
TYPES OF BENEFITS
MEDICAL BENEFITS
Your employer must pay for all reasonable and necessary medical care 
required to treat your injury. This includes reasonable and necessary travel 
expenses for treatment. Mileage for use of a private car is reimbursed at 57.5 
cents per mile. (85.27)

Under certain circumstances, if you are required to leave work for 
medical treatment, you may receive payment of lost wages.(85.27)
A medical care provider cannot seek payment of charges for 
treatment from you while a contested case proceeding or a dispute 
as to the reasonableness of a medical treatment fee is pending 
before the Workers’ Compensation Commissioner.(85.27)

DISABILITY BENEFITS
If you are injured at work, you may be entitled to disability benefits.

TYPES OF DISABILITY BENEFITS
Temporary Total Disability (TTD) [85.32, 85.33(1)] 
When you are off work more than three calendar days on account 
of injury, you may be entitled to TTD benefits beginning on the 
fourth day and continuing until you return to work or are medically 
recovered enough to return to similar work, whichever happens 
first. If you are off work for more than 14 calendar days, you may be 
entitled to payment for the three-day waiting period.

Temporary Partial Disability (TPD) [85.33(2-5)] 
If you return to work at a lesser paying job because of the injury, 
you may be entitled to benefits. The benefit amount is 66 2/3 
percent of the difference between your average gross weekly 
earnings when injured and your actual earnings while temporarily 
working at the lesser paying job. The three-day waiting period 
(explained above) also applies to temporary partial disability.

Healing Period (HP) [85.34(1)]
You may be entitled to HP benefits while recovering from an 
injury which produces a permanent impairment. No waiting 
period applies to HP benefits. These benefits begin on the first 
calendar day after the date of injury and continue until the first of 
the following occurs:
• You return to work
• You have recovered as much as anticipated from the injury
• You are medically capable of returning to the same kind of 

work you did when injured

Permanent Partial Disability (PPD) [85.34(2)]
When your work injury results in a permanent impairment to 
your body, a permanent restriction, or an inability to earn wages 
similar to those earned before your injury, you may be entitled 
to PPD benefits. PPD benefits are in addition to healing period 
benefits.

Scheduled Member Disabilities
If your injury is to a scheduled member your PPD benefits are 
based on functional impairment.  Appendix A gives a list of the 
scheduled body members (i.e. arm, leg, etc.) along with the number 
of weeks of benefits you would receive for the full loss of each 
member. If your impairment is less than a full loss, the number of 
weeks of PPD benefits you may receive is a percentage of loss or 
loss of use multiplied by the full number of weeks for the member.

Body As A Whole Disabilities
When your work injury results in permanent disability to a part 
of the body not included as a scheduled member, the disability 
is considered industrial and is determined by assessing the 
difference between what you were able to earn prior to the 
injury and what you are able to earn after the injury.  A variety of 
factors influence the assessment of lost earning capacity. These 
include the medical condition before the injury, immediately after 
the injury and now; the part of the body injured; how long you 
needed to recover from the injury; your work experience and 
your qualifications intellectually, emotionally, and physically to 
learn to perform other work; your earnings before and after the 
injury; your age; education; motivation; functional impairment 
related to the injury, and loss of ability to do your old job; or loss 
of earnings because of the injury.

No specific guidelines advise how any factor is to be considered in 
a particular case. Each industrial disability case must be decided 
on its facts. Industrial disability is calculated on a 500 week basis 
with the percentage rating multiplied by 500 weeks.

If the employer offers work at the same or greater wage, an 
injured employee is only entitled to the functional rating until 
terminated from employment. The employee can request a 
reopening and determination of industrial disability.

Permanent Total Disability (PTD) [85.34(3)]
If your work related injury leaves you incapable of returning to 
any type of wage earning employment, you may be entitled to 
permanent total disability benefits during that time when you 
cannot return to any gainful work.

OTHER BENEFITS
Second Injury Fund Benefits (85.63-85.69)
If you have had a permanent disability to a hand, arm, foot, leg or 
eye and then have a job related injury that results in permanent 
partial disability to another hand, arm, foot, leg or eye, you may be 
entitled to “Second Injury Fund” benefits. These benefits are paid for 
any amount that industrial disability is greater than the combined 
scheduled member disability from both the first and second 
disabled member. These benefits are only paid after your employer 
or its insurance carrier has paid all scheduled member permanent 
partial disability benefits due on account of the second injury.

If you believe you are entitled to benefits from this Fund, contact 
the State of Iowa Treasurer’s Office to obtain a claim form.

Vocational Rehabilitation Benefits (85.70)
You may be entitled to payment of $100.00 per week for up  
to 13 weeks if you are actively participating in a vocational 
rehabilitation program in order to make it possible for you to 
return to gainful employment after your injury. If you continue in 
vocational rehabilitation, the workers’ compensation commissioner 
may extend the $100.00 for an additional 13 weeks.

If you have suffered a shoulder injury, please contact your local IWD 
office to determine if you are eligible for career vocational training. 

Iowa Vocational Rehabilitation Services (IVRS) assists persons 
with disabilities to prepare, obtain and maintain employment.

Iowa Vocational Rehabilitation Services
510 East 12th Street, Des Moines, IA 50319

800-532-1486 or 515-281-4211

Death Benefits (85.28, 85.31, 85.42, 85.43, 85.44)
If you were dependent on someone who died as a result of an 
on the job injury, you may be eligible to receive death benefits.  
A surviving spouse may receive death benefits for life or until 
remarriage.  Dependent children are entitled to death benefits 
until age 18 or, if actually dependent, age 25. Other persons 
may qualify for death benefits if they were actually dependent 
upon the deceased worker. If a surviving spouse remarries and 
the deceased worker has no dependent children at the time of 
the remarriage, the surviving spouse is entitled to a two-year 
lump sum settlement. In addition to the weekly death benefits, 
the deceased worker’s employer (or its insurance carrier) must 
pay reasonable burial expenses not to exceed twelve times the 
statewide average weekly wage in effect at the time of death.

TYPES OF SETTLEMENTS
The Workers’ Compensation Commissioner must approve all 
settlements involving work injuries.  The law allows four different 
types of settlements:

FULL COMMUTATION (85.45, 85.47)
A full commutation pays all remaining future benefits in one 
lump sum. Because an approved full commutation ends all right 
to additional weekly benefits and may end all rights to medical 
benefits, it must show that you have a specific need for the full 
benefit payment now, such that the lump sum payment is in 
your best interest. 

WEEKLY RATE
TTD, HP, PPD or PTD benefits are paid at a weekly workers’ 
compensation rate considering your marital status and number 
of exemptions. Generally, the rate is 80% of your spendable 
earnings before any deductions. “Spendable earnings” is the 
amount remaining after payroll taxes are deducted from your 
gross weekly earnings. 
• The weekly benefit amount is based on a seven day calendar 

week
• The maximum weekly disability benefit rate for PPD is $1,715
• The maximum weekly disability benefit rate TTD, HP, PTD, and death 

benefits is $1,864

PARTIAL COMMUTATION (85.45, 85.47, 85.48)
A partial commutation pays a part of remaining future weekly 
benefits in a lump sum.  An approved partial commutation 
contains you and your employer’s (and its carrier’s) agreement 
that you are entitled to disability benefits. It does not end your 
right to future weekly or medical benefits.

AGREEMENT FOR SETTLEMENT (85.35, 86.13)
An agreement for settlement is a voluntary agreement between 
you and your employer (and its carrier) as to the amount 
and type of compensation payments you are currently due. 
The Workers’ Compensation Commissioner’s approval of the 
agreement does not end your future rights to additional weekly 
benefits or additional medical benefits.

COMPROMISE SETTLEMENT (85.35)
A compromise settlement is a voluntary agreement between 
you and your employers (and its carrier) as to your entitlement 
benefits. An approved compromise settlement ends any rights to 
future weekly benefits and may end all rights to medical benefits 
for the settled injury. 

TIME LIMITATIONS
NOTICE OF INJURY (85.23)
Unless your employer has notice or knowledge of your asserted 
injury within 90 days of its occurrence, you may be denied 
benefits. The 90-day period begins to run when you knew or 
should have known that your injurious condition related to your 
work.  When an employee reports a work related injury, the 
employer must file a first report of injury if the employee loses 
more than three days of work, or sustains permanent injury or 
death on account of the injury. The employer (or its carrier) must 
file the first report within four days of notice or knowledge of the 
alleged injury with the Workers’ Compensation Commissioner.

TWO-YEAR STATUTE OF LIMITATION (85.26)
You must receive Iowa weekly workers’ compensation benefits or 
file an application for arbitration within two years of your alleged 
injury or benefits may be denied.

THREE-YEAR STATUTE OF LIMITATION (85.26)
If you have received Iowa weekly workers’ compensation benefits, 
you have three years from the last payment of those weekly 
benefits to receive additional benefits voluntarily, or to file a 
contested case proceeding for benefits.  If you do not file within 
the three-year period you may be denied additional weekly 
benefits. (You can file a contested case proceeding or voluntarily 
receive medical benefits reasonable and necessary to treat your 
injury throughout your lifetime.)

