




































































































 

 

4848 Sinclair Rd. San Antonio, TX 78222 

• Office: (210) 651-4452 • Fax (210) 651-4492 

 
 
 

 

List of Subcontractors & Suppliers  

 

 

 

Suppliers  

 

Core & Main  

Vulcan Materials  

Pump Solutions, Inc. 

Ameritex Pipe & Products, LLC  

Park Environmental Equipment, LTD 

 

 

 

Subcontractors  

 

Preload, LLC. 

Proline Paving  

Lone Star Precast  

National Work  

RRMTZ Concrete Services, LLC  

Environmental Allies 

Diamondback Mechanical Group 

Monarch Fence  

Fencecrete America, Inc. 

Arias Geoprofessionals 

Alterman, Inc. 



QS - 6 
 

12. SAFETY PROGRAM: 

Name of Contractor's Safety Officer:   

Include the following as attachments: 

Provide as an Attachment Contractor's (and Contractor's proposed Subcontractors and 
Suppliers furnishing or performing Work having a value in excess of 10 percent of the total 
amount of the Bid) OSHA No. 500- Log & Summary of Occupational Injuries & Illnesses for 
the past 5 years. 

Provide as an Attachment Contractor's (and Contractor's proposed Subcontractors and 
Suppliers furnishing or performing Work having a value in excess of 10 percent of the total 
amount of the Bid) list of all OSHA Citations & Notifications of Penalty (monetary or other) 
received within the last 5 years (indicate disposition as applicable) - IF NONE SO STATE. 

Provide as an Attachment Contractor's (and Contractor's proposed Subcontractors and 
Suppliers furnishing or performing Work having a value in excess of 10 percent of the total 
amount of the Bid) list of all safety citations or violations under any state all received within 
the last 5 years (indicate disposition as applicable) - IF NONE SO STATE. 

Provide the following for the firm listed in Section V (and for each proposed Subcontractor  
furnishing or performing Work having a value in excess of 10 percent of the total amount of 
the Bid) the following (attach additional sheets as necessary): 

Workers' compensation Experience Modification Rate (EMR) for the last 5 years: 

YEAR   EMR  
YEAR   EMR  
YEAR   EMR  
YEAR   EMR  
YEAR   EMR  

Total Recordable Frequency Rate (TRFR) for the last 5 years: 

YEAR   TRFR  
YEAR   TRFR  
YEAR   TRFR  
YEAR   TRFR  
YEAR   TRFR  

 

 

 

2021 0.54
2020 0.65
2019 0.62
2018 0.63
2017 0.63

2021 1.60
2020 1.54
2019 1.61
2018 0.90
2017 0.70

Alterman, Inc.
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Total number of man-hours worked for the last 5 Years: 

YEAR   TOTAL NUMBER OF MAN-HOURS  
YEAR   TOTAL NUMBER OF MAN-HOURS  
YEAR   TOTAL NUMBER OF MAN-HOURS  
YEAR   TOTAL NUMBER OF MAN-HOURS  
YEAR   TOTAL NUMBER OF MAN-HOURS  

 

Provide Contractor's (and Contractor's proposed Subcontractors and Suppliers furnishing or 
performing Work having a value in excess of 10 percent of the total amount of the Bid) Days 
Away From Work, Days of Restricted Work Activity or Job Transfer (DART) incidence rate for 
the particular industry or type of Work to be performed by Contractor and each of 
Contractor's proposed Subcontractors and Suppliers) for the last 5 years: 

YEAR   DART  
YEAR   DART  
YEAR   DART  
YEAR   DART  
YEAR   DART  

 

13. EQUIPMENT: 

MAJOR EQUIPMENT: 

List on Schedule C all pieces of major equipment available for use on Owner's Project. 

  

2021
2020 1,688,788
2019 1,734,017
2018 1,326,906
2017 1,144,192

2,870,775

2021 1.18
2020 1.07
2019 1.27
2018 0.45
2017 0.52



 Modification Rate (EMR):
2022 0.54
2021 0.54
2020 0.65
2019 0.62
2018 0.63
2017 0.63
2016 0.65
2015 0.58
2014 0.64
2013 0.80
2012 0.94
2011 0.75
2010 0.74

 cordable Cases (TRC): Hours Worked Recordable Incidents Avg. # Employees
2021 1.60 2,870,775 23 1436
2020 1.54 1,688,788 13 852
2019 1.61 1,734,017 14 862
2018 0.90 1,326,906 6 673
2017 0.70 1,144,192 4 658
2016 1.61 1,117,725 9 552
2015 1.48 1,621,168 12 767
2014 0.60 1,008,268 3 551
2013 1.37 1,311,127 9 644
2012 3.58 1,062,349 19 525
2011 2.25 890,102 10 423
2010 2.38 1,006,591 12 475

DART Rate: Hours Worked Lost Time/Restricted Avg. # Employees Lost Workdays Restricted Days
2021 1.18 2,870,775 18 1436 10 657
2020 1.07 1,688,788 9 852 0 160
2019 1.27 1,734,017 11 862 28 160
2018 0.45 1,326,906 3 673 0 17
2017 0.52 1,144,192 3 658 0 43
2016 1.25 1,117,725 7 552 79 321
2015 0.99 1,621,168 8 767 26 388
2014 0.40 1,008,268 2 551 49 7
2013 0.76 1,311,127 5 644 47 681
2012 2.45 1,062,348 13 525 4 745
2011 1.35 890,102 6 423 5 156
2010 1.59 1,006,591 8 475 61 422

ays Away Rate: Hours Worked Lost Workday Cases Avg. # Employees Lost Workdays
2021 0.07 2,870,775 1 1436 10
2020 0.00 1,688,788 0 852 0
2019 0.12 1,734,017 1 862 28
2018 0.00 1,326,906 0 673 0
2017 0.00 1,144,192 0 658 0
2016 0.18 1,117,725 1 552 79
2015 0.25 1,621,168 2 767 26
2014 0.20 1,008,268 1 551 49
2013 0.46 1,311,127 3 644 47
2012 0.19 1,062,349 1 525 4
2011 0.22 890,102 1 423 5
2010 0.40 1,006,591 2 475 61

 nsfer / Restriction Rate: Hours Worked Restricted Workday Cases Avg. # Employees Restricted Days
2021 1.18 2,870,775 17 1436 657
2020 1.07 1,688,788 9 852 315
2019 1.27 1,734,017 10 862 160
2018 0.45 1,326,906 3 673 17
2017 0.52 1,144,192 3 658 43
2016 1.07 1,117,725 6 552 321
2015 0.74 1,621,168 6 767 388
2014 0.20 1,008,268 1 551 7
2013 0.31 1,311,127 2 644 681
2012 2.26 1,062,349 12 525 745
2011 1.12 890,102 5 423 156
2010 1.19 1,006,591 6 475 422  

TIR    =  Total Injury Rate
TCIR  = Total Case Incident Rate

Safety Performance Rates
As of 02/08/2022

* EMR renews on 4/30 of each year, it typically does NOT change until later in the year but…. it can!

