STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

Divison of Safety and Health

Public Employee Safety and Health

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

AR A

Calendar Year

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

Seadin Henvi fe Hish Jcdaul

STREET ADDRESS

/ 'n(/#tlh LUW

CITY, STATE, ZIP CODE

guHQ by [ I

INDUSTRY DESCRIPTION (e.g. village fire department)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS)

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

AVERAGE NUMBER OF EMPLOYEES

106

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

45,318

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

3. NUMBER OF CASES

4. NUMBER OF DAYS

5. INJURIES AND ILLNESS TYPES

DEATHS o
(Col. G)
DAYS AWAY
FROM WORK O
(Col. H)
JOB TRANSFER
OR RESTRICTION &
(Col. 1)
OTHER RECORD- O
ABLE CASES
(Col. J.)

AWAY FROM O
WORK e
(Col. K)
JOB TRANSFER OR O
RESTRICTION
(Cal. L)

INJURIES 6(

(Col1)
SKIN DISORDERS O

(Cal. 2)
RESPIRATORY CONDITIONS ()

(Cal. 3)
POISONINGS @)

(Col. 4)
HEARING LOSS 8

(Col 5)
ALL OTHER ILLNESSES O

(Cdl. 8)

6. CERTIFICATION

SIGNATURE ‘//‘/7

| certify that | have examined this document a

PRINT NAME Pmd#m S;a.g’w /(/

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

TTLE Schovt Business /Panapn

! /a?‘f/}b

SH-900.1 (10-05)




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 K62

INJURIES AND ILLNESSES Calendar Year
FORM SH-900.1

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

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

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME

If you don't have accurate figures, see the

,@é&/’\ U)Ol'aim a/’a){%—*td/””] S)O/w‘b / instructions on the back of this sheet
STREET ADDRESS
20 Worden 1A

AVERAGE NUMBER OF EMPLOYEES

e 4 123 L

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

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS) @ O O 0’2 5
)

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
e
O INJURIES / 7
DEATHS (Cctﬂ,_.;)
(Col. G) SKIN DISORDERS
DAYS AWAY O Av\\//vggKFROM O (Col.2)
FROM WORK _— (Col. K) RESPIRATORY CONDITIONS 'S
O. ———————
JOB TRANSFER O (Col. 3)
OR RESTRICTION JOB TRANSFER OR O POISONINGS O
(Col. 1) RESTRICTION (Col. 4)
OTHER RECORD- IS (Col. L) HEARING LOSS
ABLE CASES - (Cal 5)
(Col. J.)
ALL OTHER ILLNESSES
{Coal. 8)

6. CERTIFICATION

| certify that | have examined this dwmat tofhe best of my knowledge the entries are true, accurate, and complete
Y’ wy
SIGNATURE Q i theol 1Pus. | ung jn

TITLE

PRINT NAME ]q‘md,uw ‘g‘,,&?{é,é\/ OATE /v la?

L4

SH-900.1 (10-05)




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 20an
INJURIES AND ILLNESSES Calendar Year
FORM SH-900.1

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

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

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

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

/&/MW é/’&ﬂ-&lﬂéﬂff y[/\—o‘[) / instructions on the back of this sheet.

STREET ADDRESS

77¢ J&W@/ﬁ. /z/ AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE
Ceptio. 1y 12203 33

INDUSTRY DESCRIPTION (e.g village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS) L]l 6 605
[

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES J
DEATHS O (%‘-)
(Col. G) SKIN DISORDERS
DAYS AWAY O AVY/VS\;KFROM Z:) (Col. 2)
FROM WORK = . (Col. K) RESPIRATORY CONDITIONS O
ol, ——
JOB TRANSFER o (Col. 3)
OR RESTRICTION JOB TRANSFER OR O POISONINGS o
(Col. 1) RESTRICTION (Col. 4)
OTHER RECORD- s (Cal. L) HEARING LOSS ( 2
ABLE CASES e Col 5)
(Col. J)) Q
ALL OTHER ILLNESSES
(Col. 8)
6. CERTIFICATION
| certify that | have examined this docume, t to th# best of my knowledge the entries are true, accurate, and complete.

SIGNATURE TITLE SOL(W‘ [Bus. /NAnapf1
PRINT NAME MVW %@?‘W\JU . //}4/93

SH-900.1 (10-05)



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 w22
INJURIES AND ILLNESSES Calendar Year
FORM SH-900.1

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

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

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION
ESTABLISHMENT NAME
If you don't have accurate figures, see the
1
S] 66“117‘[(. g/&ny/ /le, /)I_Sr)‘?f(/ ﬁfﬁc ¢ instructions on the back of this sheet.