MEDICAL INFORMATION
Any party making or defending a claim for 
benefits agrees to release all information 
concerning the employee’s physical or mental 
condition relative to the claim and waives any 
privilege for the release of such information. 
The information shall be made available to 
any party or the party’s representative upon 
request. (85.27)



This brochure answers questions injured workers commonly 
ask about workers’ compensation. You may check Iowa Code 
chapters 85 through 87 and 17A, as well as Iowa Administrative 
Code chapter 876, for detailed information.  References to 
Iowa Code sections and Iowa Administrative Rules appear in 
parentheses.

WHAT IS WORKERS’ COMPENSATION? 
The Iowa Workers’ Compensation law requires most employers 
to provide wage loss and medical benefits to employees who are 
injured while working. [85.61(7)]

TYPES OF INJURIES COVERED
In Iowa, an injury may include any health condition caused by 
work activities other than the normal building up and tearing 
down of body tissues. Diseases and hearing losses caused by 
work activities or exposures are also injuries. (85A, 85B)

Preexisting health conditions are not considered injuries unless 
work aggravates or worsens them.

ELIGIBILITY FOR WORKERS’ COMPENSATION BENEFITS
Most employees who are injured in Iowa while working in Iowa 
are eligible for benefits.  

The law exempts a few types of employees, however. If you are 
uncertain as to whether employees in your job classification 
are eligible for benefits, consult with a Workers’ Compensation 
Compliance Administrator with the Division of Workers’ 
Compensation.

Proprietors (independent contractors), limited liability company 
members and partners are not considered employees. These 
individuals may be eligible for benefits if they purchase a workers’ 
compensation insurance policy that specifically includes them. 
[85.1A, 85.61(13)]

CHOOSING THE MEDICAL CARE
The employer has the right to choose the medical care and 
must provide medical care reasonably suited to treat your 
injury. If you are dissatisfied with that care, you should discuss 
the problem with your employer (or its insurance carrier). 
You can request alternate care, and if your employer (or its 
carrier) does not allow that care, you may file a petition for 
alternate medical care before the Iowa Workers’ Compensation 
Commissioner. (85.27)

HOW ARE DISPUTES HANDLED?
When you and your employer (and its insurance carrier) work 
together and openly communicate, the majority of workers’ 
compensation claim disputes can be resolved. You have a right 
to know why your employer (and its carrier) has taken any action 
and the relevant evidence supporting the action.

When a dispute cannot be resolved among the parties, 
you are encouraged to contact a Workers’ Compensation 
Compliance Administrator in the Iowa Workers’ Compensation 
Commissioner’s Office to discuss the situation. If the 
dispute cannot then be resolved, you may file a contested 
case proceeding before the Iowa Workers’ Compensation 
Commissioner.  While the commissioner does not require it, most 
employees are represented by legal counsel in a contested case 
proceeding.

WORKERS’ 
COMPENSATION LAW  

FOR INJURED WORKERS 
- Questions and answers -

EFFECTIVE JULY 1, 2020 - JUNE 30, 2021

Equal Opportunity Employer/Program
Auxiliary aids and services are available upon request  

for individuals with disabilities. For Deaf or Hard of Hearing, 
Use Relay 711. 00-0026 (06/18)

Iowa Workforce Development
Division of Workers’ Compensation

150 Des Moines Street · Des Moines, IA 50309
515-725-4120 or 800-645-4583

www.iowaworkcomp.gov

Monday - Friday 8:00 AM - 4:30 PM

APPENDIX A

Appendix A contains the number of weeks of benefits 
payable for 100% loss, or loss of use, of the body member.  
If the PPD rating is less than 100%, the percentage rating is 
multiplied by the number of weeks shown.  For example, a 
20% loss, or loss of use, of a thumb would be computed as 
20% of 60 weeks, or 12 weeks of PPD benefits.

WHO OVERSEES DISPUTES?
The Iowa Workers’ Compensation Commissioner is the 
head of the Division of Workers’ Compensation which is 
part of Iowa Workforce Development. The commissioner 
is responsible for administering, regulating and enforcing 
the workers’ compensation laws. By law, the Division of 
Workers’ Compensation cannot represent the interest of any 
party. The Division does provide information regarding the 
workers’ compensation law, the rights of the parties and the 
procedures the parties can follow to resolve their disputes.

WHO PAYS THE BENEFITS?
Employers subject to the law must either purchase insurance 
through a private insurance company or qualify as a self-insurer.  
(85.3, 87.1, 87.11)

If the employer provides coverage by purchasing an insurance 
policy, the insurance company (or a claim administrator) pays 
the injured worker the workers’ compensation benefits. If the 
employer is self-insured, the employer (or a claim administrator) 
pays the injured worker the workers’ compensation benefits.

If an employer fails to provide insurance coverage as the 
law provides, the employee may choose to either file a 
contested case proceeding before the Workers’ Compensation 
Commissioner or to bring a civil action for damages in the 
appropriate district court. (87.21)

An employer must either obtain workers’ compensation 
insurance coverage or obtain relief from insurance or furnish 
a bond before engaging in business. An employer who willfully 
and knowingly engages in business before doing any of these 
is guilty of a class “D” felony. (87.14A)

WHEN ARE THE BENEFITS TO BE PAID?
The law encourages prompt payment of weekly and medical 
benefits so that injured workers will not suffer undue hardship.  
Most insurance carriers or self-insured employers require a written 
report of injury (usually from the employer) and medical evidence 
of the injury before beginning payments.  Weekly payments of 
disability benefits are to begin on the eleventh day of disability. If 
benefits are not paid when due, you may be entitled to interest on 
late payments.  If benefits are unreasonably delayed or denied, you 
may be entitled to penalty benefits. (85.30, 86.13)

Once benefits start, payments can only stop when you have 
returned to work or after your employer (or its carrier) has given 
you thirty days notice that payments are stopping. The notice must 
tell you why payments are stopping and advise you that you may 
file a claim with the Workers’ Compensation Commissioner.  (86.13)

This brochure may be reproduced.

WEEKS

Loss of thumb 60

Loss of first finger 35

Loss of second finger 30

Loss of third finger 25

Loss of fourth finger 20

Loss of hand 190

Loss of arm 250

Loss of great toe 40

Loss of any other toe 15

Loss of foot 150

Loss of leg 220

Loss of eye 140

Loss of hearing in one ear 50

Loss of hearing in both ears 175

Permanent disfigurement, face or head 150

Body as a whole/industrial disability 500

Shoulder 400



OSHA 
Forms for Recording 
Work-Related Injuries and Illnesses 

Dear Employer: 
This booklet includes the forms needed for maintaining occupational injury and 

illness records. Many but not all employers must complete the OSHA injury and 
illness recordkeeping forms on an ongoing basis. Employers in State Plan States 
should check with their State Plan to see if the exemptions below apply. 

Employers with 10 or fewer employees throughout the previous calendar year 
do not need to complete these forms. In addition to the small employer exemption, 
there is an exemption for establishments classified in certain industries. A 
complete list of exempt industries can be found on the OSHA web page at https:// 
www.osha.gov/recordkeeping. 

Establishments normally exempt from keeping the OSHA forms must complete 
the forms if they are informed in writing to do so by the Bureau of Labor Statistics 
or OSHA. 

All employers, including those partially exempted by reason of company size 
or industry classification, must report to OSHA any workplace incident that results 
in a fatality, in-patient hospitalization, amputation, or loss of an eye. You can 
report to OSHA by calling OSHA's free and confidential number at 1-800-321- 
OSHA (6742); calling your closest Area Office during normal business hours; or 
by using the online reporting form at https://www.osha.gov/pls/ser/serform.html. 

Many employers are required to electronically submit information from their 
Form 300A Summary to OSHA. To see if your establishment is required to 
submit the information, visit https://www.osha.gov/injuryreporting/index.html. 

The Occupational Safety and Health Administration shares with you the goal 
of preventing injuries and illnesses in our nation's workplaces. Accurate injury 
and illness records will help us achieve that goal. 

Occupational Safety and Health Administration 
U.S. Department of Labor 

What’s Inside... 
In this package, you’ll find everything you need to complete 
OSHA’s Log and the Summary of Work-Related Injuries and Illnesses 
for the next several years. On the following pages, you’ll find: 

▼ An Overview: Recording Work-Related Injuries and Illnesses —
General instructions for filling out the forms in this package and
definitions of terms you should use when you classify your cases as
injuries or illnesses.

▼ How to Fill Out the Log — An example to guide you in filling out the
Log properly.

▼ Log of Work-Related Injuries and
Illnesses — A copy of the Log (but you
may make as many copies of the Log as
you need.) Notice that the Log is
separate from the Summary.

▼ Summary of Work-Related Injuries
and Illnesses — Removable Summary
pages for easy posting at the end of the
year. Note that you post the Summary
only, not the Log.

▼ Worksheet to Help You Fill Out the Summary — A worksheet for
figuring the average number of employees who worked for your
establishment and the total number of hours worked.

▼ OSHA’s 301: Injury and Illness
Incident Report — A copy of the OSHA
301 to provide details about the incident.
You may make as many copies as you
need or use an equivalent form.

Take a few minutes to review this package. If you have any questions, 
visit us online at www.osha.gov or call your local OSHA office. We’ll be 
happy to help you. 
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An Overview: 
Recording Work-Related Injuries and Illnesses 
The Occupational Safety and Health (OSH) Act of 1970 requires certain employers to prepare and maintain records of work-related injuries and illnesses. Use these 
definitions when you classify cases on the Log. OSHA’s recordkeeping regulation (see 29 CFR Part 1904) provides more information about the definitions below. 