EMR = Experience Modifier Rate

(RIR) or (TRC)
% and # of cases

RIR   =   Recordable Incident Rate
TRC  =  Total Recordable Cases
TRIR =  Total Recordable Incident Rate

Rate, Cases
& Days

LTIR = Lost
Time Incident

Rate

Job Transfer
Restricted

(LTIR)
Days Away
Rate & Lost
Workdays

Away
Restricted

or Transferred

DART = Days

(DART)
Lost Time

& Restricted
Days

2/14/2022
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Year

City State

(A) (B) (C) (D) (E) (F)

(M)

(G) (H) (I) (J) (K) (L) (1) (2) (3) (4) (5) (6)

1 Appr 1/6 1/10 Stairs
Employee began to experience pain in his lower back, right 
side and right hip while walking up the stairs. X 40 X

2 UCW-1 1/16 11th Floor
Employee was drilling into concrete causing sheet metal to 
fly toward his face causing a laceration to his right lip. X X

3 Foreman 2/10 Pod D

Employee's left index finger was pinch point between mule 
tape and a cable puller which caused a laceration to his left 
index finger. X 51 X

4 JIW 2/12 Bldg Floor
Employee stepped down off of a transition on the follor that 
he was working on and twisted his right knee and felt a pop. X 14 X

5 Installer Tech 2/21 MDC #2
Employee stepped off of a ladder and felt a sharp pain in his 
left knee. X X

6 CE-4 7/8 Pump Station
Employee's ankle/foot was crushed by a pipe that flipped 
over and landed on his ankle/foot. X 117 X

7 JIW 7/30 Entrance to Building
Employee tripped and fell on a warped piece of plywood 
that was covering a finished area. X 19 X

8 JIW 8/17 Floor

Employee was terminating and stripping wire when the 
blade slipped and cut his left middle finger. Employee was 
wearing gloves at the time of the incident. X 14 X

9 Appr 2/6 8/25 Laydown Area

Employee was adjusting forks on a forklift when one fork 
slipped from his hand and pinched his finger between the 
mast and fork. X 27 X

10 Appr 4/6 8/28 1st Floor Bldg Employee tripped on the edge of a sheet of plywood. X X

11 CW-4 10/9 Exterior Bldg
Employee stepped into a hole that had not been covered on 
the side of a transformer pad and rolled his ankle. X 31 X

12 Appr 6/6 12/16 Trench
Employee cut his right index finger while using a concrete 
rake while moving concrete. X 2 X

13 Material Handler 12/29 Floor

Employee was attempting to cut off a tie wrap using a knife, 
when the knife slipped causing a laceration to the left 
thumb. X X

14
15
16
17
18
19
20
21
22
23
24
25

Page totals    0 0 9 4 0 315 13 0 0 0 0 0

(mo./day)

Job transfer 
or restriction

Other record- 
able cases

Death Days away 
from work Remained at work Away 

From 
Work 
(days)

On job 
transfer or 
restriction 

(days)

In
ju

ry

CHECK ONLY ONE box for each case based on 
the most serious outcome for that case:

Enter the number of days 
the injured or ill worker 
was: Check the "injury" column or choose one type of illness: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. 
Second degree burns on right forearm from acetylene torch)
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Identify the person Describe the case Classify the case

You must record information 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.  You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional.  
You must also record work-related injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12.  Feel free to use two lines for a 
single case if you need to.  You must 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.

Form approved OMB no. 1218-0176

Establishment name Alterman, Inc.
San Antonio

*** FOR RECORDKEEPING ONLY - DO NOT POST! *** 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.

OSHA's Form 300 (Rev. 01/2004) 2020

Log of Work-Related Injuries and Illnesses U.S. Department of Labor
Occupational Safety and Health Administration
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12. SAFETY PROGRAM: 

Name of Contractor's Safety Officer:   

Include the following as attachments: 

Provide as an Attachment Contractor's (and Contractor's proposed Subcontractors and 
Suppliers furnishing or performing Work having a value in excess of 10 percent of the total 
amount of the Bid) OSHA No. 500- Log & Summary of Occupational Injuries & Illnesses for 
the past 5 years. 

Provide as an Attachment Contractor's (and Contractor's proposed Subcontractors and 
Suppliers furnishing or performing Work having a value in excess of 10 percent of the total 
amount of the Bid) list of all OSHA Citations & Notifications of Penalty (monetary or other) 
received within the last 5 years (indicate disposition as applicable) - IF NONE SO STATE. 

Provide as an Attachment Contractor's (and Contractor's proposed Subcontractors and 
Suppliers furnishing or performing Work having a value in excess of 10 percent of the total 
amount of the Bid) list of all safety citations or violations under any state all received within 
the last 5 years (indicate disposition as applicable) - IF NONE SO STATE. 

Provide the following for the firm listed in Section V (and for each proposed Subcontractor  
furnishing or performing Work having a value in excess of 10 percent of the total amount of 
the Bid) the following (attach additional sheets as necessary): 

Workers' compensation Experience Modification Rate (EMR) for the last 5 years: 

YEAR   EMR  
YEAR   EMR  
YEAR   EMR  
YEAR   EMR  
YEAR   EMR  

Total Recordable Frequency Rate (TRFR) for the last 5 years: 

YEAR   TRFR  
YEAR   TRFR  
YEAR   TRFR  
YEAR   TRFR  
YEAR   TRFR  

 

 

 

dyounis
Typewritten Text
Robert J. Walsh, DN Tanks Safety Director
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2020
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1.20
2.77
2.98
4.16
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Total number of man-hours worked for the last 5 Years: 

YEAR   TOTAL NUMBER OF MAN-HOURS  
YEAR   TOTAL NUMBER OF MAN-HOURS  
YEAR   TOTAL NUMBER OF MAN-HOURS  
YEAR   TOTAL NUMBER OF MAN-HOURS  
YEAR   TOTAL NUMBER OF MAN-HOURS  

 

Provide Contractor's (and Contractor's proposed Subcontractors and Suppliers furnishing or 
performing Work having a value in excess of 10 percent of the total amount of the Bid) Days 
Away From Work, Days of Restricted Work Activity or Job Transfer (DART) incidence rate for 
the particular industry or type of Work to be performed by Contractor and each of 
Contractor's proposed Subcontractors and Suppliers) for the last 5 years: 

YEAR   DART  
YEAR   DART  
YEAR   DART  
YEAR   DART  
YEAR   DART  

 

13. EQUIPMENT: 

MAJOR EQUIPMENT: 

List on Schedule C all pieces of major equipment available for use on Owner's Project. 

