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1.  This form is required by the Commissioner of Labor's Rules and Regulations Part 801 activity or job transfer, days away from work, or medical              instructions
(12 NYCRR Part 801) and must be kept in the establishment for five years. treatment beyond first aid.  You must also record significant          3.  Use more than one line for a single case if necessary.
Failure to maintain this form can result in the issuance of a Notice of Violation and work-related injuries and illnesses that are diagnosed by a          4.  This form contains information relating to employee health and must be used in a 
Order to Comply. physician or licensed healthcare professional.  You must also               manner that protects the confidentiality of employees to the extent possible while the 
2. You must record information about every work-related death and about every record work-related injuries and illnesses that meet any of the              the information is being used for occupational health purposes.  Refer to the instructions
work-related injury or illness that involves loss of consciousness, restricted work specific recording criteria found in12 NYCRR 801.7-801.12 and .            (SH-901) for types of illnesses and injuries defined as "privacy concern cases".
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ADDITIONAL FORMS AND INFORMATION:  If you require additional forms or information concerning the completion of this form, contact:  
The Office of Occupational Safety and Health at (718) 935-2319 Fax Number (718) 935-4682
SH 900 (11-03)
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