What do you need to do? 

1. Within 7 calendar days after you receive
information about a case, decide if the
case is recordable under the OSHA
recordkeeping requirements.

2. Determine whether the incident is a new
The Log of Work-Related Injuries and Illnesses 
(Form 300) is used to classify work-related 
injuries and illnesses and to note the extent and 
severity of each case. When an incident occurs, 
use the Log to record specific details about what 
happened and how it happened. The Summary — 
a separate form (Form 300A) — shows the totals 
for the year in each category. At the end of the 
year, post the Summary in a visible location so 
that your employees are aware of the injuries and 
illnesses occurring in their workplace. 

Employers must keep a Log for each 
establishment or site. If you have more than one 
establishment, you must keep a separate Log and 
Summary for each physical location that is 
expected to be in operation for one year or 
longer. 

Note that your employees have the right to 
review your injury and illness records. For more 
information, see 29 Code of Federal Regulations 
Part 1904.35, Employee Involvement. 

Cases listed on the Log of Work-Related 
Injuries and Illnesses are not necessarily eligible 
for workers’ compensation or other insurance 
benefits. Listing a case on the Log does not mean 
that the employer or worker was at fault or that 
an OSHA standard was violated. 

When is an injury or illness considered 
work-related? 
An injury or illness is considered work- 
related if an event or exposure in the work 
environment caused or contributed to the 
condition or significantly aggravated a 
preexisting condition. Work-relatedness is 

presumed for injuries and illnesses resulting 
from events or exposures occurring in the 
workplace, unless an exception specifically 
applies. See 29 CFR Part 1904.5(b)(2) for the 
exceptions. The work environment includes the 
establishment and other locations where one or 
more employees are working or are present as a 
condition of their employment. See 29 CFR Part 
1904.5(b)(1). 

Which work-related injuries and 
illnesses should you record? 
Record those work-related injuries and illnesses 
that result in: 
▼death,
▼loss of consciousness,
▼days away from work,
▼restricted work activity or job transfer, or
▼medical treatment beyond first aid. You 

must also record work-related injuries
and illnesses that are significant (as defined 
below) or meet any of the additional criteria 
listed below. 

You must record any significant work- 
related injury or illness that is diagnosed by a 
physician or other licensed health care 
professional. You must record any work-related 
case involving cancer, chronic irreversible 
disease, a fractured or cracked bone, or a 
punctured eardrum. See 29 CFR 1904.7. 

What are the additional criteria? 
You must record the following conditions when 
they are work-related: 
▼ any needlestick injury or cut from a sharp

object that is contaminated with another
person’s blood or other potentially infectious
material;

▼ any case requiring an employee to be
medically removed under the requirements
of an OSHA health standard;

▼ tuberculosis infection as evidenced by a
positive skin test or diagnosis by a physician
or other licensed health care professional
after exposure to a known case of active
tuberculosis;

▼ an employee's hearing test (audiogram)
reveals 1) that the employee has experienced
a Standard Threshold Shift (STS) in hearing
in one or both ears (averaged at 2000, 3000,
and 4000 Hz) and 2) the employee's total
hearing level is 25 decibels (dB) or more
above audiometric zero (also averaged at
2000, 3000, and 4000 Hz) in the same ear(s)
as the STS.

What is medical treatment? 
Medical treatment includes managing and caring 
for a patient for the purpose of combating 
disease or disorder. The following are not 
considered medical treatments and are NOT 
recordable: 
▼ visits to a doctor or health care professional

solely for observation or counseling;

case or a recurrence of an existing one.
3. Establish whether the case was work- 

related.
4. If the case is recordable, decide which

form you will fill out as the injury and
illness incident report.

You may use OSHA’s 301: Injury
and Illness Incident Report or an
equivalent form. Some state workers
compensation, insurance, or other reports
may be acceptable substitutes, as long as
they provide the same information as the
OSHA 301.

How to work with the Log 

1. Identify the employee involved unless it is
a privacy concern case as described
below.

2. Identify when and where the case
occurred. Also describe the case, as
specifically as you can.

3. Classify the seriousness of the case by
recording the most serious outcome
associated with the case, with column G
(Death) being the most serious and
column J (Other recordable cases) being
the least serious.

4. Enter the number of days the injured or ill
worker was away from work or was on
job transfer or restricted work activity.

5. Identify whether the case is an injury or
illness. If the case is an injury, check the
injury category. If the case is an illness,
check the appropriate illness category.
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▼ diagnostic procedures, including administering
prescription medications that are used solely
for diagnostic purposes; and

▼ any procedure that can be labeled first aid. (See
below for more information about first aid.)

What is first aid? 
If the incident required only the following types of 
treatment, consider it first aid. Do NOT record the 
case if it involves only: 
▼ using non-prescription medications at non- 

prescription strength;
▼ administering tetanus immunizations;
▼ cleaning, flushing,  or soaking wounds on the

skin surface;
▼ using wound coverings, such as bandages,

BandAids™, gauze pads, etc., or using
SteriStrips™ or butterfly bandages;

▼ using hot or cold therapy;
▼ using any totally non-rigid means of support,

such as elastic bandages, wraps, non-rigid back
belts, etc.;

▼ using temporary immobilization devices while
transporting an accident victim (splints, slings,
neck collars, or back boards);

▼ drilling a f ingernail or toenail to relieve
pressure, or draining fluids from blisters;

▼ using eye patches;
▼ using simple irrigation or a cotton swab to

remove foreign bodies not embedded in or
adhered to the eye;

▼ using irrigation, tweezers, cotton swab or other
simple means to remove splinters or foreign
material from areas other than the eye;

▼ using finger guards;
▼ using massages;
▼ drinking fluids to relieve heat stress.

How do you decide if the case 
involved restricted work? 
Restricted work activity occurs when, as the result 
of a work-related injury or illness, an employer or 
health care professional keeps, or recommends 
keeping, an employee from doing the routine 
functions of his or her job or from working the 
full workday that the employee would have been 
scheduled to work before the injury or illness 
occurred. 

How do you count the number of 
days of restricted work activity or 
the number of days away from work? 
Count the number of calendar days the employee 
was on restricted work activity or was away from 
work as a result of the recordable injury or illness. 
Do not count the day on which the injury or 
illness occurred in this number. Begin counting 
days from the day after the incident occurs. If a 
single injury or illness involved both days away 
from work and days of restricted work activity, 
enter the total number of days for each. You may 
stop counting days of restricted work activity or 
days away from work once the total of either or 
the combination of both reaches 180 days. 

Under what circumstances should 
you NOT enter the employee’s name on 
the OSHA Form 300? 
You must consider the following types of injuries 
or illnesses to be privacy concern cases: 
▼ an injury or illness to an intimate body part or to 

the reproductive system,
▼ an i njury o r illness resulting f rom a sexual 

assault,
▼ a mental illness,
▼ a case of HIV i nfection, hepatitis, or 

tuberculosis,
▼ a needlestick injury or cut from a sharp object 

that is contaminated with blood or other 
potentially infectious material (see 29 CFR Part 
1904.8 for definition), and

▼ other illnesses, if the employee independently 
and voluntarily requests that his or her name not 
be entered on the log.

You must not enter the employee’s name on the 
OSHA 300 Log for these cases. Instead, enter 
“privacy case” in the space normally used for the 
employee’s name. You must keep a separate, 
confidential list of the case numbers and employee 
names for the establishment’s privacy concern 
cases so that you can update the cases and provide 
information to the government if asked to do so. 

If you have a reasonable basis to believe that 
information describing the privacy concern case 
may be personally identifiable even though the 
employee’s name has been omitted, you may use 
discretion in describing the injury or illness on 
both the OSHA 300 and 301 forms. You must 
enter enough information to identify the cause of 
the incident and the general severity of the 

injury or illness, but you do not need to include 
details of an intimate or private nature. 

What if the outcome changes after you 
record the case? 
If the outcome or extent of an injury or illness 
changes after you have recorded the case, 
simply draw a line through the original entry or, 
if you wish, delete or white-out the original 
entry. Then write the new entry where it 
belongs. Remember, you need to record the 
most serious outcome for each case. 

Classifying injuries 
An injury is any wound or damage to the body 
resulting from an event in the work 
environment. 

Examples: Cut, puncture, laceration, 
abrasion, fracture, bruise, contusion, chipped 
tooth, amputation, insect bite, electrocution, or 
a thermal, chemical, electrical, or radiation 
burn. Sprain and strain injuries to muscles, 
joints, and connective tissues are classified as 
injuries when they result from a slip, trip, fall or 
other similar accidents. 
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Classifying illnesses 

Skin diseases or disorders 
Skin diseases or disorders are illnesses involving 
the worker’s skin that are caused by work 
exposure to chemicals, plants, or other 
substances. 

Examples: Contact dermatitis, eczema, or 
rash caused by primary irritants and sensitizers 
or poisonous plants; oil acne; friction blisters; 
chrome ulcers; inflammation of the skin. 

Respiratory conditions 
Respiratory conditions are illnesses associated 
with breathing hazardous biological agents, 
chemicals, dust, gases, vapors, or fumes at work. 

