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occupational safety and health purposes. 

This Injury and Illness Incident Report is one of the 
first form

s you m
ust fill out w

hen a recordable 
w

ork-related injury or illness has occurred. Together 
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ith the Log of W
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3) D
ate of birth 

4) 
D

ate hired 

M
onth 

D
ay 

Y
ear 

5) 
M

ale 

M
onth 

Fem
ale 

D
ay 

Y
ear 

Inform
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hat w
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Public reporting burden for this collection of inform
ation is estim

ated to average 22 m
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ing instructions, searching existing data sources, gathering and m
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M
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pleted form
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