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OGEMAW COUNTY CLERK
GARY R. KLACKING

CHERYL MOLLARD COUNTY OF OGEMAW
ADMIN. ASSISTANT 34th JUDICIAL CIRCUIT

September 22, 2000

TO: ELECTED OFFICIALS/COUNTY DEPARTMENT HEADS
FROM: GARY R. KLACKING
RE: REPORTING REQUIREMENTS -

OCCUPATIONAL INJURIES/ILLNESSES

This memo concerns MIOSHA statutory reporting requirements for the occurrence of
occupational {work-related) injuries and/or illness. It also concems the Incident Report
form 10 be used when sending employees to Evergreen Clinic for treatment.

Please be advised, unless a work-related injury is life threatening, all employees should report to
Evergreen Clinic for treatment. Evergreen Clinic is located at 611 Court Street (South M-30),
West Branch, Michigan.

In the event of a work-related injurysillness, the attached forms. MIOSHA — 101 & Accident
Fund’s “Employee Accident Investigation Report”, must be received in our office within
six (6) days of the date ot the incident. Please abide by the six-day reporting requirement.
Signiticant tines and penalties can be levied on municipalities for non-compliance with the act.

Additionally. the attached fncident Report Form (Part A & B) must accompany any employee
going to Evergreen Clinic for treatment.

Your cooperation and consideration in this matter is appreciated. Should you have any questions
please contact our office.

806 W. HOUGHTON AVE. * WEST BRANCH. MI 48661 » PHONE (517) 345-0215/345-0218



Form Apgproved
MIOSHA Ne. 101 OMB No. 44K 1453

Case or File No,  eevecee o .

Supplementary Record of Occupational Injuries and Illnesses

2, Mail address

{NO. and strest) {City or towny) {State)
3. Location, if different from mail address

INJURED OR ILL EMPLOYEE

4, Name Sucial Security No,
{First namue) {Middle name} {Last name)
5. Home address
[(No. and strest) {City or town) ’ {Statw)
6. Aga 7. 8ex: Malg e Famale {Check one)

8. Occupation

({Enter reguiar Job titls, nat the spacitic actlvity he was performing at time of injury.)
9. Department

{Enter name of departmant or division In which the Injured person Is reqularly smployed, aven
though ha may have baen temporarily working In anather department at the time of injury.)

THE ACCIDENT QR EXPOSURE TO OCCUPATIONAL ILLNESS

10. Place of accident or exposure

{No, and streat) {Clty or town) (State)
If accident or exposure occurred on employer's premises, give address of plant or establishment in which it occurred. Do
not indicate department or division within the plant or establishment, If accident occurred autside employer’s premises at
an identifiable address, give that address. if it occurred on a public highway or at any other place which cannot be iden-
tified by number and street, pleass provide piace references locating the place of injury as accurately as possibis.
11. Was place of accident or exposure on employer’s premises? (Yes or No)
12, What was the employee doing wher injured?

(Be spacific. |f he was using toals or aquipment or handling materiat, name them and

tell what he was doing with them.}

13. How did the accident occur?

(Describa fully the svents which resuited in the injury or occupational iliness. Tell what happened and

how it happensd. Nams any objacts or substances Invoived and tell how they wers involved., Give full details an all factars which led or contri«

buted to the accident. Use separate shest for additional spacs,)

OCCUPATIONAL INJURY OR OCCUPATIONAL ILLNESS
14. Describe the injury or illness in detall and indicate the part of body affected,

{a.9a amputation of right index finger at secondg

jaint; fracture of ribs; lead polsoning ; dermatitis of left hand, atc.)

15. Name the object or substance which directly injured the empioyes. {For example, the machine or thing he struck against
or which struck him; the vapor or poison he inhaled or swallowed; the chemical or radiation which irritated his skin; or in
cases of strains, hernias, etc., the thing ha was tifting, pulling, stc.)

16, Date of injury or initial diagnosis of occupational illness

{Catw)
17. Did employee die? (¥es or No}

OTHER
18. Name and address of physician

19, If hospitalized, name and address of hospitat

Date of report Prepared by

Official Position




SUPPLEMENTARY RECORD OF
OCCUPATIONAL INJURIES
AND ILLNESSES

To supplement the Log of Occupational Injuries and llinesses (MIOSHA No. 200}, each establishment must »
maintain a record of each recordable occupational injury or illness. Workers' Disability Compensation Farm 100,
insurance or other reports are acceptable as records if they contain ail facts listed below or are supplemented to do
s0. Only Workers' Disability Compensation Form 100's revised on, or subsequent to, August, 1972 will be acceptable
as a record; unless, supplemented to contain ail facts listed below. If no suitable report is made for other purposes,
this form (MIOSHA No. 101) may be used or the necessary facts can be listed on a separate plain sheet of paper, Thase
records must also be available in the establishment without delay and at reasonable times for examination by
representatives of the Department of Laber and the Department of Public Health. The records must bbe maintained for
a period of not less than five years following the end of the calendar year to which they relate.

Such records must contain at least the following facts:
1) About the enyloyer—-name, mail address, and location if different from mail address.

2) Abowt the injured or ill employee—name, social security number, home address, age, sex, occupation, and depart-

mert, @’

3) About the accident or exposire 10 occupational iliness—place of accident or exposure, whether it was on employ-
er's premises, what the employee was doing when injured, and how the accident ccourred.

4) About the occupational injiery or illness—description of the injury or iilness, including part of body affected;
narme of the object or substance which directly injured the employes; and date of injury or diagnosis of illness.

8) Other—name and address of physician; if hospitalized, name and address of haspital; date of report; and name
and position of person preparing the report,

SEE DEFINITIONS ON THE BACK OF MIOSHA FORM 200.