Examples: Silicosis, asbestosis, pneumonitis, 
pharyngitis, rhinitis or acute congestion; 
farmer’s lung, beryllium disease, tuberculosis, 
occupational asthma, reactive airways 
dysfunction syndrome (RADS), chronic 
obstructive pulmonary disease (COPD), 
hypersensitivity pneumonitis, toxic inhalation 
injury, such as metal fume fever, chronic 
obstructive bronchitis, and other 
pneumoconioses. 

Poisoning 
Poisoning includes disorders evidenced by 
abnormal concentrations of toxic substances in 
blood, other tissues, other bodily fluids, or the 
breath that are caused by the ingestion or 
absorption of toxic substances into the body. 

Examples: Poisoning by lead, mercury, 
cadmium, arsenic, or other metals; poisoning by 
carbon monoxide, hydrogen sulfide, or other 
gases; poisoning by benzene, benzol, carbon 
tetrachloride, or other organic solvents; 
poisoning by insecticide sprays, such as 
parathion or lead arsenate; poisoning by other 
chemicals, such as formaldehyde. 

Hearing Loss 
Noise-induced hearing loss is defined for 
recordkeeping purposes as a change in hearing 
threshold relative to the baseline audiogram of an 
average of 10 dB or more in either ear at 2000, 
3000, and 4000 hertz, and the employee’s total 
hearing level is 25 decibels (dB) or more above 
audiometric zero (also averaged at 2000, 3000, 
and 4000 hertz) in the same ear(s). 

All other illnesses 
All other occupational illnesses. 

Examples: Heatstroke, sunstroke, heat 
exhaustion, heat stress and other effects of 
environmental heat; freezing, frostbite, and other 
effects of exposure to low temperatures; 
decompression sickness; effects of ionizing 
radiation (isotopes, x-rays, radium); effects of 
nonionizing radiation (welding flash, ultra-violet 
rays, lasers); anthrax; bloodborne pathogenic 
diseases, such as AIDS, HIV, hepatitis B or 
hepatitis C; brucellosis; malignant or benign 
tumors; histoplasmosis; coccidioidomycosis. 

When must you post the Summary? 
You must post the Summary only — not the 
Log — by February 1 of the year following the 
year covered by the form and keep it posted 
until April 30 of that year. 

How long must you keep the Log and 
Summary on file? 
You must keep the Log and Summary for 5 years 
following the year to which they pertain. 

Do you have to send these forms to 
OSHA at the end of the year? 
Many employers are required to electronically 
submit information from their Form 300A 
Summary to OSHA. To see if your establishment 
is required to submit the information, visit https:// 
www.osha.gov/injuryreporting/index.html.

How can we help you? 

If you have a question about how to 
fill out the Log, 

▼ visit us online at www.osha.gov or

▼ call your local OSHA office.

https://www.osha.gov/injuryreporting/index.html
https://www.osha.gov/
https://www.osha.gov/injuryreporting/index.html


Calculating Injury and Illness Incidence Rates 
What is an incidence rate? 
An incidence rate is the number of recordable 
injuries and illnesses occurring among a given 
number of full-time workers (usually 100 full- 
time workers) over a given period of time 
(usually one year). To evaluate your firm’s injury 
and illness experience over time or to compare 
your firm’s experience with that of your industry 
as a whole, you need to compute your incidence 
rate. Because a specific number of workers and a 
specific period of time are involved, these rates 
can help you identify problems in your workplace 
and/or progress you may have made in preventing 
work-related injuries and illnesses. 

(c) The number of hours all employees actually
worked during the year. Refer to OSHA Form 
300A and optional worksheet to calculate this 
number. 

You can compute the incidence rate for all 
recordable cases of injuries and illnesses using the 
following formula: 

Total number of injuries and illnesses X 200,000 ÷ 
Number of hours worked by all employees = Total 
recordable case rate 

(The 200,000 figure in the formula represents the 
number of hours 100 employees working 40 hours 
per week, 50 weeks per year would work, and 
provides the standard base for calculating 

various classifications (e.g., by industry, by 
employer size, etc.). You can obtain these 
published data at www.bls.gov/iif or by calling 
a BLS Regional Office. 

 
Worksheet 

Total number of 
injuries and illnesses 

Number of 
hours worked 
by all employees 

Total recordable 
case rate 

How do you calculate an incidence 
rate? 
You can compute an occupational injury and 
illness incidence rate for all recordable cases or 
for cases that involved days away from work for 
your firm quickly and easily. The formula 
requires that you follow instructions in paragraph 
(a) below for the total recordable cases or those in 
paragraph (b) for cases that involved days away
from work, and for both rates the instructions in
paragraph (c).

(a) To find out the total number of recordable
injuries and illnesses that occurred during the 
year, count the number of line entries on your 
OSHA Form 300, or refer to the OSHA Form 
300A and sum the entries for columns (H), (I), 
and (J). 

(b) To find out the number of injuries and 
illnesses that involved days away from work, 
count the number of line entries on your OSHA 
Form 300 that received a check mark in column 
(H), or refer to the entry for column (H) on the 
OSHA Form 300A. 

incidence rates.) 
You can compute the incidence rate for 

recordable cases involving days away from work, 
days of restricted work activity or job transfer 
(DART) using the following formula: 

(Number of entries in column H + Number of 
entries in column I) X 200,000 ÷ Number of hours 
worked by all employees = DART incidence rate 

You can use the same formula to calculate 
incidence rates for other variables such as cases 
involving restricted work activity (column (I) on 
Form 300A), cases involving skin disorders 
(column (M-2) on Form 300A), etc. Just substitute 
the appropriate total for these cases, from Form 
300A, into the formula in place of the total number 
of injuries and illnesses. 

What can I compare my incidence rate 
to? 
The Bureau of Labor Statistics (BLS) conducts a 
survey of occupational injuries and illnesses each 
year and publishes incidence rate data by 

Number of entries in 
Column H + Column I 

X  200,000 = 

Number of 
hours worked 
by all employees 

X 200,000 = 

DART incidence 
rate 

Optional 

Reset 

Note: You can type input into this form and save it. 
Because the forms in this recordkeeping package are “fillable/writable” 
PDF documents, you can type into the input form fields and 
then save your inputs using the free Adobe PDF Reader. In addition, 
the forms are programmed to auto-calculate as appropriate. 
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http://www.bls.gov/iif
https://www.dol.gov/cgi-bin/leave-dol.asp?exiturl=http://www.adobe.com/products/acrobat/readstep2.html&exitTitle=Acrobat_Reader_Software&fedpage=no


How to Fill Out the Log 
The Log of Work-Related Injuries and 
Illnesses is used to classify work-related 
injuries and illnesses and to note the 
extent and severity of each case. When an 
incident occurs, use the Log to record 
specific details about what happened and 
how it happened. 

If your company has more than one 
establishment or site, you must keep 
separate records for each physical location 
that is expected to remain in operation for 
one year or longer. 

If you need additional copies of the 
Log, you may photocopy the printout or 
insert additional form pages in the PDF, 
and then use as many as you need. 

The Summary — a separate form — 
shows the work-related injury and illness 
totals for the year in each category. At the 
end of the year, count the number of 
incidents in each category and transfer the 
totals from the Log to the Summary. Then 
post the Summary in a visible location so 
that your employees are aware of injuries 
and illnesses occurring in their workplace. 

You don’t post the Log. You post 
only the Summary at the end of the year. 

Be as specific as possible. You can 
use two lines if you need more 
room. 

Revise the log if the injury or illness 
progresses and the outcome is more serious 
than you originally recorded for the case. 
Cross out,  erase, or  white-out  the original 
entry if hard copy. (If using the PDF's fillable form 
feature, simply change your selections. You can 
also clear the entire case entry from the log using 
the Reset button.) 

Choose ONLY ONE of these 
categories. Classify the case by 
recording the most 
serious outcome of the case, 
with column G (Death) being 
the most serious and column 
J (Other recordable cases) 
being the least serious. 

Note whether the 
case involves an 
injury or an illness. 

Note: Because the forms in this recordkeeping package are “fillable/ 
writable” PDF documents, you can type into the input form fields and 
then save your inputs using the free Adobe PDF Reader. In addition, 
the forms are programmed to auto-calculate as appropriate. 
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Step 3. Classify the case 
SELECT ONLY ONE circle based on the 
most serious outcome: 

(J) (I)(H)

     Remained at Work 

Days away   Job transfer    Other record- 
from work or restriction able cases Death 

(G) 

Step 4. 

OSHA’s Form 300 (Rev. 04/2004)

Log of Work-Related 
Injuries and Illnesses 

Please Record: 
• Information about every work-related death and about every work-related injury or illness that involves loss of 

consciousness, restricted work activity or job transfer, days away from work, or medical treatment beyond first aid. 
• Significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional. 
• Work-related injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR Part 1904.8 

through 1904.12. 

 
 
 
 
 

Reminders: 
• Complete an Injury and Illness Incident Report (OSHA Form 301) or equivalent 

form for each injury or illness recorded on this form. If you're not sure whether a 
case is recordable, call your local OSHA office for help. 

• Feel free to use two lines for a single case if you need to. 
• Complete the 5 steps for each case. 

 
 
 
 
 
 

Establishment name 

City 

Year 20 
 

U.S. Department of Labor 
Occupational Safety and Health Administration 

Form approved OMB no. 1218-0176 

State 

(A) (B) (C) (D) (E) (F) Enter the number of 

Case 
no. 

