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ork-R
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Injuries and Illnesses 

N
ote: You can type input into this form

 and save it. 
Because the form

s in this recordkeeping package are “fillable/w
ritable”

PD
F docum

ents, you can type into the input form
 fields and 

then save your inputs using the free Adobe PD
F R

eader. In addition, 
the form

s are program
m

ed to auto-calculate as appropriate. 

Attention: This form
 contains inform

ation relating to 
em

ployee health and m
ust be used in a m

anner that 
protects the confidentiality of em

ployees to the extent 
possible w

hile the inform
ation is being used for 

occupational safety and health purposes. 
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plete an Injury and Illness Incident Report (O
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ork activity or job transfer, days aw
ay from

 w
ork, or m
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form
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hether a 

E
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• Significant w
ork-related injuries and illnesses that are diagnosed by a physician or licensed health care professional. 
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o lines for a single case if you need to. 
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 control num
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Add a Form
 Page 

Injury 

Skin disorder 

Respiratory 
condition 

Poisoning 

Hearing loss 

All other 
illnesses 

B
e sure to transfer these totals to the S

um
m

ary page (Form
 300A

) before you post it. 

(1) 
(2) 

(3) 
(4) 

(5) 
(6) 

R
eset

R
eset

R
eset

R
eset

R
eset

R
eset

R
eset

R
eset

R
eset

R
eset

0
0

0
0

0
0

0
0

0
0

0
0

A
dd a Form

 Page

Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.Lorem ipsum dolor sit amet, consectetur adipiscing elit, sed do eiusmod tempor.

Ca-
se 
N-
u-
m-
ber 
1 

Case Number 2
Ca-
se 
N-
u-
m-
ber 
3 

Ca-
se 
N-
u-
m-
be-
r 4

Case Number 5
Ca-
se 
N-
u-
m-
ber 
6 

Ca-
se 
N-
u-
m-
be-
r 7

Case Number 8Case Number 9

Employer's Name 1

E-
m-
pl-
oy-
er'
s 
N-
a-
me 
2 

E-
m-
pl-
oy-
er'
s 
N-
a-
me 
3 

Employer's Name 4

E-
m-
pl-
oy-
er'
s 
N-
a-
me 
5 

E-
m-
pl-
oy-
er'
s 
N-
a-
me 
6 

Employer's Name 7

E-
m-
pl-
oy-
er'
s 
N-
a-
me 
8 

E-
m-
pl-
oy-
er'
s 
N-
a-
me 
9 

Date Disability Began 1Date Disability Began 2Date Disability Began 3

D-
ate 
Di-
sa-
bil-
ity 
Be-
ga-
n 
4 

D-
ate 
Di-
sa-
bil-
ity 
Be-
ga-
n 
5 

Date Disability Began 6

D-
ate 
Di-
sa-
bil-
ity 
Be-
ga-
n 
7 

D-
ate 
Di-
sa-
bil-
ity 
Be-
ga-
n 
8 

X X X X X X X X X X

X X X X X X X X X X

X X X X X X X X X

X X X X X X X X X

Examin-
er 
Name 

X X X X X X X X X X
X X X X X X X X X X
X X X X X X X X X X
X X X X X X X X X X
X X X X X X X X X X
X X X X X X X X X X

X X

DEMO Generated by Anvil
https://useanvil.com


