State of Calirornia ase epmplete In triplicate (typs if possil

o copies {o:
EMPLOYER'S REPORT OF
QCGUPATIONAL INJURY OR ILLNESS

OSHA CASE NO.

FATALITY [

Any peraoh Who Takes oy causes to be made any

! 4 i California law requires employers to repert within five days of knowledge every occupational injury or liness which results in lost time
ki gly false or matarial stats tor

beyand the

mraterial tonrasentation for the surnese of shtalni date of the incident OR requires medical treatment beyond first aid. if an employee subsequently dies as a result of a previously reported injury or
denying w: ers compens mn:h:: ite or Paym:‘;:irs ilness, the employer must file within five days of knowledge an amended report indicating death. In addition, every sericus injury, illness, or death
guilty of & felony, must be reported Immediately by telephene or telegraph to the nearest office of the California Division of Occupational Safety and Heaith.

-
1. FIRM NAME ] la. Policy Number

Samuel Merritt University CA 10000917091

2, MAILING ADDRESS: [Number, Street, City, Zip)

Please do not use
this column

E 2a, Phone Number
:'435 Hawthorne Ave, Oakland CA 94609 (510) 869-6511 CASE NUMBER
L3 LOCATION T diffarent from Mailing Address [Number, Street, City and Zip} 3a. Location Code
[«] OWNERSHIP
Y .
E [+ NATURE QF BUSINESS; ¢.q.. Painting contractor, wholesale grocer, sawmill, hotel, etc. &. State unempioyment insurance acot,no
R[ Education

%. TYPE OF EMPLOYER: " INDUSTRY

Private E]Sme Ecmnty Bﬂy Ds::huol District l:lo&er Gav't, Spacify: —

7. DATE OF INJURY / ONSET OF ILLNESS |8. TIME INJURYALLNESS OCCURRED . TIME EMPLOYEE BEGAN WORK 10.IF EMPLOYEE DIED, PATE OF DEATH {mad iy}

{mm/ddiyy) an - ™ - OCCUPATION

1 1. UNABLE TO WORK FOR AT LEASTONE [42. D, W d , L :

FELL DAY AFTE OF INJURY? 12. DATE LAST WORKED (mm/dd/yy) 13. DATE RETURNED TO WORK (mmiddiyy) 14.IF STILL OFF WORK, GHECK THIS BOX

Yos No
“;IJRMYDO;U&S?’”S WAGES FOR DATE OF | 45. SALARY BEING CONTINUED? 17. DATE OF EMPLOYER'S KNOWLEDGE NGCTICE OF [18. DATE EMPLOYEE WAS FROVIDED CLAIM FORM SEX
INJURYALLNESS (mmidd, FORM {mm/dd)

pivworkeD? [ Jves [ Jno| LYo []x (mmiealys) (mmidayy)

19. SPECIFIC INJURY/ILLNESS AND PART OF BODY AFFECTED, MEDICAL DIAGNOSIS if available, &.g.. Second degroe burns on right arm, tendonitis on left elbow, lead poisoning AGE
|
N| -
1 {20-LOCATION WHERE EVENT OR EXPOSURE UCCURRED (Number, Strast, Cily, Zip) 203, COUNTY 71, ON ENPLOYER'S PREVISES? DAILY HOURS
Y Ches [
R
Y 22, DEPARTMENT WHERE EVENT OR £XPOSURE QCCURRED, &.g.. Shipping department, machine shop. , Other Woskers injured of ill in this t7

e E‘m DAYS PER WEEK

24, EQUIPMENT, MATERIALS AND CHEMICALS THE EMPLOYEE WAS USING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Acetylens, welding torch, farm tractor, seaffold

WEEKLY HOURS

28, SPECIFIC ACTIVITY THE EMPLOYEE WAS PERFORMING WHEN EVENT OR EXPOSURE OCCURRED, e.g.. Welding seams of metal forms, loading boxes onto truck.

WEEKLY WAGE

26. HOW INJURY/LLNESS OCCURRED, DESCRIBE SEQUENCE OF EVENTS, SPECIFY OBJECT OR EXPOSURE WHICH DIRECTLY PRODUCED THE IURYILLNESS, 8.0.. Worker stapped back to inspect werk
ana sipped on scrap matetial. As he fell, he brushed against frash weld, and burned right hand, USE SEFARATE SHEET IF NECESSARY

e mZeEr T

COUNTY

NATURE OF INJURY

PART OF BODY
AT‘FENTION This form centains Information rolafing to employee health'and must be used fn & manner that pl‘otaots the canﬁdarmality of employaes to the axten SOURCE
while the information is being used for sctupational safety and health purpeses, See CCR Title 8 14300.29 (bHE)-{10) & 14200,26(b}(2}(E)2.
Note: Shaded boxes indicate ploy tion as listed In CCR Title 8 14300, 35(::;(2](:12'
EVENT
SECONDARY SQURCE

M
P
L 35,0 CUPA‘I"IDN lRegulanoh hﬂe,NO ind uls. abbreviations or numbers}
)
¥ by e :

. 37a. EMPLOYMENT STATUS 37h. UNDH AT CLASS CODE Oi
£ |37, EMPLOYEE USUA Ea:l“‘ ey m"_"m‘: [ parttime | POLICY WHERE WAGES ASSIGAED
E hours per day, days per wesk, 1oial weekly howrs guar

Cleemporary [seasona EXTENT OF INJURY
38. GROSS WAGES/SALARY 39. OTHER PAYMENTS NOT REPORTER AS WAGESISALARY (9. tips, meals, everlima, bonuses, etc.)?
$ per Yes D No

Camplatad By {type or print) Signature & Title Date {mmiddiyy)
+ Confidential inf tion may be disclosed only to the emplByes, former amployee, or their personal representative {CGR Title 8 14300.36), to others for the purpose of p workars' ¢ or other insurance

federal workplace safety agencies.

claim; and ynder cartain ciroumstances to a public health or law gnforcement agency or t9 & sonsulamt hired by the employer (CCR Title 8 14300.30), GCR Title 8 14300 40 uqums provision upnn request to certaln state and

FORM $020 {Rev?) June 2002

FILING OF THIS FQRI 1S NQT AN ADMISSION OF LIABILITY