Employee’s name Job title 
(e.g., Welder) 

Date of injury 
or onset of 
illness 

Where the event occurred 
(e.g., Loading dock north end) 

Describe injury or illness, parts of body 
affected, and object/substance that 
directly injured or made person ill (e.g., 

days the injured or ill 
worker was: 

 

(e.g., 2/10) Second degree burns on right forearm from 
acetylene torch) 

 
Away 
from 
work 

On job 
transfer or 
restriction 

/ 
 

month / day 

/ 
 

month / day 

/ 
 

month / day 

/ 
 

month / day 

/ 
 

month / day 

/ 
 

month / day 

/ 
 

month / day 

/ 
 

month / day 

/ 
 

month / day 

/ 
 

month / day 

(K) (L)

 days days 

 days days 

 days days 

 days days 

days days 

days days 

days days 

days days 

days days 

 days days 

Page totals Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to review the 
instructions, search and gather the data needed, and complete and review the collection of information. Persons are not required to 
respond to the collection of information unless it displays a currently valid OMB control number. If you have any comments about these 
estimates or any other aspects of this data collection, contact: US Department of Labor, OSHA Office of Statistical Analysis, Room 
N-3644, 200 Constitution Avenue, NW, Washington, DC 20210. Do not send the completed forms to this office.

Be sure to transfer these totals to the Summary page (Form 300A) before you post it. 
 

(1) (2)   (3) (4) (5) (6)

Illness 
(M) 

(1) (2) (3) (4)   (5) (6)

Step 2. Describe the case

Reset 

Reset 

Reset 

Reset 

Reset 

Reset 

Reset 

Reset 

Reset 

Reset 

Add a Form Page 

Select one column: 

Step 5. Step 1. Identify the person 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Note: You can type input into this form and save it. 
Because the forms in this recordkeeping package are “fillable/writable” 
PDF documents, you can type into the input form fields and 
then save your inputs using the free Adobe PDF Reader. In addition, 
the forms are programmed to auto-calculate as appropriate. 
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Total hours worked by all employees last year 

Sign here 

Knowingly falsifying this document may result in a fine. 

I certify that I have examined this document and that to the best of 
my knowledge the entries are true, accurate, and complete. 

Title Company executive 

Phone    Date 

Annual average number of employees 

Employment information (If you don't have these figures, see the 
Worksheet on the next page to estimate.) 

North American Industrial Classification (NAICS), if known (e.g., 336212) 

Industry description (e.g., Manufacture of motor truck trailers) 

Zip 

Establishment information 

Your establishment name 

Street 

City State 

OSHA’s Form 300A (Rev. 04/2004)

Summary of Work-Related Injuries and Illnesses 
Year 20 

U.S. Department of Labor 
Occupational Safety and Health Administration 

All establishments covered by Part 1904 must complete this Summary page, even if no work-related injuries or illnesses occurred during the year. 
Remember to review the Log to verify that the entries are complete and accurate before completing this summary. 

Using the Log, count the individual entries you made for each category. Then write the totals below, making sure you've added the entries from 
every page of the Log. If you had no cases, write “0.” 

Employees, former employees, and their representatives have the right to review the OSHA Form 300 in its entirety. They also have limited access 
to the OSHA Form 301 or its equivalent. See 29 CFR Part 1904.35, in OSHA’s recordkeeping rule, for further details on the access provisions for 
these forms. 

Form approved OMB no. 1218-0176 

Total number of 
deaths 

Total number of 
cases with days 
away from work 

Total number of cases 
with job transfer or 
restriction 

Total number of 
other recordable 
cases 

(G) (H) (I) (J) 

 
Total number of days 
away from work 

Total number of days of 
job transfer or restriction 

(K) (L) 

Total number of . . . 
(M) 

(1) Injuries

(2) Skin disorders

(3) Respiratory conditions

(4) Poisonings

(5) Hearing loss

(6) All other illnesses

Post this Summary page from February 1 to April 30 of the year following the year covered by the form. 
Public reporting burden for this collection of information is estimated to average 58 minutes per response, including time to review the instructions, search and gather the data needed, and 
complete and review the collection of information. Persons are not required to respond to the collection of information unless it displays a currently valid OMB control number. If you have any 
comments about these estimates or any other aspects of this data collection, contact: US Department of Labor, OSHA Office of Statistical Analysis, Room N-3644, 200 Constitution Avenue, NW, 
Washington, DC 20210. Do not send the completed forms to this office. 

Number of Days 

Number of Cases 

Injury and Illness Types 

Note: You can type input into this form and save it. 
Because the forms in this recordkeeping package are “fillable/writable” 
PDF documents, you can type into the input form fields and 
then save your inputs using the free Adobe PDF Reader. 

https://www.dol.gov/cgi-bin/leave-dol.asp?exiturl=http://www.adobe.com/products/acrobat/readstep2.html&exitTitle=Acrobat_Reader_Software&fedpage=no
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Optional 

Worksheet to Help You Fill Out the Summary 

Note: You can type input into this form and save it. 
Because the forms in this recordkeeping package are “fillable/
writable” PDF documents, you can type into the input form fields and 
then save your inputs using the free Adobe PDF Reader. In addition, 
the forms are programmed to auto-calculate as appropriate. 

At the end of the year, OSHA requires you to enter the average number of employees and the total hours your employees worked on the Summary. If you don’t have these figures, you can use the information on this 
page to estimate the numbers you will need to enter on the Summary page. 

If you pay about the same number of employees every pay period throughout the year (e.g., about 100), 
then you can use that number as your annual average employment. If the number of employees fluctuates 
from pay period to pay period (e.g., your business is seasonal or your establishment grew or shrunk during 
the year), then you should use the formula below to calculate employment average. 

How to figure the average number of employees who worked for your establishment during the year:

Add up and then enter the number of employees your 
establishment paid IN EACH PAY PERIOD during 
the year. Be sure to include all employees: full-time, 
part-time, temporary, seasonal, salaried, and hourly. 

The total number of 
employees paid in all pay 
periods throughout the year =

2 Count and then enter the number of pay periods your
establishment had during the year. Be sure to include 
any pay periods when you had no employees. For 
example, enter 26 if you have biweekly pay periods 
or 52 if you have weekly pay periods.

The number of pay 2 
periods during the year = 

3 1 = 3 
pay periods. (See auto-calc.) 2 

4 Round the answer to the next highest whole 4 
The number rounded   = number (See auto-calc.). Write the rounded 

number in the blank on the Summary page 
marked Annual average number of employees. 

For example, Acme Construction figured its average employment this way: 
In this pay period . . . Acme paid this many employees . . . 
1 10 

Number of employees paid = 830 1 2 0 
3 15 

Number of pay periods = 26 2 4 30 
 830  =   31.92 3 5 40 
26 ▼ ▼

24 20 
31.92 rounds to 32 4 25 15 

26 +10 
32 is the annual average number of employees 830 

How to figure the total hours all employees worked: 

     Include hours worked by salaried, hourly, part-time, and seasonal workers, 
as well as hours worked by other workers subject to day-to-day supervision 
by your establishment (e.g., temporary help service workers). 

Do not include vacation, sick leave, holidays, or any other non-work time, 
even if employees were paid for it. If your establishment keeps records of 
only the hours paid, or if you have employees who are not paid by the hour, 
please estimate the hours that the employees actually worked. 

If this number isn’t available, you can use this optional worksheet to 
estimate it. 

Optional Worksheet 

 Find the number of full-time employees in your 
establishment for the year. 

x  Multiply by the number of work hours for a full-time 
employee in a year. 

This is the number of full-time hours worked. 

+ Add the number of any overtime hours as well as the
hours worked by other employees (part-time,
temporary, seasonal).

 Round the answer to the next highest whole number. 
Write the rounded number in the blank on the 
Summary page marked Total hours worked by all 
employees last year. 

Reset 

3 3  Divide the number of employees by the number of

1 1

Note: Review your annual average number 
of employees to ensure it makes sense. Is it 
about the same as the number of employees 
working at your establishment on any given 
day? Is it bigger than your smallest number 
of employees in a pay period? Is it smaller 
than your biggest number of employees in a 
pay period? If the answer to any of these 
questions is “no,” then the calculation may 
be incorrect.

Note: You CANNOT divide the total 
number of W2s by the number of pay 
periods to calculate average employment. 
You must add up the number of employees 
paid IN EACH PAY PERIOD and then 
divide by the number of pay periods.

https://www.dol.gov/cgi-bin/leave-dol.asp?exiturl=http://www.adobe.com/products/acrobat/readstep2.html&exitTitle=Acrobat_Reader_Software&fedpage=no


OSHA’s Form 301 (Rev. 04/2004)

Injury and Illness 
Incident Report U.S. Department of Labor 

Occupational Safety and Health Administration 

This Injury and Illness Incident Report is one of the 
Information about the employee Information about the case 

Form approved OMB no. 1218-0176 

first forms you must fill out when a recordable 
work-related injury or illness has occurred. Together 
with the Log of Work-Related Injuries and Illnesses 
and the accompanying Summary, these forms help 
the employer and OSHA develop a picture of the 
extent and severity of work-related incidents. 

Within 7 calendar days after you receive 
information that a recordable work-related injury or 
illness has occurred, you must fill out this form or an 
equivalent. Some state workers’ compensation, 
insurance, or other reports may be acceptable 
substitutes. To be considered an equivalent form, any 
substitute must contain all the information asked for 
on this form. 

