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Divison of Safety and Health

Public Employee Safety and Health
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All establishments covered by PART 801 must complete this summary annually, even if no occupational injuries or illnesses occurred 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.
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