  

dyounis
Typewritten Text
2021
2020
2019
2018
2017

dyounis
Typewritten Text

dyounis
Typewritten Text

dyounis
Typewritten Text
2021
2020
2019
2018
2017

dyounis
Typewritten Text
1,321,954
1,165,561
1,154,046
873,284
864,753

dyounis
Typewritten Text
0.76
0.86
1.91
1.60
3.24



Year

City State

(A) (B) (C) (D) (E) (F)

(M)

(G) (H) (I) (J) (K) (L) (1) (2) (3) (4) (5) (6)

OR21-01 Laborer 01/25/2021 Shoring towers
U-head fell on the employees hand causing a 
laceration X X

OR21-02 Carpenter 03/23/2021 Inside tank Employee suffered a leg fracture from a fall X 89 X

OR21-03 Laborer 6/25/2021 Top of wall Finger was pinched while using a jack X 117 X

OR21-04 Laborer 06/29/2021 Tank wall Laceration to the face from a breaking wire X X

OR21-05 Carpenter 06/24/2021 Inside tank Injured bicep while lifting a 6' frame X 170 X

OR21-06 Operator 10/28/2021 Tank roof Finger was fractured while operating a drill X 45 X

OR21-07 Superintendent 11/16/2021 Driveway
Finger was pinched between two shotcrete 
blocks X 74 X

Page totals    0 3 2 2 304 191 7 0 0 0 0 0

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

Case No. Where the event occurred (e.g. 
Loading dock north end)

H
e

a
ri

ng
 L

os
s

In
ju

ry

Job Title  (e.g., 
Welder)

Describe injury or illness, parts of body affected, 
and object/substance that directly injured or 
made person ill (e.g. Second degree burns on 
right forearm from acetylene torch)

S
ki

n
 D

is
o

rd
e

rBe sure to transfer these totals to the Summary page (Form 300A) before you post it.
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Work 
(days) A
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o
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n
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s

S
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n
 D
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o
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e

rDays away 
from work

Remained at work

You must record information 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.  You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional.  You must also record work-related 
injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12.  Feel free to use two lines for a single case if you need to.  You must 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.

In
ju

ry

Death

P
o

is
o

ni
n

g

Classify the case

Enter the number of 
days the injured or ill 
worker was:

Check the "injury" column or choose one type 
of illness:

CHECK ONLY ONE box for each case based on 
the most serious outcome for that case:

Log of Work-Related Injuries and Illnesses

Date of 
injury or 
onset of 
illness

Employee's Name

Job transfer 
or restriction

U.S. Department of Labor

(mo./day)

H
e

a
ri

ng
 L

os
s

Identify the person Describe the case

OSHA's Form 300 (Rev. 01/2004)

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.

Form approved OMB no. 1218-0176

El Cajon, Grand Prairie, Wakefield

Establishment name

Occupational Safety and Health Administration

Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, 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 aspects of this data collection, contact:  US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to 
this office.
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On job 
transfer or 
restriction 

(days)Other record- 
able cases

DN Tanks

CA/TX/MA

P
o

is
o

ni
n

g

2021





Year

City State

(A) (B) (C) (D) (E) (F)

(M)

(G) (H) (I) (J) (K) (L) (1) (2) (3) (4) (5) (6)

OR20-01 Laborer 4/27/2020 Dome casting beds

Assisting with assembling the side rail of a dome 
panel form. Using both hands to hold in place a 
2x4 while a carpenter nailed it. The carpenter 
started to swing the hammer when the laborer 
unexpetedly moved their hand . Unable to stop, 
they struck the laborers right middle finger. X 23 X

OR20-02 Carpenter 7/9/2020 Milling area
Using a nail gun, the nail bounced off a knot in 
the wood and punctured their left index finger. X X

OR20-03 Labor Foreman 7/21/2020 Alley on west side of tank

The employee was hammering a nail into a pallet 
while a coworker was hammering the other side 
of the pallet. The pallet shifted, causing them to 
miss the nail and hit the tip of their left index 
finger. X X

OR20-04 Laborer 8/11/2020 Tank floor

During the floor pour the employee was sweating 
which caused wet clothing, mixed with concrete 
and burned both legs above the knee. X 5 X

OR20-05 Laborer 10/12/2020 Inside tank

Employee was dismantling scaffold inside the 
tank. They started to climb down the ladder when 
it buckled and they fell about 10' to the ground. 
The employee had possibly disconnected one of 
the ladder brackets by mistake. X 80 X

OR20-06 Laborer 10/21/2020 Wrapping machine
Cutting wire with a grinder when it kicked back, 
cutting them in the forearm X 5 X

OR20-07 Pump Operator 11/19/2020 Boom lift basket

The employee was fixing the cable which came 
off of the wire winding winch. They put their arm 
in a bad position and got it caught between the 
winch and the cable. Xrays confirmed a break in 
the forearm. X 42 X

Page totals    0 2 3 2 85 70 7 0 0 0 0 0

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

P
o

is
o

n
in

g

H
e

a
ri

n
g

 L
o

ss

In
ju

ry

Case No. Where the event occurred (e.g. 
Loading dock north end)
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Classify the case

Days away 
from work

Remained at work

Job Title  (e.g., 
Welder)

Describe injury or illness, parts of body affected, 
and object/substance that directly injured or 
made person ill (e.g. Second degree burns on 
right forearm from acetylene torch)

Form approved OMB no. 1218-0176

El Cajon, Grand Prairie, Wakefield

Establishment name

CHECK ONLY ONE box for each case based on 
the most serious outcome for that case:

Enter the number of 
days the injured or ill 
worker was:

DN Tanks

Check the "injury" column or choose one type 
of illness:

Occupational Safety and Health Administration

In
ju

ry

Death(mo./day)

You must record information 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.  You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional.  You must also record work-related 
injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12.  Feel free to use two lines for a single case if you need to.  You must 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.
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Be sure to transfer these totals to the Summary page (Form 300A) before you post it.

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. U.S. Department of Labor

2020

Identify the person Describe the case

Date of 
injury or 
onset of 
illness

Log of Work-Related Injuries and Illnesses

Employee's Name

Other record- 
able cases

OSHA's Form 300 (Rev. 01/2004)

Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, 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 aspects of this data collection, contact:  US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to 
this office.
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On job 
transfer or 
restriction 

(days)Job transfer 
or restriction



Year 2020

Street

City Zip 92020

0 2 3 2

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

2 3 7 1 1 0

85 70
(K) (L)

Total number of… Knowingly falsifying this document may result in a fine.

