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EXHIBIT A

Date:
______________

	Company Name: 

	Federal Tax ID #: 

	Address:


	Form Completed By: 

	City, State and Zip Code

	E-Mail Address:

	Company Contact:   

	Type of Work Code(s) (Refer to Safety Program Matrix)
List Work Codes Here: 


	
	

	Telephone #:     (____)__________________
	Owner/Operator  Requesting Audit:

	Fax #:                 (____)__________________
	


	Please describe the services that your company provides (BE SURE TO ALSO ENTER THE TYPE OF WORK CODE ABOVE)


	The information below must be for the entire company.  The owner/operator may request individual data at another time. 

	YES

	NO
	1)  Does your company have a HSE manual with a clearly written safety policy that is endorsed by upper management 
Comments:  


In the table below, provide the three most recent full years of incident information for your company.  Send OSHA logs and proof of EMR verification from your insurance carrier. OSHA Logs should be provided regardless of the number of employees (operator requirement).
	Year

  A
	Average

# of 

Employees

    B
	Exposure 

Or

Employee

Hours

   C
	Number of

Recordable

Cases

    D
	Incident

Rate of

Recordable

Cases

    E
	# of Days

Away

From

Work Cases

    F
	Incidence

Rate of Days

Away From

Work Cases

     G
	# of Days

Away 

From

Work

   H
	Severity 

Rate

    I
	EMR

(MUST Be

Verifiable)

      J
	# of

Fatalities

   K
	Vehicle

Accident

Rate

   L

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	


2) Specify the basis for exposure or employee hours. Example; 8 hour, 12 hour, 24 hour shifts, etc.  ________________________
3) What is your company’s NAICS/SIC Code?  ___________________________________________________________________
GUIDANCE IN FILLING OUT THE TABLE

(A)  YEAR: List the three most recent full calendar years. If less than a year please specify months.

(B)  Average # of Employees: List the average # of employees who worked during the year. An employee shall be defined as any person engaged in activities for an employer from whom direct payment for services is received. Include working owners and officers.

(C) Exposure or Employee Hours: List the total number of hours worked during the year by all employees, including those in operating, production, maintenance, transportation, clerical, administrative, sales and all other activities.

(D) Number of Recordable Cases: List the total number of Recordable cases that occurred in that year. Recordable cases are any work-related injury case requiring more than first-aid and all occupational illnesses. Recordable cases include all occupational illnesses, and all occupational injuries resulting in days away from work, restricted work activity, temporary or permanent transfer, medical treatment other than first aid, loss of consciousness, significant injury or illness diagnosed by a physician or other health care professional, or the termination of an injured or ill employee.

(E) Incidence Rate of Recordable Cases:                                 
   
Number of Recordable Cases X 200,000









Exposure or Employee Hours

(F) Number of Days Away From Work Cases: List the total number of days away from work cases that occurred during the year. A day away from work case will be defined as any Recordable case that results in one or more days away from work.

For the purpose of this questionnaire, Recordable cases that result in death or restricted activity should not be added in this column.

(G) Incidence Rate of Days Away from Work Cases: 


Number of Days Away From Work Cases X 200,000










Exposure or Employee hours

(H) Number of Days Away from Work

List the total number of days away from work experienced by all employees during the year. For the purposes of this questionnaire, days away from work with restricted activity should not be added in this column. Only Recordable cases that result in one or more days away from work should be counted. Remember to count the number of calendar days the employee was unable to work as a result of the injury or illness regardless of whether or not the employee was scheduled to work on those days (vacations, holidays and weekends are included)!

(I) Severity Rate





Total number of lost Workdays X 200,000
 






     
        Exposure or Employee Hours

(J) EMR- Experience Modification Rate:  We require verification for the EMR and discount rate data requested in the questionnaire, any of the following methods would be acceptable.

· A letter from your insurance agent, insurance carrier, or state fund (on their letterhead), verifying the EMR or discount rate listed above

· A copy of the last three (3) years experience rating calculations sheets, which your insurance carrier should forward to you annually.

· A copy of the page of your last three years insurance policies that show the modification rate and the coverage period.

(K) Number of Fatalities: List the total number of fatalities that result from occupational injuries or illnesses. Deaths that occur in the workplace but are not the result of occupational injuries should not be included.