STREET ADDRESS

p’ﬁb @V«U{d}& @ttzw&bﬁ AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE (9
Qoo Ny 12362 O

INDUSTRY DESCRIPTION (e.g. village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM {NAICS}). L‘jl 9 gq 3
| \
|

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5 INJURIES AND ILLNESS TYPES
o INJURIES O
DEATHS ca)
(Col. ©) . — o SKIN DISORDERS
DAYS AWAY ) R (Col. 2)
FROM WORK —_—
R (Col. K) RESPIRATORY CONDITIONS [®)
o]
JOB TRANSFER o (Cd-,2)
OR RESTRICTION JOB TRANSFER OR &) POISONINGS O
Cal ) RESTRICTION (Col 4)
OTHER RECORD- O (Col. L) HEARING LOSS D
ABLE CASES —— (Col 5)
Col. J.
(Col. J.) ALL OTHER ILLNESSES =
(Col 6)

6. CERTIFICATION

| certify that | have exammed this dWst of my knowledge the entries are true, accurate, and complete.
‘ s &
SIGNATURE TITLE Schal Buo. P <t

prINT NAME  PHdrey %M,w; DATE ’IM/Q}

SH-900.1 (10-05)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED

INJURIES AND ILLNESSES
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no oc

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

Building 12, Room 158

Albany, NY 12240

Calendar Year ;2 032

cupational 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

57 Cetio ,&Utws /e

midale  Sihes!

STREET ADDRESS

6 PoHy Baviceos

CITY, STATE, ZIP CODE

Seebia Ny 1350

INDUSTRY DESCRIPTION (e.g. village fire department)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS)

e

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

AVERAGE NUMBER OF EMPLOYEES

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

107’,150

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

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

—
3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
INJURIES L
DEATHS % (C;B)
(Cdl. G) SKIN DISORDERS
DAYS AWAY O AV\(/V(S\;; S O (Cal. 2)
FROM WORK = (Col. K) RESPIRATORY CONDITIONS O
Ol et
JOB TRANSFER > 8"- 3)
OR RESTRICTION JOB TRANSFER OR ) POISONINGS
(Col. RESTRICTION : (8[_43
OTHER RECORD- O (Col. L) HEARING LOSS
ABLE CASES i ~Ca 5
(Col. J.)
ALL OTHER ILLNESSES
(Cal. 8) J

6. CERTIFICATION

DATE

| certify that | have examined this doc’,ﬂhe best of my knowledge the entries are true, accurate, and com plete
/ cdal Pus. ey
SIGNATURE C:7 TITLE 57 Y

i[24]25

PRINT NAME ﬁmlw,w %(}’Jé%,/
&<

S$H-900.1 (10-05)



STATE OF NEW YORK
DEPARTMENT OF LABOR

SUMMARY OF WORK-RELATED
INJURIES AND ILLNESSES

FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no

Employees, former employees, and their representatives have the right to review this form. They a
See 801.35 and instructions for further details on access provisions for these forms.

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

Building 12, Room 158

Albany, NY 12240

Calendar Year

A>3

occupational injuries or illnesses occurred during the year,

Iso have limited access to the Log (SH 900) or its equivalent.

1. ESTABLISHMENT INFORMATION

-

2. EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

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

Ouldings & Syounds

STREET ADDRESS

00 Saeanrdaye. &

AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE

Seghia hy 12202

| |

INDUSTRY DESCRIPTION (e.g village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

23,9371

Enter the column totals from the Log of Occupational injuries and liinesses (SH 900

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

) for each category (column labels under each line

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
o INJURIES A
DEATHS (cg 1)
(Col. G) SKIN DISORDERS
DAYS AWAY / AV‘(/VOA;KFROM 7 (Cal.2)
FROM WORK — (Col K) RESPIRATORY CONDITIONS O
ol.
JOB TRANSFER © (Col. 3)
OR RESTRICTION JOB TRANSFER OR O POISONINGS O
Co D) RESTRICTION (Col. 4)
OTHER RECORD- O (Col-1) HEARING LOSS )
ABLE CASES Col 5)
Col. J
(Col. &) ALL OTHER ILLNESSES )
(Col. 6

6. CERTIFIC).{\TlON

(7 Lz
icqhr~/

SIGNATURE :
/

PRINT NAME ;%duw

st of my knowledge the entries are true, accur

ate, and complete.

e Schnl 1up. 118N
DATE I/M/‘)/}

SH-900.1 (10-05)




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 2022
INJURIES AND ILLNESSES Calendar Year
FORM SH-900.1

All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or ilnesses 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
ESTABE'SHMENT NAME. If you don't have accurate figures, see the
CJ Nneslin C/je.m&p&n{ instructions on the back of this sheet.
STREET ADDRESS
l’fo }4/’ V)‘ on S" AVERAGE NUMBER OF EMPLOYEES