(M)
(1)  Injury 7 (4)  Poisoning 0
(2)  Skin Disorder 0 (5)  Hearing Loss 0
(3)  Respiratory 
Condition 0 (6) All Other Illnesses 0

Employment information

El Cajon

Your establishment name

351 Cypress Lane

CA

DN Tanks

Sign here

State

Company executive

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

781-246-1133

William Crowley

Phone

Total hours worked by all employees last 
year

Standard Industrial Classification (SIC), if known (e.g., SIC 3715)

Annual average number of employees

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

560

Total number of 
other recordable 
cases

Number of Days

Establishment information

Total number of 
deaths

Number of Cases

Form approved OMB no. 1218-0176

Title

Date

President & CEO

1/20/2021  

Construction of Prestressed Concrete Liquid Water Storage Tanks

U.S. Department of Labor

OSHA's Form 300A (Rev. 01/2004)

Summary of Work-Related Injuries and Illnesses Occupational Safety and Health Administration

Total number of 
days away from 
work

Total number of days of 
job transfer or restriction

Public reporting burden for this collection of information is estimated to average 58 minutes per response, including time to review the instruction, 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 aspects of this data collection, contact:  US Department of 
Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to this office.

Injury and Illness Types

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

Post this Summary page from February 1 to April 30 of the year following the year covered by the form

All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year.  Remember to review the Log to verify that the entries are complete 

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 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms.

Total number of 
cases with days 
away from work

Total number of cases 
with job transfer or 
restriction

1,165,561

smarchlik
Image



Year

City State

(A) (B) (C) (D) (E) (F)

(M)

(G) (H) (I) (J) (K) (L) (1) (2) (3) (4) (5) (6)

OR19-01 Laborer 1/9
Southeast quadrant of 
tank area

Employee's right shoulder and arm were pinched 
between a concrete wall panel and the crane. 
Contusion/ hematoma. X 89 X

OR19-02 Laborer 3/1 Inside warehouse
Slipped on oil on the floor, fell and landed on arm 
causing a contusion. X 153 X

OR19-03 Superintendent 4/8 Driveway of jobsite

While guiding a concrete pump truck off the jobsite, 
the truck drove over a steel road plate causing the 
edge to lift up and come back down on the foot, 
crushing the toes. X 90 X

OR19-04 Carpenter 4/13 Manlift basket

Started up pressure washer, the hose escaped hand 
and the brass fitting hit them in the face causing a 
laceration. X X

OR19-05 Laborer 4/15 On the ground inside tank
Pushing water on the floor with squeegee, turned 
wrong and twisted the knee X X

OR19-06 Laborer 4/24 Next to box trailer

While cutting a test cylinder with a knife, they forced 
down the knife too hard and it came out the other 
side, cutting them in the leg. X X

OR19-07 Carpenter 5/10
Between tanks in grassy 
area

Tick bite. Was given antibotics at the clinic as a 
precautionary measure X X

OR19-08 Operator 6/24 Inside cab of machine

Employee went to switch seats with coworker inside 
cab of machine. When they walked their foot went 
through the open hatch in the floor. Caught fall on 
seat with arms/ elbows and strained the left shoulder. X 112 X

OR19-09 Laborer 7/29 On the ground inside tank 
Cutting 1" rebar, a piece flew off the end and hit them 
in the thigh causing a laceration. X 1 X

OR19-10 Laborer 8/7
Standing on top of precast 
wall stack

A shackle being lifted by another employee hit them 
in the eyebrow causing a laceration. X 4 X

OR19-11 Carpenter 8/7 Setting wall panels

Hand was pinched between concrete wall panel and 
seismic cable while setting the panel, causing a 
laceration X 15 X

OR19-12 Carpenter 8/27 On ground at work station
Laceration and fracture of the thumb from hitting it 
with a hammer while assembling forms. X 6 X

OR19-13 Superintendent 8/27 Navy pier

Carrying a roll of liner material on their shoulder. It 
started sliding forward so they caught it with the right 
hand and pushed it back up. Experienced pain in right 
shoulder. X X

OR19-14
Laborer 
Apprentice 10/21 Middle of wall panel

Removing the chute from a concrete truck. The driver 
started to move the chute away as the employee was 
pulling on it. They felt a strain in the right bicep. X 6 X

OR19-15 Laborer 12/4 Next to wall bed
Bent over to pick up a 2x4. Slipped on ice and their 
right knee buckled, causing them to fall to the ground. X 35 X

OR19-16 Labor Foreman 12/17 On ground inside tank

A dolly for shoring material was leaning against a 
frame. As the employee standing in front of it began 
to walk away, the dolly fell over, striking them in the 
leg.. A protruding bolt punctured a hole in the back 
side of their right calf. X 20 X

Page totals    0 4 7 5 361 170 16 0 0 0 0 0

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

CHECK ONLY ONE box for each case based on 
the most serious outcome for that case:
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(days)

El Cajon/ Wakefield/ Grand 
Prairie

Establishment name

(mo./day)

Job transfer 
or restriction In

ju
ry

Death

Identify the person Describe the case

Occupational Safety and Health Administration

OSHA's Form 300 (Rev. 01/2004)

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.

2019

Log of Work-Related Injuries and Illnesses

DN Tanks

CA/MA/TX

U.S. Department of Labor

You must record information 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.  You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional.  You must also record work-related 
injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12.  Feel free to use two lines for a single case if you need to.  You must 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.

Form approved OMB no. 1218-0176
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Check the "injury" column or choose one type 
of illness:
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Case No. Where the event occurred 
(e.g. Loading dock north 
end)
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Public reporting burden for this collection of information is estimated to average 14 minutes per response, including 
time to review the instruction, 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 aspects of this data collection, 
contact:  US Department of Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, 
Washington, DC 20210.  Do not send the completed forms to this office.

P
o

is
o

n
in

g

Date of 
injury or 
onset of 
illness

Employee's Name Job Title  (e.g., 
Welder)

Describe injury or illness, parts of body affected, and 
object/substance that directly injured or made person 
ill (e.g. Second degree burns on right forearm from 
acetylene torch)

S
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n
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rd
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rBe sure to transfer these totals to the Summary page (Form 300A) before you post it.

Classify the case

Days away 
from work

Remained at work

Enter the number of 
days the injured or ill 
worker was:

Other record- 
able cases



Year 2019

Street

City Zip 92020

0 4 7 5

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

2 3 7 1 1 0

361 170
(K) (L)

Total number of… Knowingly falsifying this document may result in a fine.

