) (Col. 1)
DEATHS O
(Col. G) AWAY FROM SKIN DISORDERS @)
DAYS AWAY 7, WORK (Col. K) (Col. 2)
FROM WORK
(Col. H) RESPIRATORY CONDITIONS O
JOB TRANSFER 0 JOB TRANSFER OR O (CoL 3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS O
OTHER RECORD- (CoL4)
ABLE CASES (2, O
(Col. 1) HEARING LOSS
@
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

I certify hat [ have examingd dgCument and that to the best of my knowledge the entries are true, accurate, and complete,

/4
SIGNATURE TITLE DI Miclod
~A
PRINT NAME _}_L,ou.n& A"-—’-'D Lg)S DATE | !27 /a\r‘"
I

SH 900.1 (12-03)



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,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

2004

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

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

2. EMPLOYENT INFORMATION

1. ESTABLISHMENT INFORMATION
ESTABLISHMENT NAME ( ‘
e wE b o e B
X ISENGE A Yy(ROL

s

l e
(\\n T"“.‘N't’ st E

STREET ADDRESS

TAS WART W

- f N A
{lﬂk\} |y 1\,\'“)\’7 5:)1;(3
\?4

CITY, STATE, ZIP COD .
Jic* W Vw\f- (L (979

INDUSTRY D\E\S\CRIPTIONﬁe.g.. age fire depantment)
N o

f'g L{{(i . VQ,‘. { ([ { AT A r e ﬁft\;’\lﬁ

Y
NORTH AMERICAN I‘NDTTRIAL CLASSIFICA'NON SYSTE-.\'t }

(NAICS) .

If youdon’t have accurate figurcs, sce the .
Instructions on the back of the sheet.

AVERAGE NUMBER OF EMPLOYEES

e

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

23,33 )

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

Injuries 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

{79

INJURIES
Col. 1
DEATHS - : ( N )
(Col. G.) AWAY FROM : > SKIN DISORDERS C D
DAYS AWAY _ WORK (Col. K.) (Col. 2)
FROM WORK <
(Col. H.) RESPIRATORY CONDITIONS
JOB TRANSFER = JOB TRANSFER OR - (Col. 3)
OR RESTRICTION D RESTRICTION Lo .
(Col. 1) (Col. L.} POISONINGS ;
OTHER RECORD- - (Col. 4)
ABLE CASES L2 -
(Col. J.) HEARING LOSS <
Col.5)
ALL OTHER ILLNESSES {
(Col. 6)

6. CERTIFICATION

SIGNATURE ‘\%f\ N
N\

o\ gy L

Ak e ’
PRINT NAME\ Ay Ty ATPAN

T

\ R el

: . ; 2 A
[ certify that I have examined this document and that to the best of my knowledge the entries are true, accumle\nd complete.

Log (SH-900) or

( (:m\, X .
TITLE YTk ANTAA N
DATE AL N f

d,t A

(el

\

RS B

SH 900.1 (12-03)



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,

Employees, former employees, and their representatives have the right to review this form. They also have limited access to the Lo

Division of Safety and Health

Public Employee Safety and Health Bureau
State Office Campus

Building 12. Room 158

Albany NY 12240

c00\

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

g (SH-900) or

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

L. ESTABLISHMENT INFORMATION

2. EMPLOYENT INFORMATION

ESTCAS}LISHME:\TI 1\8% _ P l an <|-— q)Qj"Q 4—70(’) <

55 Erst he  Rm 0un
NY 100l

CITY, STATE, ZIP,COD
INDUSTRY DESCRIPTION (d%.. village ﬁrf department

oK, |
NY 0 Dot o8 fleallly & Mept/ fhe

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) [ ) ™ — . 3 i d ; i S T X
L2F220  23%2.40 H82Q49 Sgi12D

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

AVERAGE NUMBER OF EMPLOYEES

30

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

13840

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

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

3. NUMBER OF CASES 4. NUMBER OF DAYS

5. INJURIES AND ILLNESSES TYPES

INJURIES

I

(Col. 1)

DEATHS q O
(Col. G AWAY FROM SKIN DISORDERS
DAYS AWAY WORK (Eol. K) (Col.2)
FROM WORK 3 6
(Col. H) RESPIRATORY CONDITIONS
JOB TRANSFER JOB TRANSFER OR O (Col. 3)
OR RESTRICTION RESTRICTION
(Col. 1) (Col. L) POISONINGS
OTHER RECORD- (Col. 4)
ABLE CASES O
(Col. I) HEARING LOSS
1.5)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

accurate, and complete.