CITY, STATE, ZIP CODE
Qestia, NY 13303 qu

INDUSTRY DESCRIPTION (e.g. village fire department)

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

’

Enter the column totals from the Log of Occupational Injuries and lilnesses (SH 900) for each category (column jabels 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
15 INJURIES $
DEATHS (cczgm)
(Col. G) SKIN DISORDERS
DAYS AWAY O A\leggKFROM Q (Cal. 2)
FROM WORK ———e (Col. K) RESPIRATORY CONDITIONS (D
ol
JOB TRANSFER o (C‘EL 9)
OR RESTRICTION JOB TRANSFER OR Q POISONINGS P,
(Col. 1) RESTRICTION (Col. 4)
OTHER RECORD- O (Cal. L) HEARING LOSS @
ABLE CASES = BGI 5)
Col. J.
(G L) ALL OTHER ILLNESSES
(Col. 6)

6. CERTIFICATION

| certify that | have examined this document and that 4 the best of my knowledge the entries are true, accurate, and complete

g o
SIGNATURE (;, 2 7
prINT NAME  [Diadl 4 ek

TITLE Schnl Ous. Jhand p
(>3

DATE

v
574

SH-900.1 (10-05)



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 2092
INJURIES AND ILLNESSES Calendar Year
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.

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

1. ESTABLISHMENT INFORMATION 2. EMPLOYMENT INFORMATION

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

i va/wpw KA 6N Mjr instructions on the back of this sheet.
STREET ADDRESS

% S&CM@L& SCL M AVERAGE NUMBER OF EMPLOYEES
CITY, STATE, ZIP CODE /—%
S‘@ﬁq&( ny 130> ( ﬁ

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

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS) '7 Q } (0 Q —7
) |

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES ]
, INJURIES /0
DEATHS O (cgw
(Cal. G) ; SKIN DISORDERS
DAYS AWAY 2 AV‘{/%\;(KFROM /9 (Cal. 2)
FROM WORK < (Col. K) RESPIRATORY CONDITIONS e
ol.
JOB TRANSFER o (Cal. 3)
OR RESTRICTION JOB TRANSFER OR POISONINGS O
{Col_ ) RESTRICTION (Col. 4)
OTHER RECORD- (Col. L) HEARING LOSS 8
ABLE CASES — )
(Cal, J.) ALL OTHER ILLNESSES O
(Ca\. 8) J

6. CERTIFICATION

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

| certify that | have examined this docu
b

SIGNATURE (7 . TTLE Cohenl fous. Matapn

Yo A
erINT NAVE NVl S‘ﬁ%t?vri“b\{ OATE EYEY

¥
=

k)

SH-900.1 (10-05)




STATE OF NEW YORK Divison of Safety and Health

DEPARTMENT OF LABOR ‘State Office Campus

Building 12, Room 158
Albany, NY 12240

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

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

Calendar Year 92 0R2

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.

Public Employee Safety and Health

1. ESTABLISHMENT INFORMATION

2, EMPLOYMENT INFORMATION

ESTABLISHMENT NAME

ﬂ.’LW{A Sehsol

STREET ADDRESS

Jrs Wren JF

CITY, STATE, ZIP CODE

Sestio. N4 123063

INDUSTRY DESCRIPTION (e.g. village fire department)

NORTH AMERICAN INDUSTRIAL CLASSIFICATION SYSTEM (NAICS).

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

AVERAGE NUMBER OF EMPLOYEES
53

TOTAL HOURS WORKED BY ALL EMPLOYEES LAST YEAR

10,637

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

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

3. NUMBER OF CASES 4. NUMBER OF DAYS 5. INJURIES AND ILLNESS TYPES
O INJURIES 72
DEATHS (0251)
(Col. G) SKIN DISORDERS
DAYS AWAY > e o (Cal. 2)
FROM WORK B (Col. K) RESPIRATORY CONDITIONS O
ol —_—
JOB TRANSFER o (CoI 3)
OR RESTRICTION JOB TRANSFER OR £ POISONINGS
(Col. 1) RESTRICTION )
OTHER RECORD- [, (Col. L) HEARING LOSS 8
ABLE CASES — o 5)
(Col. J.) (—L)
ALL OTHER ILLNESSES
(Col. 8)

6. CERTIFICATION

| certify that | have examined this docu hat tcy/D
S
SIGNATURE C/

prINTNAME  Lhnfy or0 Oﬂ&ﬁg/y/\

TITLE

DATE

est of my knowledge the entries are true, accurate, and complets

School 12us. /Mangpeq
i hyla3

SH-900.1 (10-05)