(M)
(1)  Injury 16 (4)  Poisoning 0
(2)  Skin Disorder 0 (5)  Hearing Loss 0
(3)  Respiratory 
Condition 0 (6) All Other Illnesses 0

Employment information

El Cajon

Your establishment name

351 Cypress Lane

CA

DN Tanks

Sign here

State

Company executive

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

1,154,046

(619) 440-8181

Daniel Wallace

Phone

Total hours worked by all employees last 
year

Standard Industrial Classification (SIC), if known (e.g., SIC 3715)

Annual average number of employees

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

700

Total number of 
other recordable 
cases

Number of Days

Establishment information

Total number of 
deaths

Number of Cases

Form approved OMB no. 1218-0176

Title

Date

Safety Director

1/21/2020  

Construction of Prestressed Concrete Liquid Water Storage Tanks

U.S. Department of Labor

OSHA's Form 300A (Rev. 01/2004)

Summary of Work-Related Injuries and Illnesses Occupational Safety and Health Administration

Total number of 
days away from 
work

Total number of days of 
job transfer or restriction

Public reporting burden for this collection of information is estimated to average 58 minutes per response, including time to review the instruction, 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 aspects of this data collection, contact:  US Department of 
Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to this office.

Injury and Illness Types

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

Post this Summary page from February 1 to April 30 of the year following the year covered by the form

All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year.  Remember to review the Log to verify that the entries are complete 

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 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms.

Total number of 
cases with days 
away from work

Total number of cases 
with job transfer or 
restriction



Year

City State

(A) (B) (C) (D) (E) (F)

(M)

(G) (H) (I) (J) (K) (L) (1) (2) (3) (4) (5) (6)

OR18-01 Laborer 1/23/2018 Casting Bed Slipped on plastic & sprained low back X 42 X

OR18-02 Superintendent 2/23/2018 Driveway Slipped on ice while walking to truck X 16 X

OR18-03 Laborer 3/5/2018 Roof to ground Stepping off tank roof edge and sprained low back X 93 X

OR18-04 Laborer Appr. 5/9/2018 Ladder out of tank
While climbing a ladder an employee above 
dropped material hook on employee X X

OR18-05 Carpenter 6/8/2018 tank floor
Holding a slam anchor that fractured when hit, 
fragment went into employees X X

OR18-06

Mechanical 
Engineer 8/8/2018 Roof of tank

While moving the tendon ram, the cart tipped 
over. The employee tried to catch the cart, when 
their finger was pinched between the cart handle 
and counterweight X 45 X

OR18-07 Carpenter 8/21/2018 Material storage area

Employee was adjusting depth of circular saw 
blade. Accidentally hit trigger, catching their glove 
and cutting finger. X 59 X

OR18-08 Laborer 8/27/2018 Top of dome panel
Vibrating conrete on the dome, employee lifted the 
vibrator and felt a strain in the wrist X 8 X

OR18-09 Carpenter 10/3/2018 Outside office trailer

Employee was using a circular saw. Loose fit 
clothing got caught in the blade, causing it to pull 
back towards them and cut across the abdomen. X 27 X

OR18-10 Laborer 10/1/2018 tank floor
Walking on rebar, lost balance and fell. Landed on 
hand and injured pinky finger X 81 X

OR18-11 Carpenter 10/11/2018 tank floor
While holding jack, the handle lifted up and struck 
the back of employees hand X X

OR18-12 Laborer 11/21/2018 Casting Bed

Employee was screeding concrete panels. Felt 
pain in the abdomen when moving around the 
screed. X X

OR18-13 Carpenter 12/21/2018 Decking

Employee was stripping shoring decking. The 2 ft 
crowbar slipped, hit the employee in the mouth, 
and chipped the front tooth. X X

Page totals    0 2 6 5 120 251 13 0 0 0 0 0

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

CHECK ONLY ONE box for each case based on 
the most serious outcome for that case:
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El Cajon/ Grand Prairie/ Wakefield

Establishment name

(mo./day)
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ry

Death

Identify the person Describe the case

Occupational Safety and Health Administration

OSHA's Form 300 (Rev. 01/2004)

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.

2018

Log of Work-Related Injuries and Illnesses

DN Tanks

CA/TX/MA

U.S. Department of Labor

You must record information 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.  You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional.  You must also record work-related 
injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12.  Feel free to use two lines for a single case if you need to.  You must 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.

Form approved OMB no. 1218-0176
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Check the "injury" column or choose one type of 
illness:
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Case 
No.

Where the event occurred (e.g. 
Loading dock north end)
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Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 
review the instruction, 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 aspects of this data collection, contact:  US Department of Labor, OSHA 
Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to 
this office.

P
oi
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ni

ng

Date of 
injury or 
onset of 
illness

Employee's Name Job Title  (e.g., 
Welder)

Describe injury or illness, parts of body affected, 
and object/substance that directly injured or made 
person ill (e.g. Second degree burns on right 
forearm from acetylene torch)

S
ki

n 
D

is
or

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

Classify the case

Days away 
from work

Remained at work

Enter the number of 
days the injured or ill 
worker was:

Other record- 
able cases



Year 2018

Street

City Zip 92020

0 2 6 5

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

2 3 7 1 1 0

120 251
(K) (L)

Total number of… Knowingly falsifying this document may result in a fine.

(M)
(1)  Injury 13 (4)  Poisoning 0
(2)  Skin Disorder 0 (5)  Hearing Loss 0
(3)  Respiratory 
Condition 0 (6) All Other Illnesses 0

Employment information

El Cajon

Your establishment name

351 Cypress Lane

CA

DN Tanks

Sign here

State

Company executive

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

873,284

(619) 517-3224

Daniel Wallace

Phone

Total hours worked by all employees last 
year

Standard Industrial Classification (SIC), if known (e.g., SIC 3715)

Annual average number of employees

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

509

Total number of 
other recordable 
cases

Number of Days

Establishment information

Total number of 
deaths

Number of Cases

Form approved OMB no. 1218-0176

Title

Date

Safety Director

1/28/2019  

Construction Liquid Storage Tanks

U.S. Department of Labor

OSHA's Form 300A (Rev. 01/2004)

Summary of Work-Related Injuries and Illnesses Occupational Safety and Health Administration

Total number of 
days away from 
work

Total number of days of 
job transfer or restriction

Public reporting burden for this collection of information is estimated to average 58 minutes per response, including time to review the instruction, 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 aspects of this data collection, contact:  US Department of 
Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to this office.

Injury and Illness Types

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

Post this Summary page from February 1 to April 30 of the year following the year covered by the form

All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 
illnesses occurred during the year.  Remember to review the Log to verify that the entries are complete 

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 
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms.