I certify thg) I have examined thj d’ocument and that to the best of my knowledge the entries are true,
SIGNATURE ﬁ%ﬂ M—#@O TITLE J 0LR Y J-cuu ]

PRINT NAME !\‘-anﬂ jﬁnkfhs

-19-05¢G

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,

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

QDO%

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

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

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

1. ESTABLISHMENT INFORMATION
D

2. EMPLOYENT INFORMATION

o253 ¥m b0y

£~/
MY

CITY, STATE, ZIP CODE

éw\%ﬂﬁ Q0O 7 -
lNDU?‘RY DESCRIPTION (e.g.. vil;ag ﬁreZpartmen )
/7 ¢, %ﬁ[ +(£W‘{/¢mw

NORTH AMERICAN INDUSTRIAL CLASSIFICATION
(NAICS) o - Foo W
923120 b2i 349

SYSTEM

i TR T
ABLISHM ?T NAME ?‘—(Q (Ll t»b 121D n1ro If you don’t have accurate figures, sce the
é :Lw Ué(; [l PC,E J :'AL(CIVL{?GI“J'-"— /K&HJ"J‘? Instructions on the back of the sheet.
STREET ADDRESS /

AVERAGE NUMBER OF EMPLOYEES

<30

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

47060

|

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
2\
INJURIES N 5 I
( ) (Car. 1)
DEATHS
ol G) AWAY FROM SKIN DISORDERS Q
DAYS AWAY @ WORK (Col. K) (Col, 2)
FROM WORK ( }
(Col, H) RESPIRATORY CONDITIONS
JOB TRANSFER [ ) JOB TRANSFER OR (CoL.3)
OR RESTRICTION RESTRICTION
(ComL) (ol 1) POISONINGS
OTHER RECORD- O (Col )
ABLE CASES 6
(Col. J) HEARING LOSS
(Cpk-$)
ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

Feertify that{ Have examined this document and that to the best of my knowledge the entries are true
SIGNATURE

th/g\ CAn s

PRINT NAME

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 Q_DDL‘
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 o the Log (SH-900) or
its equivalent. See 801.35 and mstructions for further details on access provisions for these forms.

...2 : } .y 1. ESTABLISHMENT INFORMATION 2. EMPLOYENT INFORMATION
ESTABLISHMENT NAME P\u(¢tue ©F T 8 ("o e [ If youdon’t have accurate figures, see the
S . : S Instructions on the back of the sheet.

CORCKA CHEST (CENTER.

STREET ADDRESS

: e L sk Tany
3d-38 “dunchony Bly d | s Qn& lspee AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE. l

“Jackssin tHe. ., &Y {1372 Hy

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

-

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS

l_kl H C ’D& P{’ fil R EO— [(‘(E\d 9 {f)l ':‘/Ju{:{ Glt’j o ‘,}L d TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR
| Lo

'422120 21399 L, Toc

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

6. CERTIFICATION

SIGNATURE /"\J/.; 57121,/_,/
PRINT N,:~\M-E/ M DASTALA

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 900.1 200%

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
Bronx Regional Office / Early Intervention Program Instructions on the back of the sheet.

STREET ADDRESS

1932 Arthur Ave.  Suite 203B AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Bronx, New York 10457 42

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

New York City Department of Health & Mental Hygiene TOTAL-HODRS WORKEDDY ALL EMPLOYBES LAST VEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM
(NAICS) . 64,229
q23120 249D

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 = 17
(Col. G.) AWAY FROM SKIN DISORDERS 0
DAYS AWAY WORK (Col. K.) (Col. 2)
FROM WORK 1
(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. J.) HEARING LOSS 0
(CobS)
ALL OTHER ILLNESSES
(Col. 6)
6. CERTIFICATION
I certify th aye examined this document and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE TITLE Regional Director
/. §
PRINT NAME _JEHC ‘ Chisholm DATE 1/21/04
\._/I

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

200%

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 )
O o Heprry ﬁj:éjﬁ’dﬂm’ KAoiicy 0 New Ser KCrry
STREET ADDRESS 5, = 2/ ) — 2 4
20 - ) i(f Loamtt 419

CITY, STATE, ZIP CODE :

>4j IS Bivd.
Kew Gardews, MNeEw Yok . Ny -114145"

INDUSTRY DESCRIPTION (e.g.. village fire department)
dy
W]

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

j(!i—\.\?, G

A0, 54O

New Jorle Coby Dt of Heoddl & Mentel

NORTH AMERICAN INDUyRIAL €LASSIFICATION SYSTEM :

(NAICS) q LA Q1D .

3313 O

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESSES TYPES
INJURIES
- (COI. l)
DEATHS Lt ,
(Col. G) AWAY FROM SKIN DISORDERS O
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
(Col. 1) (Col. L) POISONINGS @)
OTHER RECORD- N (Col. 4)
ABLE CASES ) !
(Col. 1) HEARING LOSS O
(ColL.5)
ALL OTHER ILLNESSES
(Col. 6)
. 6. CERTIFICATION
j
I certify that [ h ined this docuggerit and that to the best of my knowledge the entries are true, accurate, and complete.
SIGNATURE Crhd Y M R o il TITLEALG IOV L[ D04 iS TRATIVE oLy #ECTER

P .
PRINT NAME <‘7‘/f FUENS K- KumAR

ate _/ /] Jdios
Z /

SH 900.1 (12-03)
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