MICHIGAN DEPARTMENT OF LABOR D



L 22 Conito v Employee Accident Investigation Report
vAcddaMRdeompany. Lamsing, Ml J8501-7000 This torm is 10 be compisted by the injured STPloyes and e SUDEFViSor in charge at the Tive of the accident.

The WorkSare Pocgie (517 3424200

FACILITY
ciTY STATE LOCATION #
EMPLOYEE
NAME SEX D.0.8. HEIGHT WEIGHT
/
SOCIAL SECURITY # MIRE DATE FULL TIME PART TIME | SHIFT DAY EVENING NIGHT
- — / / [ 1 [ [ ]
DEPARTMENT ADDHESS
JOB CLASSIFICATION CITY, STATE HOME PHON)E #

DESCRIPTION OF ACCIDENT

ACGIDENT DATE / / ACCIDENT TIME R im. ACCIDENT LOCATION
[ ] g

Pleasa describg the accidant, including what employae was doing whan it oceurred,

Name object or substance that diractly attributad to the accident.

What caused the accident? How couid it have been prevented?

Describe the injury.

B [ Abdmen (O 13 Fowamisy ] 25 Avs ¢ It Abrasgon (] 13 Grincing Wounar CJ 25 Repetitive Motion
0 12 Andeis) ] 14 Groi ] 28 shouers) CJ2 Anpuson ] 14 Heanng Loss Disoroier
C]3 B2ack T 15 Hangfs 2. Spine TO [i1 sviim 118 Hewn Attach [T 28 Scraren
D T4 sumem [ 18 Head [ 28 Stomach YN (J« atowr S 18 Heat feramps, sroke) (] 27. siivee
Y [0& cams 3 17 Mgy T 29 Teem PD 32 8um 317 Hema 7] 28 sptiorer
18 cres 7 18 saw 1 30 mignrs gy & comsin [} 12 tntecsion [ 29 Soraevstrain
77 ey [J 19 Kneesy ] 3. mrom 17 O J 12 insecesne 3 % siores
P e coows CJ 20 Legra ] 22 Mumorm T Fa Comaos ]2 imtaton (ousyy CJ 9. other
A 5o s J 21 tugse (S e Ol Te rommosea 2] 21, imtation vapor)
R (] 10 Face ] 22 Mowen 34 Upoer Amn(s) FO [ 12 Fracture 22 Laceration - - .
[ 1. Fingern) ] 23 Nex 33, Whode Body N (O Fmsaoee 2% Pumonary Condition
T iz rom [ 24 Nese (7 58 whsw (112 Ganglon {3 24 Puncture Wount
Corractive actions taken to pravent reoccurrence, Treatment
] First Atg
3 Pansi of Physicians
Emergancy Room
3 Parsonal Physician/Clinic
L) Retused Treatment
3 Other (name)
Lost Time? "] Yes Numbsr of Days: Modified/Rastricted Duty (7] Yas NUMBER OF DAYS
I N O wve
Did employes accapt medical treatmant? ] Yes Was empioyee hosprtatizeq? ] Yo Oid empicyee ratum 1o work the same day? £ Yes
O e O ve C e
Report Employes Supervisor
Date / Signature Signature
/

LC-8Rev. 4/91 (THISISNOTA CLAIM FORM - TO BE USED ONLY FOR INTERNAL ACCIDENT PREVENTION PURPOSES)



INCIDENT REPORT

Employee Name:

Dept.
Sociat Security Number: Sex: Age:
Date of Accident: Time of Accident:
Address;
Straet City Shate "~ Zip Code
Incident Report - {Patient states while at work)
nature of Supervisor: Date:

I authorize any physician, or medical facility where | consuit or am treated to divulge to Ogemaw County alf information

conceming my medical condition. A photocopy shall be valid as the ariginal,

Employee's Signature: Date:

SECTION B:

Date of First Exam:

Date(s) of Follow-up Exam(s):

Provisional Diagnosis:

Treatment:

Restrictions:

X-Ray: Neg. Pos.

“fedication and Dosae:

~secommended Referral:

Provider's Signature Date:




it a case

Chart 1. Guide to recordability of cases under tha
QOccupational Safety and Heaith Act

Note: A case must invoive
& daath, or aniliness. or an
injury to an ampioyes

Results from a wark
accidant or from an
exposure in the
work environmaent

Does not result
from a work accident
or from an exposure

N the work
and is environment
. An injury whigh
A death An iilness involves
trh:aefrf:rit Lg'ss Restriction Tfatr:sler None
f work of
{other than CONscious- o another these
first aid) ness or motion job S
¥
Then case Th;nncé?se
r?ggrld%?: 1o be
racorded

not

be made for the recurrence of symptoms from

previous cases, and it is sometimes difficult to decide
whether or not a situation is 4 New case or 4 recurrence.
The following guidelines address this problem:

a. Injuries. The aggravation of a previous injury almost
always results from some new incident involving he
employee (such as a slip, trip, fail, sharp twist, etc.),
Consequently, when work related, these new incidents

should be recorded as new cases,

. [linestes Generaily, each occupational illness should be
recorded with a separate entry on the OSHA No. 200,
However, certain ilinesses, such as silicosis, may have
proionged effects which recur over time. The recurrence

of these symptoms should n
the OSHA forms. The rec

the extent or outcome of the particular case.

Some occupational illnesses, such as certain dermatitis
OF respiratory conditions, may recur as the result of new
EXposures to sensitizing agents,

as new cases.

D. Establishing work relationship

The Occupational Safety and

ot be recorded a3 new cases on
] urrence of symptoms of previous
illnesses may require adjustment of entries on the log for

previously secorded illnesses 1o reflect possible changes in

and should be recorded

Health Act of 1970