According to Public Law 91-596 and 29 CFR 
1904, OSHA’s recordkeeping rule, you must keep 
this form on file for 5 years following the year to 
which it pertains. 

If you need additional copies of this form, you 
may photocopy the printout or insert additional form 
pages in the PDF, and then use as many as you need. 

1) Full name

2) Street 

City State ZIP 

3) Date of birth

Month Day Year 

4) Date hired 

Month Day Year 

5)  Male   Female

Information about the physician or other health care 
professional 

6) Name of physician or other health care professional 

7) If treatment was given away from the worksite, where was it given? 

Facility 

Street 

City State ̀ZIP 

8) Was employee treated in an emergency room? 
 Yes 

   No 

(Transfer the case number from the Log after you record the case.) 

Month Day Year 

  AM     PM 

10) Case number from the Log

11) Date of injury or illness

12) Time employee began work (HH:MM)

13) Time of event (HH:MM) AM PM Check if time cannot be determined 

14)* What was the employee doing just before the incident occurred? Describe the activity, as well as the 
tools, equipment, or material the employee was using. Be specific. Examples: “climbing a ladder while 
carrying roofing materials”; “spraying chlorine from hand sprayer”; “daily computer key-entry.” 

15)* What Happened? Tell us how the injury occurred. Examples: “When ladder slipped on wet floor, worker fell 
20 feet”; “Worker was sprayed with chlorine when gasket broke during replacement”; “Worker developed 
soreness in wrist over time.” 

16)* What was the injury or illness? Tell us the part of the body that was affected and how it was affected. 
Examples: “strained back”; “chemical burn, hand”; “carpal tunnel syndrome.” 

17)* What object or substance directly harmed the employee? Examples: “concrete floor”; “chlorine”; 
“radial arm saw.” If this question does not apply to the incident, leave it blank. 

9) Was employee hospitalized overnight as an in-patient?
Yes 
No 

18) If the employee died, when did death occur? Date of death 
 

Month Day Year 

Public reporting burden for this collection of information is estimated to average 22 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. Persons are not required to respond to the collection of information unless it displays a 
current valid OMB control number. If you have any comments about this estimate or any other aspects of this data collection, including suggestions for reducing this burden, contact: US Department of Labor, OSHA Office of Statistical Analysis, Room N-3644, 200 Constitution Avenue, NW, Washington, DC 20210. Do not send the completed forms to this office. 

* Re fields 14 to 17: Please do not include any personally identifiable information (PII) pertaining to
worker(s) involved in the incident (e.g., no names, phone numbers, or Social Security numbers).

Month Day Year 

Date

Completed by 

Title 

Phone 

Add a Form Page Reset 

Attention: This form contains information relating to 
employee health and must be used in a manner that 
protects the confidentiality of employees to the extent 
possible while the information is being used for 
occupational safety and health purposes. 

Note: You can type input into this form and save it. 
Because the forms in this recordkeeping package are “fillable/writable” 
PDF documents, you can type into the input form fields and 
then save your inputs using the free Adobe PDF Reader. In addition, 
the forms are programmed to auto-calculate as appropriate. 

https://www.dol.gov/cgi-bin/leave-dol.asp?exiturl=http://www.adobe.com/products/acrobat/readstep2.html&exitTitle=Acrobat_Reader_Software&fedpage=no


If You Need Help... 
If you need help deciding whether a case is recordable, or if you have questions about the 
information in this package, feel free to contact us. We’ll gladly answer any questions you have. 

 Federal Jurisdiction  State  Plan States ▼ Visit us online at www.osha.gov

▼ Call your OSHA Regional office
and ask for the recordkeeping
coordinator

or 

▼ Call your State Plan office

Region 1 - 617 / 565-9860 
Connecticut; Massachusetts; Maine; New 
Hampshire; Rhode Island 

Region 2 - 212 / 337-2378 
New York; New Jersey 

Region 3 - 215 / 861-4900
DC; Delaware; Pennsylvania; West Virginia 

Region 4 - 678 / 237-0400 
Alabama; Florida; Georgia; Mississippi 

Region 5 - 312 / 353-2220 
Illinois; Ohio; Wisconsin 

Region 6 - 972 / 850-4145 
Arkansas; Louisiana; Oklahoma; Texas 

Region 7 - 816 / 283-8745 
Kansas; Missouri; Nebraska 

Region 8 - 720 / 264-6550 
Colorado; Montana; North Dakota; South 
Dakota 

Region 9 - 415 / 625-2547 

Region 10 - 206 / 553-5930 
Idaho 

Alaska

Arizona

California 

*Connecticut

Hawaii 

*Illinois

Indiana

Iowa

Kentucky 

*Maine

Maryland

Michigan

Minnesota

Nevada 

*New Jersey

New Mexico

*New York

North Carolina 

Oregon

Puerto Rico

South Carolina

Tennessee

Utah

Vermont

Virginia

*Virgin Islands

Washington

Wyoming

*Public Sector only
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Have questions? 
If you need help in filling out the Log or Summary, or if you 
have questions about whether a case is recordable, contact 
us. We’ll be happy to help you. You can: 

▼ Visit us online at: www.osha.gov

▼ Call your regional or state plan office. You’ll find
the phone number listed on the previous page.U
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               Iowa Workers’ Compensation – FIRST REPORT OF INJURY OR ILLNESS   Jurisdiction Code______________ Jurisdiction Claim Number_______________ 

©    IAIABC FORM 1.2   (12/98) 

Claim Administrator Name: Claim Representative Business  
Phone Number: 
 

Insurer Name (if different than claim administrator): 
 

Claim Administrator Claim Number: 
 

Insurer FEIN: 
 

CL
AI

M 
 A

DM
IN

 

Mailing Address, City, State, & Postal Code: 

Claim Administrator FEIN: 
 

Claim Type Code: 
 

Employer Name: Employer FEIN: 
 

Insured Report Number: 
 

Industry Code: 

Employer Type Code: 
 
      __ Employer (E) 
      __ Lessor (L) Physical Address, City, State, & Postal Code: Mailing Address, City, State, & Postal Code: 

Insured Location Number: Employer UI Number: 

EM
PL

OY
ER

 

Nature of Business: Employer Contact Name and Business Phone Number: 

Coverage Effective Date: 

PO
LI

CY
 

 

Insured Name (parent company if different than employer): Insured FEIN: 
 

Insured Postal Code: Policy/Contract Number: 

Coverage Expiration Date: 

Self Insurance License/ 
Certificate Number: 

Gender: Tax Filing Status (check one): 
   

Employee Name (First, Middle, Last, & Suffix): Date of Birth: 

              __ Male (M) ____ Single (A) ____ Married/Filing Joint (C) 
              __ Female (F) ____ Single/Head of Household (B) ____ Married/Filing Separate(D) Date of Hire: 

 
Educational Level (grade completed): _______   [GED = 12] 

Employment Status    (check one): Employee ID Number    (check one): 

Mailing Address, City, State, & Postal Code: 

   
ID # ______________________ Phone Number (include area code): 

  

 
Marital Status:    (check one) 

 
                      ___ Unmarried (U) 
 
                      ___ Married (M) 
 
                      ___ Separated (S) Occupation Description: 

Employee’s Authorization to  
Release the Following: Manual Classification Code: 

Medical Records __ yes __ 
no 

EM
PL

OY
EE

 

Department Where Regularly Worked: 

____ Piece Worker 
 

____ Volunteer 
 

____ Seasonal 
 

____ Apprenticeship/Full-Time 
 

____ Apprenticeship/Part-Time 
 

____ Regular Employee/Full-Time 
 

____ Part-Time 
 

____ Other 

____  Social Security Number 
 
____  Employment VISA Number 
 
____  Passport Number 
 
____  Green Card 
 
____  Employee ID Assigned by Jurisdiction Social Security Number __ yes __ 

no 
Average Wage $ ___________   (check one): 

    
Salary Continued In Lieu of Compensation: ___ yes ___ no Employee Number of Dependents:    __________ 

___ hourly ___ daily ___ semi-monthly ___ monthly 
___ bi-weekly ___ annual ___ weekly  Full Wages Paid for Date of Injury: ___ yes ___ no Employee Number of Exemptions:    ___________   (check 

one) 
 ___ Entitled 

W
AG

E 

Number of Days Regularly Worked Per Week:   _______ Discontinued Fringe Benefits:    $_____________  ___ Withholding 
Describe the nature of the injury.  (ex. amputation, burn, cut, fracture): _____________________ Date of Injury 

 

_____________________ Date Employer Had Knowledge of the Injury 
 

_____________________ Date Claim Administrator Had Knowledge of the Injury 
 

_____________________ Initial Date Last Day Worked 
 

_____________________ Initial Return to Work Date (if applicable) 
 

_____________________ Employee Date of Death (if applicable) 

_____________________ Time of Injury 
 
_____________________ Time Employee Began Work 

Pre-Existing Disability Code: 

Part(s) of body directly affected by the injury or illness.  (ex. hand, arm, circulatory system): 

  ___ Yes 
  ___ No 
  ___ Unknown 
Accident Premises Code: 
  ___ Employer (E) 

Describe the events that caused the injury.  (ex. fell, operating machinery, chemical exposure): 

