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Contractor Safety Qualification

	Contractor Name:
	     


	1.
	Complete (a)-(g) to calculate your Total Incident Rate (TIR) and Lost Workday Incident Rate (LWDIR). Information should be obtained from your OSHA Log.
	3 Yrs Prior Yr:________
	2 Yrs Prior Yr:________
	Last Year Yr:________

	
	a.
Number of employee hours worked in the year
	     
	     
	     

	
	b.
Number of Lost Workday cases including restricted days (not number of days)
(OSHA Form 300 columns H and I)
	     
	     
	     

	
	c.
Number of  other OSHA recordable cases
(OSHA Form 300 columns J )
	     
	     
	     

	
	d.
Number of fatalities
(OSHA Form 300 column G)
	     
	     
	     

	
	e.
Total number of recordable cases (Lines b+c+d taken from above)
	     
	     
	     

	
	f.
Calculate your TIR by using the following formula
Total of Line e (above) x 200,000
Manhours worked (Line a)
	     
	     
	     

	
	g.
Calculate your LWDIR by using the following formula:
Total of Line b (above) x 200,000
Manhours worked (Line a)
	     
	     
	     

	2.
	Worker’s Compensation Experience Modification Rate (EMR):
	     
	     
	     


	Provide a statement from your insurance broker regarding your EMR for the past three (3) years, 
along with the current Modifier Rate.


	
	No
	Yes

	3.
	Have you received any OSHA or state citations in the past three years? Explain:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	     
	
	

	
	
	
	

	4.
	Do you have a written Safety Program?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5.
	Identify the person (name and title) within your company directly responsible for the Safety Program management.
	
	

	
	Name:
	     
	Title:
	     
	

	6.
	Do you hold Employee “Toolbox” meetings? If ‘Yes,’ how often?
 FORMCHECKBOX 
 Weekly      FORMCHECKBOX 
 Bi-weekly      FORMCHECKBOX 
 Monthly     Less often, as needed:      
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7.
	Do you conduct and document project safety inspections? If ‘Yes,’ who conducts these inspections?:
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Title:      
	
	

	
	How often?      
	
	


	8.
	How are accident records and accident summaries kept?
	No
	Yes
	Monthly
	Annually

	
	a.
Accidents totaled for the entire company?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	b.
Accidents totaled by project?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	c.
Subtotaled by superintendent?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	d.
Subtotaled by foreman?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	e.
Costs of individual accidents?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	
	
	No
	Yes
	
	
	No
	Yes

	9.
	Do you require thee OSHA 10-hour course for all supervisors?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	10.
	Do you have an orientation program for new hires? If ‘Yes,’ does it include instruction on the following?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	a.
Head Protection
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	i.
Fire Protection
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	b.
Eye Protection
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	j.
First Aid Facilities
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	c.
Hearing Protection
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	k.
Emergency Procedures
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	d.
Respiratory Protection
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	l.
Hazard Communication
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	e.
Safety Harness and Lifeline
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	m.
Trenching and Excavation
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	f.
Scaffolding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	n.
Signs, Barricades, Flagging
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	g.
Perimeter Guarding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	o.
Electrical Safety
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	h.
Housekeeping
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	p.
Rigging and Crane Safety
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	11.
	Do you have a written hazard communication program?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	12.
	Do you have a written drug program?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	13.
	Identify the person (name and title) within your company who is directly responsible for the drug program management:

	
	Name:
	     
	Title:
	     

	14.
	Comment on any other areas of your company’s safety program and policies that you feel will be appropriate in our evaluation.

	
	     

	
	

	
	


	Completed By:
	     

	Title:
	     

	Date:
	     


	If you intend to subcontract any work to others, 
we must have this form completed for each lower-tiered subcontractor.
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