Total number of 
cases with days 
away from work

Total number of cases 
with job transfer or 
restriction



Year

City State

(A) (B) (C) (D) (E) (F)

(M)

(G) (H) (I) (J) (K) (L) (1) (2) (3) (4) (5) (6)

OR17-01 Laborer 2/8

San Antonio, TX; Ground 

outside tank

Eye abrasion from accidental release of 

shotcrete into employee’s eye X X

OR17-02 Carpenter 3/23

Sparks, NV; wall form 

scaffolding Hand pinch from the scaffold and strong back X 7 X

OR17-03 Carpenter 4/12 Cypress, CA; top of tank wall Laceration to lip from striking rebar X X

OR17-04

Assistant 

Superintendent 5/11

Montgomery, TX; In boom lift 

basket Abrasion to leg from pressurized sand X X

OR17-05 Carpenter Apprentice 5/26 Schulenburg, TX; top of tank Lumbar strain X 3 X

OR17-06 Laborer 7/22

Amandaville, WV; east of tank 

at wall casting bed Laceration to left leg from grinder X 1 X

OR17-07 Laborer 7/28 Green Bay, WI Laceration to left thumb from knife X 7 X

OR17-08 Laborer 8/16 Seguin, TX; box trailer Eye abrasion from concrete during grinding X 7 X

OR17-09 Laborer 8/22

Angleton, TX; Wall and dome 

beds Concrete burn on lower stomach X 12 X

OR17-10 Carpenter 8/23 O'Fallon, MO; Trailer Left shoulder strain from closing trailer door X X

OR17-11 Carpenter 9/5 Philadelphia, PA; Tank floor Laceration to wrist from carrying dome vent X 2 X

OR17-12 Mason 9/11 Bozeman, MT; Trailer

Laceration to left hand from knife while cutting 

zip ties X 7 X

OR17-13 Laborer 9/19 Henryetta, OK; on top of dome Leg muscle strain X 14 X

OR17-14 Laborer 10/24 Bozeman, MT; Tank floor Sprained Right Wrist while building wall forms X 42 27 X

OR17-15 Finisher 10/26

Hines, IL; Near wall form 

panels Right shoulder strain while stripping panels X 26 X

OR17-16 Laborer 11/9 Hines, IL; Near tank footing

Employee slipped and fell backward resulting in 

a strained back, shoulder, and leg X 18 34 X

OR17-17 Laborer 12/5 Wylie, TX near tank Employee cut finger while opening a container X 6 X

OR17-18 Pump Operator 12/21 Burleson, TX inside tank

Concrete dust in eye while employee using roto 

hammer to drill concrete. X 1 X

Page totals    0 3 11 4 61 153 17 1 0 0 0 0

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

Job Title  (e.g., Welder) Describe injury or illness, parts of body affected, 

and object/substance that directly injured or 

made person ill (e.g. Second degree burns on 

right forearm from acetylene torch)
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Be sure to transfer these totals to the Summary page (Form 300A) before you post it.
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Form approved OMB no. 1218-0176
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Check the "injury" column or choose one type of 

illness:

2017

Log of Work-Related Injuries and Illnesses

DN Tanks

CA/TX/MA

U.S. Department of Labor

You must record information 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.  You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional.  You must also record work-related 

injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12.  Feel free to use two lines for a single case if you need to.  You must 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.

Identify the person Describe the case

Occupational Safety and Health Administration

OSHA's Form 300 (Rev. 01/2004)

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.

Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time to 

review the instruction, 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 aspects of this data collection, contact:  US Department of Labor, OSHA 

Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms 

to this office.
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CHECK ONLY ONE box for each case based on 

the most serious outcome for that case:



Year 2017

Street

City Zip 92020

0 3 11 4

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

2 3 7 1 1 0

61 153

(K) (L)

Total number of… Knowingly falsifying this document may result in a fine.

(M)

(1)  Injury 17 (4)  Poisoning 0

(2)  Skin Disorder 1 (5)  Hearing Loss 0

(3)  Respiratory 

Condition 0 (6) All Other Illnesses 0

Employment information

El Cajon

Your establishment name

351 Cypress Lane

CA

DN Tanks

Sign here

State

Company executive

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

complete.

864,753

(619) 440-8181

Daniel Wallace

Phone

Total hours worked by all employees last 

year

Standard Industrial Classification (SIC), if known (e.g., SIC 3715)

Annual average number of employees

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

501

Total number of 

other recordable 

cases

Number of Days

Establishment information

Total number of 

deaths

Number of Cases

Form approved OMB no. 1218-0176

Title

Date

Safety Director

1/18/2018  

Construction (Storage Tanks)

1/1/2017 - 12/31/2017

U.S. Department of Labor

OSHA's Form 300A (Rev. 01/2004)

Summary of Work-Related Injuries and Illnesses
Occupational Safety and Health Administration

Total number of 

days away from 

work

Total number of days of 

job transfer or restriction

Public reporting burden for this collection of information is estimated to average 58 minutes per response, including time to review the instruction, 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 aspects of this data collection, contact:  US Department of 

Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to this office.

Injury and Illness Types

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

Post this Summary page from February 1 to April 30 of the year following the year covered by the form

All establishments covered by Part 1904 must complete this Summary page, even if no injuries or 

illnesses occurred during the year.  Remember to review the Log to verify that the entries are complete 

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 

1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms.

Total number of 

cases with days 

away from work

Total number of cases 

with job transfer or 

restriction



Summary of OSHA Citations

Date Company Inspection # Location Department Citation Violation Type Abated? Penalty Corrective Action

9/16/2019 DN Tanks 1433192 Baltimore, MD MOSH
No eye wash station within 
immediate work area

Other Than Serious
Abated/ 
Contested

2,250.00$     Eye wash implemented

5/20/2020 DN Tanks 1475964 Windsor, VT VT OSHA No eye wash station on site Unclassified
Abated/ 
Contested

5,287.00$     Eye wash implemented

Date: 10/22/2021
Authorized Signature:



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

OSHA’s Form 300 (Rev. 01/2004) Year 20__ __
Log of Work-Related Injuries and Illnesses
You must 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. You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health
care professional. You must also record work-related injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR Part 1904.8 through 1904.12. Feel free to
use two lines for a single case if you need to. You must 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.

Form approved OMB no. 1218-0176

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

Page totals

Establishment name ___________________________________________

City ________________________________   State ___________________

In
ju

ry

Enter the number of
days the injured or
ill worker was:

Check the “Injury” column or
choose one type of illness:

month/day

month/day

month/day

month/day

month/day

month/day

month/day

month/day

month/day

month/day

month/day

month/day

month/day

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.

(A)                  (B)                                              (C)                          (D)                                   (E)                                                           (F)

(M)

(K)               (L)(G)           (H)                (I)                 (J)

Death
Days away
from work

On job
transfer or
restriction

Away
from
work

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.