(L) Vehicle Accident Rate:                             


Total Vehicle Accidents X 1,000,000










 Total Miles Driven

Additional Information: Additional information concerning injury and illness record keeping can be found in 29 CFR 1904 and OSHA’S “Recordkeeping Guidelines for Occupational Injuries and Illness” booklet.
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	4) If your 

4)  If your company is self insured, what is your discount rate?  _________________________

	YES
	NO
	5)  Has your company received any health, safety, environmental inspections from a regulatory agency during the last three (3) years?   If yes, please provide details____________________________________________


	YES
	NO
	6) Has your company received any health, safety & environmental citations from a regulatory agency during the last three (3) years?   If yes, please provide details______________________________________



	YES
	NO
	7) Are all documents pertaining to this questionnaire available for auditing? If No, please provide details:



	YES
	NO
	8) Does your company comply with the process safety management provisions found in 29 CFR 1910.119 and/or API RP 2220?  Comments:  ____________________________________________________________


	YES
	NO
	9) Does your company have scheduled, documented employee safety meetings?  If yes, how often?



	10)  Who conducts the safety meetings? _______________________________________

Job Title:__________________________________________________________________

	11) Which managers/supervisors participate in the safety meetings?  Job Titles _________________________

	YES
	NO
	12) Are meetings reviewed and critiqued by managers and supervisors?

	13) What were the dates and discussion topics of the last meetings?

Date: 

Topic: 





Date:






   Topic: 






	YES
	NO
	14) Does your company hold onsite (Tailgate/toolbox/pre tour) safety meetings?   If yes, how often? 


	15) Who conducts the safety meetings?  Job Title:  ___________________________________________

	YES
	NO
	Is Documentation available? 

	YES
	NO
	16) Does your company perform job safety analysis (JSA)? 

	YES
	NO
	17) Does your company perform equipment checks on all equipment?

	YES
	NO
	If YES, are records available and maintained?


18) Does your company provide/require the following personal protective equipment:

	PERSONAL PROTECTIVE EQUIPMENT
	COMPANY PROVIDED
	COMPANY REQUIRED

	
	N/A
	YES
	NO
	YES
	NO

	HARD HATS (ANSI-Z89.1) (29 CFR 1910.135)
	
	
	
	
	

	SAFETY SHOES (ANSI-Z41.1) (29 CFR 1910.136)
	
	
	
	
	

	EYE PROTECTION (ANSI-Z87.1)(29 CFR 1910.133)
	
	
	
	
	

	HAND PROTECTION (29 CFR 1910.132)
	
	
	
	
	

	HEARING PROTECTION (29 CFR 1910.95)
	
	
	
	
	

	FALL PROTECTION (29 CFR 1910.129)
	
	
	
	
	

	RESPIRATORY PROTECTION (29 CFR 1910.134)
	
	
	
	
	

	PERSONAL FLOTATION DEVICES (33 CFR 142.45)
	
	
	
	
	

	FLAME RETARDANT CLOTHING
	
	
	
	
	


	19) In addition to regulatory required personal protective equipment, what other PPE is required or supplied?   If any, please describe or list:_____________________________________________________________________________________


	YES
	NO
	20) Does your company have a written policy regarding alcohol and/or drug screening or testing of your employees?

Comments:

	YES
	NO
	21) Does your alcohol/drug testing program conform to DOT requirements?   Comments: _______________


	
	
	If yes, which set of DOT regulations are your alcohol/drug testing program designed to satisfy?


Please list:

	23) Indicate the circumstances in which your company’s employees may be subject to alcohol/drug screening. 

       

      Pre-Employment         Reasonable Cause/Suspicion          Periodic                      Follow Up

      Random                      Post Accident 

  Return to Duty           Other:__________________________



	YES
	NO
	24) Does your company have a written policy that describes roles and responsibilities that will be initiated in the event of an accident? 

	YES
	NO
	25) Does your company have a written policy requiring written accidents/incident reports (spills, injuries, property damage, etc.)?

	YES
	NO
	26) Does your company conduct accident/incident investigations?

	YES
	NO
	27) Does your company document, investigate, and discuss near miss accidents

	YES
	NO
	If Yes, Is documentation available?