  ___ Lessee (L) 
  ___ Other (X) 
Accident Site Organization Name: 

Name the object or substance that directly injured the employee.  (ex. knife, floor, acid, oil): 

Accident Site Street, City, State, & Postal Code: 

Accident Location Narrative (if no street address): 

Specify activity the employee was engaged in when the event occurred.  (ex. cutting metal plate for flooring)  Indicate if activity was part of normal duties: 

AC
CI

DE
NT

/IN
JU

RY
 

Accident Site County/Parish: Witness Name & Business Phone Number: 

Initial Treatment Code        (check one): 
___ no medical treatment (0) 
___ minor/on-site treatment (1) 

Initial Medical Provider Name: 

___ clinic/hospital visit (2) 

Managed Care Organization Name or ID Number: 

___ emergency care (3) 
___ hospitalization > 24 hours (4) 

ME
DI

CA
L 

___ future medical treatment/lost time anticipated (5) 

Initial Medical Provider Physical Address, City, State, & Postal Code: 
ICD Primary Diagnostic Code (if known): 

 

Preparer’s Name & Title: Preparer's Company Name: Phone Number: Date: 

asnowgren
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���������������	
������	������������������������������������������������	�� ���������!!!!!!!!!!!!!!� ����	�� ������"�������#��!!!!!!!!!!!!!!!�

                                              

tttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttttt�tttttttttt�ttttttttt�tt�tttttttttt�ttttttt
t��tttttttttt

ttttttttt�t
ttttttttttttttttttttt�ttt�t
ttttttttttttttttttttttttttt�ttttttt�tttt�tttttttt�t

tttttttttttttttttttttttttt�ttttt�ttttttttttt�tt�ttttttttttttttttt�tttt�ttttt�ttttttttttttttttttttttt�tt�tttttttttttttttttttttttttttttttt
tttt�ttttttttttttttttt�tttttttttttttttt�ttttttttt�tt�tt	ttttttt�ttttttttttttttt�tttt�t

ttttttttttttttttttttttttt�tttttttttt�ttttt
ttttttttt�tttttttt�tttt����������tttt	ttttt�ttt�������tt�t�tt�ttt�t�tt������t

��    �� �  �   � �      �     �	   
�� � ���  
�� �  


              ��   �    �   	  
    �                �   
 
                �  	          �                       
    
  	� �	           
    ��      
� 	 �           �  �     	     �  �  

     �         �� 	�       �     
  �
    �  
                   ��   �    
�                     �        �  
  �
     �     �      �   �  
  �
         
 � �    
       
       	     	�         �        �  �  �  �  �   � �      �     �            �  �        
�          	�  
    
��     	�           �   
 
 
   �              ��
  
        �   
     �  	                   	 t

tttt ttt�t�t tt�tttt�t tttt ttttttttt ttt ttt ttttttttt tttt tt
tttttt ttt ttt ttttt tttt ttttt�ttttt ttt t�tt �tt�ttt�t �tttttttttttt
�ttttttttttttttttttttttttttttttttttttttttttttttt�tttt�tt�tt�ttt�t�ttttttttttttt�t�tt

��tt�tt�ttt�t�tttttttttttt�tttttttttttttttttt
tttttttttttttttttttttttttttttttt�t�t��ttt�tttttttttttt�ttttttttttttttttt�tt
ttttt�t	tttttttttttttt���������tttttt��ttttt�ttttttttttttttttt�tttttt�tt�tt�tttttttttt�ttttttttt�ttttttt
ttttttttt�t�tttt�ttttt��tttt
t�tt tt�ttt tttt�ttt�t t�tt �tttttttttttt tttt tttttt ttt tttttt tt
ttttt�t tttttttt ttt tt��t ttttttt�t �tttttt 	ttttttttttt tttt�t t�tt
�tttttttttttt tttt ttttttttt t�tt tttttt�tt �ttttt tttt tttttt ttt ttt�ttttt ttt t�tt ttttt�t ��tt tttttttt�tt ttttttt�tt �ttttttt t�tttt ttt
tttttttttttt ttt t�tt ttttt ttttttt tttt ttt t�tt ttttt t�ttttt ttt t�tt ttttttttt ��ttt tt ttttttt ttt ttttttt �ttt ttttt tttttttttt ttt t�tt
tttttttt�ttttttttt�tt�ttttttttttttttttttttttttt�ttt�tt�tt�tt�tt�ttt�t�tttttttttttt�ttttttttttt�tt

��tttttttttttttttt
ttttttttttttttt�ttttttttttttttt�tttttt
tttt�tttttttttttttttttttttttt�t�t�t�tt�tttttttttttttttt�tttttttttt�tttt�t
t�tttttttt�ttttttttttttttttttttttttt�ttttttt�t	tttttttttttttt��������tttttttttttttttttttttttttttttttttt�ttt��t�t�ttttttttttt�tt

�

     �    �� ���         
              
ttttttttttttttttttt�ttttttt�ttt�ttttt�ttt
tttttttttttttttttttttttt�tttt�ttttttttt�tttttttttt�tttttttttttttt�ttttttttttttttttt�t

t ttttttttt�tt�ttt�tttttttttttttttt�tt���tt�tt�ttt�t�tttt�t�ttttttttttttttttt�ttttt�t����������tttt	ttttt
����tt�ttt�t��t	tttttttttttttttttttttt�ttttt�tt

t ttttttttt�tttttttt#ttttt�tt�ttttttttttttttttt�ttttttttttttttttttttttt�tt���tt�tt�ttt��t�tttt�t�ttttttttttttttttt�ttttt�t
����������tttt	ttttt����tt�ttt�t��t	tttttttttttttttttttttt�ttttt�t

t �ttttttttttt���ttttttt���ttttt
tt	tttttttttttt�ttttttt�t�tt�tttttttttt�ttttttt�tt�ttttt	tttttttttttttttttttt�tt
�ttttttttttttttttttttt�t��ttttttttttttttttttt
tt	tttttttttt�tt���ttttttt���ttttt�tt�ttttttttttttttttt�tt���tt���ttt�t
tttttttt�t�ttttt����tt�t��t	�tt�ttt�ttttt�ttttttttttttttttttttt�t

t %t�ttttttttttttttttttt%t�tttt�tt�tttttttttttttttttttttttttttttt�t���ttttttt����ttttttt�tttttttt�ttttt�tt�ttttt	ttt
ttttttttttttttttt�tt�ttttttttttttttttttttt�t�tttttttttttttttttttt�ttttttttttt�ttttt
tttttttt�t�ttttt
����tt�t��t	�tt�ttt�ttttt�ttttttttttttttttttttt�t

ttttttttttttttttttttttttt�tttttttttt�ttt���tttt
ttttttttt�tttttttt	ttttt����tt�ttt�t��t	tttt�tttt�����������t

tttttttttttttttttttttttttttttttttt

tttt�ttttttt������tt�����t


	Insert from: "Iowa State Postings.pdf"
	OSHA FORMS PACKET.pdf
	Occupational Safety and Health Administration
	In this package, you’ll find everything you need to complete
	for the next several years. On the following pages, you’ll find:
	Incident Report — A copy of the OSHA 301 to provide details about the incident. You may make as many copies as you need or use an equivalent form.
	An Overview:
	Which work-related injuries and illnesses should you record?
	What are the additional criteria?
	What is medical treatment?
	What is first aid?
	How do you decide if the case involved restricted work?
	How do you count the number of days of restricted work activity or
	Under what circumstances should
	What if the outcome changes after you record the case?
	What is an incidence rate?
	How do you calculate an incidence rate?
	What can I compare my incidence rate to?
	X 200,000 =

	How to Fill Out the Log
	The Log of Work-Related Injuries and Illnesses is used to classify work-related injuries and illnesses and to note the extent and severity of each case. When an incident occurs, use the Log to record specific details about what happened and how it hap...
	Year 20
	Year 20

	Injury and Illness Incident Report
	first forms you must fill out when a recordable
	Within 7 calendar days after you receive information that a recordable work-related injury or illness has occurred, you must fill out this form or an equivalent. Some state workers’ compensation, insurance, or other reports may be acceptable substitut...