CHECK ONLY ONE box for each case
based on the most serious outcome for
that case:

Job transfer
or restriction

Other record-
able cases

Remained at Work

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

■

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

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

ry

Identify the person Describe the case Classify the case

Case Employee’s name Job title Date of injury Where the event occurred Describe injury or illness, parts of body affected,

of illness or made person ill (

no. or onset and object/substance that directly injured

e.g., Second degree burns on

e.g., Welder e.g., Loading dock north end

right forearm from acetylene torch

( ) ( )

)

_____ ________________________ ____________ ______/__________ ______________________ ___________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ___________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ___________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ___________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ___________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ____________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ____________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ____________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ____________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ____________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ____________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ___________________ ____________________________________________________ ____ ____

_____ ________________________ ____________ ______/__________ ______________________ ____________________________________________________ ____ ____

days days

days days

days days

days days

days days

days days

days days

days days

days days

days days

days days

days days

days days

Diamondback Mechanical

1 9

Jesse Panagopoulos
Y95C26103

Technician 1  12 Roof ladder

La Vernia          Texas

SA Tx  /Fall from ladder/
scaffold/platform/Hvac x 250 x

2501



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

OSHA’s Form 300A (Rev. 01/2004)
Year 20__ __

Summary of Work-Related Injuries and Illnesses
Form approved OMB no. 1218-0176

Total number of
deaths

__________________

Total number of
cases with days
away from work

__________________

Number of Cases

Total number of days away
from work

___________

Total number of days of job
transfer or restriction

___________

Number of Days

Post this Summary page from February 1 to April 30 of the year following the year covered by the form.

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.

Establishment information

Employment information

Your establishment name __________________________________________

Street _________________________ _______

City ____________________________ State ______ ZIP _________

Industry description ( )

_______________________________________________________

Standard Industrial Classification (SIC), if known ( )

____ ____ ____ ____

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

e.g., Manufacture of motor truck trailers

e.g., 3715

(I ee the

Worksheet on the back of this page to estimate.)

_____________________

OR

____ ____ ____ ____ ____ ____

Annual average number of employees ______________

Total hours worked by all employees last year ______________

f you don’t have these figures, s

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.

___________________________________________________________

___________________________________________________________

Company executive Title

Phone Date
( ) - / /

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.

Total number of . . .

Skin disorders ______

Respiratory conditions ______

Injuries ______

Injury and Illness Types

Poisonings ______

Hearing loss

All other illnesses ______

______

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

(K)                                                                    (L)

(M)
(1)

(2)

(3)

(4)

(5)

(6)

Total number of
cases with job
transfer or restriction

__________________

Total number of
other recordable
cases

__________________

Diamondback Mechanical

1 9

457 County Road 347

La Vernia          TX    78121

HVAC, Refrigeration, Electrical

13

1

250

1

210 355 8974                1 3 2020

2 3  8  2  2  0

17,697

0 0 0

0



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.

OSHA's Form 300 (Rev. 01/2004) Year

Log of Work-Related Injuries and Illnesses U.S. Department of Labor
Occupational Safety and Health Administration

You must record information 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.  You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional.  You must also record work-related

injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12.  Feel free to use two lines for a single case if you need to.  You must 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.

Form approved OMB no. 1218-0176

Establishment nameDiamondback Mechanical Group: A/C, Heat, Refrigerattion and Electrical

City La Vernia State TX

Identify the person Describe the case Classify the case

CHECK ONLY ONE box for each case based on
the most serious outcome for that case:

Enter the number of
days the injured or ill
worker was:

Check the "injury" column or choose one type
of illness:

(A) (B) (C) (D) (E) (F)
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. Second degree burns on
right forearm from acetylene torch)

(M)
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Death Days away
from work Remained at work Away

From
Work
(days)

On job
transfer or
restriction

(days)

In
ju

ry

(mo./day)

Job transfer
or restriction

Other record-
able cases

(G) (H) (I) (J) (K) (L) (1) (2) (3) (4) (5) (6)

1 Jose Campos
HVAC Service

Technicnan 7/7/2020 Interstate IH 10 accessroad Back injury 0 0 1 1 x

Page totals    0 0 0 0 0 1 1 0 0 0 0 0

Be sure to transfer these totals to the Summary page (Form 300A) before you post it.
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Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time

to review the instruction, 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 aspects of this data collection, contact:  US

Department of Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do

not send the completed forms to this office.

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

2020



OSHA's Form 300A (Rev. 01/2004) Year

Summary of Work-Related Injuries and Illnesses U.S. Department of Labor
Occupational Safety and Health Administration

Form approved OMB no. 1218-0176
All establishments covered by Part 1904 must complete this Summary page, even if no 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."

Establishment information

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
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms.

Your establishment name Diamondback Mechanical Group: A/C, Heating, Refrigeration & Electrical Services

Street 457 county Road 347

Number of Cases City La vernia State Tx Zip 78121

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

HVAC & Electrical Service and new installations

Standard Industrial Classification (SIC), if known (e.g., SIC 3715)
0 0 0 1

(G) (H) (I) (J) OR North American Industrial Classification (NAICS), if known (e.g., 336212)

2 3 8 2 2 0

Number of Days Employment information

Total number of
days away from
work

Total number of days of
job transfer or restriction Annual average number of employees 22

0 1
Total hours worked by all employees last
year 25,283.00

(K) (L)

Injury and Illness Types Sign here

Total number of… Knowingly falsifying this document may result in a fine.
(M)

(1)  Injury 1 (4)  Poisoning 0
(2)  Skin Disorder 0 (5)  Hearing Loss 0

I certify that I have examined this document and that to the best of my knowledge the entries are true, accurate, and
complete.(3)  Respiratory

Condition 0 (6) All Other Illnesses 0

  

Chris Hill Co-Owner
Company executive Title

210 355 8974
Post this Summary page from February 1 to April 30 of the year following the year covered by the form Phone Date

Public reporting burden for this collection of information is estimated to average 58 minutes per response, including time to review the instruction, 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 aspects of this data collection, contact:  US Department

of Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to this office.

2020



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.

OSHA's Form 301
Injuries and Illnesses Incident Report U.S. Department of Labor

Occupational Safety and Health Administration

Form approved OMB no. 1218-0176

Information about the employee Information about the case

This Injury and Illness Incident Report is one of the
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.

1) Full Name Paul Price 10) Case number from the Log 1 (Transfer the case number from the Log after you record the case.)

2) Street 6309 Les Harrison Dr 11) Date of injury or illness 7/7/2020

City San Antonio State TX Zip 78250 12) Time employee began work 8:00 AM AM/PM

3) Date of birth 8/10/1991 13) Time of event 9:35 AM AM/PM Check if time cannot be determined
*Please do not include any personally identifiable information (PII) pertaining to worker(s) involved in the incident (e.g., no names, phone
numbers, or SSNs) in the following fields.