	YES
	NO
	28) Does your company require an authorized individual to accompany injured employees to the medical provider for initial treatment?

	YES
	NO
	29) Are accident/incident reports reviewed by managers/supervisors? 

	YES
	NO
	If Yes, does your company have an incident case management program?

	YES
	NO
	30) Does your company use subcontractors?

	
	
	If yes, Please Explain__________________________________________________________________________



	YES
	NO
	31) Does your company review the safety procedure of subcontractors? 

	YES
	NO
	32) Does your company verify that subcontractors meet or exceed your safety and training requirements? 

	
	
	If No, Please Explain:__________________________________________________________________________



33)  Please respond to all items with YES, NO or N/A. Do not leave any items unanswered. (Estimated percentage of employees should reflect the percentage of employees who are required to have the training – NOT the percentage of the total number of employees in your organization)
	PROGRAMS/TRAINING
	REFERENCE

SOURCE
	PROGRAM DOCUMENTED AND WRITTEN
YES/NO/NA
	ESTIMATED % OF EMPLOYEES RECEIVING TRAINING
	TRAINING PROVIDED BY
	FREQUENCY OF TRAINING FOR INDIVIDUAL EMPLOYEES
	INDIVIDUAL EMPLOYEE TRAINING DOCUMENTED
YES/NO/NA


	Asbestos Mgmt./ Maintenance Work
	OSHA 29 CFR 1910. 1001
	
	
	
	
	

	Benzene Chemical Exposure
	OSHA 29 CFR 1910.1028
	
	
	
	
	

	Bloodborne Pathogens
	OSHA 29 CFR 1910.1030
	
	
	
	
	

	Confined Space – Entrant Level
	OSHA 29 CFR 1910.146
	
	
	
	
	

	Confined Space - Attendant Level
	
	
	
	
	
	

	Confined Space – Supervisor Level
	
	
	
	
	
	

	Confined Space - Rescuer
	
	
	
	
	
	

	Disciplinary Program
	SPEC. PROG. (NO REF)
	
	
	
	
	

	Diving
	OSHA 29 CFR 1910.410&420
	
	
	
	
	

	Electrical Safety (Qualified)

Electrical Safety (Non-Qualified)
	OSHA 29 CFR 1910.332&333
	
	
	
	
	

	Fire Protection
	OSHA 29 CFR 1910.157&1926.150
	
	
	
	
	

	Fall Protection
	OSHA 29 CFR 1926.501, 502,503
	
	
	
	
	

	First Aid/CPR


	OSHA 29 CFR 1926.50
	
	
	
	
	

	Forklift
	OSHA 29 CFR 1910.178
	
	
	
	
	

	Ground Fault Protection
	OSHA 29 CFR 1926.404
	
	
	
	
	

	H2S Specific Training
	MMS 30 CFR 250.67
	
	
	
	
	

	Hazcom
	OSHA 29 CFR 1910. 1200(H)
	
	
	
	
	

	Hazwoper/Emergency Response
	OSHA 29 CFR 1910.120
	
	
	
	
	

	Hazwoper – Awareness Level
	
	
	
	
	
	

	Hazwoper – 8 Hour
	
	
	
	
	
	

	Hazwoper – 24 Hour
	
	
	
	
	
	

	Hazwoper – 40 Hour
	
	
	
	
	
	

	Hazwoper – Supervisor 8 Hour
	
	
	
	
	
	

	Hazwoper / RCRA
	OSHA 29 CFR 1910.120
	
	
	
	
	

	Lead, Cadmium, Metals Exposure
	OSHA 29 CFR1910.1025, 1027
	
	
	
	
	

	Lifting/Mobile Equipment
	OSHA 29 CFR 1910.179, 180,181
	
	
	
	
	

	Lockout/Tag out–Authorized Person
	OSHA 29 CFR 1910.147
	
	
	
	
	

	Lockout/Tag out–Affected Person
	
	
	
	
	
	

	Lockout/Tag out–Other
	
	
	
	
	
	

	Noise
	OSHA 29 CFR 1910.95
	
	
	
	
	

	NORM –Naturally Occurring Radioactive Materials
	SPECIAL PROGRAM
	
	
	
	
	

	PPE
	OSHA 29 CFR 1910.132
	
	
	