	If You Need Help...
	If you need help deciding whether a case is recordable, or if you have questions about the information in this package, feel free to contact us. We’ll gladly answer any questions you have.
	Region 2 - 212 / 337-2378
	Region 3 - 215 / 861-4900
	Region 4 - 678 / 237-0400
	Region 5 - 312 / 353-2220
	Region 6 - 972 / 850-4145
	Region 7 - 816 / 283-8745
	Region 8 - 720 / 264-6550
	Region 9 - 415 / 625-2547





	Cla m Admin strator Name: 
	Ma ng Address C ty State  Postal Code: 
	Text5: 
	Employer Name: 
	Physical Address C ty State  Postal Code: 
	Text3: 
	Nature of Business: 
	Insured Name parent company if different than employer: 
	Employee Name First Middle Last  Suffix: 
	Ma ng Address C ty State  Postal Code_3: 
	Text4: 
	Phone Number include area code: 
	Occupation Descr ption: 
	Manual C assification Code: 
	Department Where Regu ar y Worked: 
	Text48: 
	1: 
	1: 
	0: 
	2: 
	0: 
	1: 

	0: 
	0: 
	1: 

	1: 
	0: 
	1: 



	0: 
	1: 
	0: 


	Date of Injury: 
	Date Employer Had Know: 
	Date C: 
	In: 
	Init: 
	Employee Date of Death: 
	1: 
	2: 
	Accident Site Organization Name: 
	Accident Site Street C ty State  Postal Code: 
	Accident Location Narrative if no street address: 
	Accident Site CountyPar sh: 
	Text50: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	1: 
	0: 


	Preparer s Name  Title: 
	Text51: 
	Text49: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 

	2: 
	1: 
	0: 


	Insured FEIN: 
	y Worked Per Week: 
	Insured Postal Code: 
	Date of Birth: 
	Date of Hire: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Describe the nature of the injury  ex amputation burn cut fracture: 
	Parts of body directly affected by the injury or illness  ex hand arm circulatory system: 
	Descr be the events that caused the n ury  ex fel  operating machinery chem cal exposure: 
	Name the object or substance that directly n ured the employee  ex kn fe floor ac d oi: 
	Specify activity the employee was engaged in when the event occurred  ex cutting metal plate for floor ng  Ind cate if activity was part of normal duties: 
	W tness Name  Business Phone Number: 
	Initial Med ca Provider Name: 
	Init a Medical Provider Phys cal Address C ty State  Postal Code: 
	Preparers Company Name: 
	C aim Representative Business Phone Number: 
	Claim Administrator Claim Number: 
	Claim Adm nistrator FEIN: 
	Employer FEIN: 
	Ma ng Address C ty State  Postal Code_2: 
	Employer Contact Name and Business Phone Number: 
	Pol cyContract Number: 
	Text26: 
	Text27: 
	Jurisdiction Code: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text47: 
	0: 
	0: 
	1: 

	1: 
	0: 
	1: 


	undefined_2: 
	Coverage Effective Date: 
	Coverage Expiration Date: 
	Text28: 
	Text29: 
	ID: 
	Insurer Name if different than claim administrator: 
	Insurer FEIN: 
	C aim Type Code: 
	Insured Report Number: 
	Industry Code: 
	Insured Location Number: 
	Text37: 
	Phone Number: 
	Managed Care Organization Name or ID Number: 
	ICD Pr mary D agnostic Code if known: 
	Employer UI Number: 
	Self Insurance License Cert cate Number: 
	Text30: 
	Text31: 
	Jurisdiction Claim Number: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Date: 
	Text43: 
	Text45: 
	undefined: 
	check: 
	Text44: 
	Text46: 
	Total_number_of_injuries_and_illnesses: 
	Worksheet Reset: 
	Number_of_hours_worked_by_all_employees: 
	Total recordable case rate: 0
	Number of entries in column H + column I: 
	Number of hours worked by all employees: 
	DART incidence rate: 0
	Log of Injury/Illness Year: 
	Log of Injury/Illness Establishment name: 
	Log of Injury/Illness City: 
	Log of Injury/Illness State: 
	Reset 1: 
	Case No: 
	 1: 
	 2: 
	 3: 
	 4: 
	 5: 
	 6: 
	 7: 
	 8: 
	 9: 
	 10: 

	Employee's Name 1: 
	Job Title 1: 
	Date of injury or Illness month 1: 
	Date of injury or illness day 1: 
	Where the Event Occurred 1: 
	Injury or Illness Description 1: 
	Group1: Off
	Number of days injured or ill away from work 1: 
	On job transfer or restriction 1: 
	Group1a: Off
	Reset 2: 
	Employee's Name 2: 
	Job Title 2: 
	Date of injury or Illness month 2: 
	Date of injury or illness day 2: 
	Where the Event Occurred 2: 
	Injury or Illness Description 2: 
	Group2: Off
	Number of days injured or ill away from work 2: 
	On job transfer or restriction 2: 
	Group2a: Off
	Reset 3: 
	Employee's Name 3: 
	Job Title 3: 
	Date of injury or Illness month 3: 
	Date of injury or illness day 3: 
	Where the Event Occurred 3: 
	Injury or Illness Description 3: 
	Group3: Off
	Number of days injured or ill away from work 3: 
	On job transfer or restriction 3: 
	Group3a: Off
	Reset 4: 
	Employee's Name 4: 
	Job Title 4: 
	Date of injury or Illness month 4: 
	Date of injury or illness day 4: 
	Where the Event Occurred 4: 
	Injury or Illness Description 4: 
	Group4: Off
	Number of days injured or ill away from work 4: 
	On job transfer or restriction 4: 
	Group4a: Off
	Reset 5: 
	Employee's Name 5: 
	Job Title 5: 
	Date of injury or Illness month 5: 
	Date of injury or illness day 5: 
	Where the Event Occurred 5: 
	Injury or Illness Description 5: 
	Group5: Off
	Number of days injured or ill away from work 5: 
	On job transfer or restriction 5: 
	Group5a: Off
	Reset 6: 
	Employee's Name 6: 
	Job Title 6: 
	Date of injury or Illness month 6: 
	Date of injury or illness day 6: 
	Where the Event Occurred 6: 
	Injury or Illness Description 6: 
	Group6: Off
	Number of days injured or ill away from work 6: 
	On job transfer or restriction 6: 
	Group6a: Off
	Reset 7: 
	Employee's Name 7: 
	Job Title 7: 
	Date of injury or Illness month 7: 
	Date of injury or illness day 7: 
	Where the Event Occurred 7: 
	Injury or Illness Description 7: 
	Group7: Off
	Number of days injured or ill away from work 7: 
	On job transfer or restriction 7: 
	Group7a: Off
	Reset 8: 
	Employee's Name 8: 
	Job Title 8: 
	Date of injury or Illness month 8: 
	Date of injury or illness day 8: 
	Where the Event Occurred 8: 
	Injury or Illness Description 8: 
	Group8: Off
	Number of days injured or ill away from work 8: 
	On job transfer or restriction 8: 
	Group8a: Off
	Reset 9: 
	Employee's Name 9: 
	Job Title 9: 
	Date of injury or Illness month 9: 
	Date of injury or illness day 9: 
	Where the Event Occurred 9: 
	Injury or Illness Description 9: 
	Group9: Off
	Number of days injured or ill away from work 9: 
	On job transfer or restriction 9: 
	Group9a: Off
	Reset 10: 
	Employee's Name 10: 
	Job Title 10: 
	Date of injury or Illness month 10: 
	Date of injury or illness day 10: 
	Where the Event Occurred 10: 
	Injury or Illness Description 10: 
	Group10: Off
	Number of days injured or ill away from work 10: 
	On job transfer or restriction 10: 
	Group10a: Off
	Death Total: 0
	Days away from work Total: 0
	Job transfer or restriction Total: 0
	Other recordable cases Total: 0
	Number of days injured or ill away from work Total: 0
	On job transfer or restriction Total: 0
	Injury Total: 0
	Skin Disorder Total: 0
	Respiratory Cond Total: 0
	Poisoning Total: 0
	Hearling Loss Total: 0
	All other Total: 0
	AddPage1: 
	Summary of Injury/Illness Year: 
	Summary of Injury/Illness Establishment Name: 
	Summary of Injury/Illness Street: 
	Summary of Injury/Illness City: 
	Summary of Injury/Illness State: 
	Summary of Injury/Illness Zip: 
	Summary of Injury/Illness Industry description: 
	Summary of Injury/Illness NAICS: 
	Summary of Injury/Illness Annual avg num of employees: 
	Summary of Injury/Illness Total hours worked by all employees last year: 
	Summary of Injury/Illness Phone: 
	Summary of Injury/Illness Date: 
	Total Deaths Summary: 0
	Days away from work Summary: 0
	Job transfer or restriction Summary: 0
	Other recordable cases Summary: 0
	Number of days injured or ill away from work Summary: 0
	On job transfer or restriction Summary: 0
	Injury Summary: 0
	Poisoning Summary: 0
	Skin Disorder Summary: 0
	Hearing Loss Summary: 0
	Respiratory Cond Summary: 0
	All other Summary: 0
	Reset Establishment Info: 
	Num of employees paid in all pay periods: 
	Num of pay periods during the year: 
	Num of employees paid in all pay periods Total: 0
	Num of pay periods during the year Total: 0
	Divided num emp by pay periods: 0
	Rounded num emp by pay periods: 0
	Number of full time employees: 
	Num of work hours for full time employee per year: 
	Total full time hours worked: 
	Num of overtime hours and hours worked by other employees: 
	Total hours worked by all employees last year: 0
	Optional Worksheet Reset: 
	301 Completed by: 
	301 Title: 
	301 Phone: 
	301 Date: 
	301 Full name: 
	301 Address Street: 
	301 Address City: 
	301 Address State: 
	301 Address Zip: 
	301 DOB: 
	301 Date Hired: 
	301 Gender: Off
	301 Name of Doctor: 
	301 Facility Name: 
	301 Facility Address Street: 
	301 Facility Address City: 
	301 Facility Address State: 
	301 Facility Address Zip: 
	301 ER: Off
	301 Hospitalized: Off
	301 Case Number: 
	301 Date of Injury or Illness: 
	301 Time employee began work: 
	301 Time Employee Began Work AMPM: Off
	301 Time of event: 
	301 Time of Event AMPM: Off
	301 Activity Prior to Event: 
	301 What Happened: 
	301 Describe Injury or Illness: 
	301 What Harmed Employee: 
	301 Death Date: 
	301 Reset: 
	301 Add a Form: 