       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.

4) Date hired 4/20/2020 *14) What was the employee doing just before the incident occurred? Driving to a Jobsite

5) X Male
Female

Information about the physician or other health care
professional

*15) What happened? There was a Construction truck that slammed on their brakes to get off of the
access road to get off the highway and on to their construction site and caused Mr. Price to slam on
his braked and traffic behind him to do the same.   He got rear ended by a Semi-Truck

       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

6) Name of physician or other health care professional
CMC Fiesta Trails

       If you need additional copies of this form, you
may photocopy and use as many as you need.

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

Facility CMC Fiesta Trails *16) What was the injury or illness?   Lower Back

Street

City San Antonio State TX Zip 78

8) Was employee treated in an emergency room?
Completed by Chris Hill Yes *17) What object or substance directly harmed the employee?  Impact from rear end.

X No
Title Co-Owner

9) Was employee hospitalized overnight as an in-patient?
Phone 210 355 8974 Date 7/13/2020 Yes

X No 18) If the employee died, when did death occur? N/A - Returned
to work next day

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
Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to this office.



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.

OSHA's Form 300 (Rev. 01/2004) Year

Log of Work-Related Injuries and Illnesses U.S. Department of Labor
Occupational Safety and Health Administration

You must record information 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.  You must also record significant work-related injuries and illnesses that are diagnosed by a physician or licensed health care professional.  You must also record work-related

injuries and illnesses that meet any of the specific recording criteria listed in 29 CFR 1904.8 through 1904.12.  Feel free to use two lines for a single case if you need to.  You must 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.

Form approved OMB no. 1218-0176

Establishment nameDiamondback Mechanical Group: A/C, Heat, Refrigerattion and Electrical

City La Vernia State TX

Identify the person Describe the case Classify the case

CHECK ONLY ONE box for each case based on
the most serious outcome for that case:

Enter the number of
days the injured or ill
worker was:

Check the "injury" column or choose one type
of illness:

(A) (B) (C) (D) (E) (F)
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. Second degree burns on
right forearm from acetylene torch)

(M)
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Death Days away
from work Remained at work Away

From
Work
(days)

On job
transfer or
restriction

(days)

In
ju

ry

(mo./day)

Job transfer
or restriction

Other record-
able cases

(G) (H) (I) (J) (K) (L) (1) (2) (3) (4) (5) (6)
1 Jose Campos HVAC installer 6/23/2021 Jobiste Electrical Panel Cover fell and struck head 0 0 1 1 x

Page totals    0 0 0 0 0 1 1 0 0 0 0 0

Be sure to transfer these totals to the Summary page (Form 300A) before you post it.
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Public reporting burden for this collection of information is estimated to average 14 minutes per response, including time

to review the instruction, 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 aspects of this data collection, contact:  US

Department of Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do

not send the completed forms to this office.

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

2021

1 0



OSHA's Form 300A (Rev. 01/2004) Year

Summary of Work-Related Injuries and Illnesses U.S. Department of Labor
Occupational Safety and Health Administration

Form approved OMB no. 1218-0176
All establishments covered by Part 1904 must complete this Summary page, even if no 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."

Establishment information

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
1904.35, in OSHA's Recordkeeping rule, for further details on the access provisions for these forms.

Your establishment name Diamondback Mechanical Group: A/C, Heating, Refrigeration & Electrical Services

Street 457 county Road 347

Number of Cases City La vernia State Tx Zip 78121

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

HVAC & Electrical Service and new installations

Standard Industrial Classification (SIC), if known (e.g., SIC 3715)
0 0 0 1

(G) (H) (I) (J) OR North American Industrial Classification (NAICS), if known (e.g., 336212)

2 3 8 2 2 0

Number of Days Employment information

Total number of
days away from
work

Total number of days of
job transfer or restriction Annual average number of employees 28

0 1
Total hours worked by all employees last
year 34,803.89

(K) (L)

Injury and Illness Types Sign here

Total number of… Knowingly falsifying this document may result in a fine.
(M)

(1)  Injury 1 (4)  Poisoning 0
(2)  Skin Disorder 0 (5)  Hearing Loss 0

I certify that I have examined this document and that to the best of my knowledge the entries are true, accurate, and
complete.(3)  Respiratory

Condition 0 (6) All Other Illnesses 0

  

Chris Hill Co-Owner
Company executive Title

210 355 8974
Post this Summary page from February 1 to April 30 of the year following the year covered by the form Phone Date

Public reporting burden for this collection of information is estimated to average 58 minutes per response, including time to review the instruction, 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 aspects of this data collection, contact:  US Department

of Labor, OSHA Office of Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to this office.

2021



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.

OSHA's Form 301
Injuries and Illnesses Incident Report U.S. Department of Labor

Occupational Safety and Health Administration

Form approved OMB no. 1218-0176

Information about the employee Information about the case

This Injury and Illness Incident Report is one of the
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.

1) Full Name Jose Campos 10) Case number from the Log 1 (Transfer the case number from the Log after you record the case.)

2) Street 1002 Grand River St 11) Date of injury or illness 6/23/2021

City San Antonio State TX Zip 78221 12) Time employee began work 8:30 AM AM/PM

3) Date of birth 12/1/1996 13) Time of event 11:15 AM AM/PM Check if time cannot be determined
*Please do not include any personally identifiable information (PII) pertaining to worker(s) involved in the incident (e.g., no names, phone
numbers, or SSNs) in the following fields.

       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.

4) Date hired 11/20/2020 *14) What was the employee doing just before the incident occurred? Installing duct board plenums
on the ground and the metal panel fell over and hit his head.

5) X Male
Female

Information about the physician or other health care
professional

*15) What happened? An Electricla panel from the Electricians was not leaned or secured on the wall
properly and the Elec trical panel fell on Jose's head.       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

6) Name of physician or other health care professional
University Health System
Texas MedClinic

       If you need additional copies of this form, you
may photocopy and use as many as you need.

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

Facility Texas MedClinic *16) What was the injury or illness?   Head - Concussion

Street

City San Antonio State TX Zip 78

8) Was employee treated in an emergency room?
Completed by Chris Hill Yes *17) What object or substance directly harmed the employee?  Electrical panel cover

X No
Title Co-Owner

9) Was employee hospitalized overnight as an in-patient?
Phone 210 355 8974 Date 6/28/2021 Yes

X No 18) If the employee died, when did death occur? N/A - Returned
to work next day

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
Statistics, Room N-3644, 200 Constitution Ave, NW, Washington, DC 20210.  Do not send the completed forms to this office.


















