	
	

	PSM – Overview
	OSHA 29 CFR 1910.119
	
	
	
	
	

	Respiratory
	OSHA 29 CFR 1910.134
	
	
	
	
	

	Sandblasting
	NIOSH PUB. 92.102
	
	
	
	
	

	Scaffold (user)
	OSHA 29 CFR 1926.454
	
	
	
	
	

	Trenching / Shoring
	OSHA 29 CFR 1926.651, 652
	
	
	
	
	

	Water Survival
	API TI 3 & Y
	
	
	
	
	

	Welding, Cutting and Hot Work
	OSHA 29 CFR 1910.252,253, 254
	
	
	
	
	

	Craft Skills Training
	OSHA 29 CFR 1910.119
	
	
	
	
	

	Additional Training (Please list)
	
	
	
	
	
	


	34) Please provide any additional information on other industry-specific programs or training, including written procedures, which your company provides to employees ____________________________________________________________________________________

	35) Describe the programs utilized to monitor the safety performance of your company to determine progress (for example, management meetings, safety committee / team, statistical reports, etc.)_______________________________________________

	YES
	NO
	36) Does your company have a Short Service Employee (SSE) policy that identifies new employees or experienced employees new to your company or new to their position?

	YES
	NO
	If yes, does your SSE policy include a means to visually identify a SSE?

	YES
	NO
	37) Does your SSE policy include a mentor being assigned to the SSE?

	YES
	NO
	If yes, does it define the roles and responsibility of the mentor?

	YES
	NO
	38) Does your company have a behavioral based safety program in place?

	YES
	NO
	39) Do all employees participate in documented behavior observations?

	YES
	NO
	40) Does your company perform HSE audits/reviews?

	YES
	NO
	If Yes, are safety audits documented?

	41) Who reviews the safety audit/review and how often?  JOB TITLE:_________________________________________________ 

Comments: _______________________________________________________________________________________________ 

	YES
	NO
	42) Does your company involve its employees in Health, Safety and Environmental Awareness Programs?

	
	
	If Yes, describe how they are involved_______________________________________________________________________



	43) Who in your company is responsible for coordinating your health, safety & environmental program?

Job Title______________________________________

	YES
	NO
	Is safety a full time responsibility for this position?

	
	
	If No, list percentage of time that is devoted to safety:__________

	YES
	NO
	44) Does your company have a safety incentive/recognition program? 

	
	
	If Yes, please explain: ______________________________________________________________________________



	YES
	NO
	45) Does your company have a written environmental program?

	
	
	If Yes, please describe the training & documentation aspects of the program:_________________________

	
	
	46) Who in your company is responsible for coordinating your Environmental program?

Job Title:__________________________________________________________________

	YES
	NO
	47) Is Environmental a full time responsibility for this position?  

	
	
	If No, list percentage of time that is devoted to environmental issues: __________________

	YES
	NO
	48) Has your company ever had an environmental-related violation, fine, penalty or judgment against it?

	
	
	If Yes, please explain: _______________________________________________________________________



	YES
	NO
	49) Is your company involved in any ongoing environmental-related enforcement actions, consent agreements or litigation?

	
	
	If Yes, please explain: _____________________________________________________________________



	YES
	NO
	50) Is your company required to have any federal, state or local licenses or permits to perform your service(s)

For example, NORM, Asbestos, DOT, Etc.?

	
	
	List type of licenses/permits and  




state of issue:

_________________________________________________

_________________

_________________________________________________

_________________
_________________________________________________

_________________


52) After completing this survey, do you have any additional comments or questions to discuss?



Your signature below will serve as certification that our operator clients can have access to property and data generated from the records related to your health and safety program.


Company Name:






Date:

Name (Type or Print)


Signature
Disclaimer: The information contained in the forms, questionnaire and monitoring procedures is provided as written guidance to assist contractors in complying with the OSHA regulations. SCS, the individuals who participated in the development of this program and their employers disclaim all warranties both express and implied. The information presented here will give contractors a reference document, which should be used as guidance or as a “first step” towards getting your company into compliance.   This monitoring program is based on sound safety and environmental concerns. We urge you to view your OSHA and DOT compliance efforts as a way to make your workplace safer for your employees.
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