County of Kings

[Department Name]

INJURY AND ILLNESS PREVENTION PLAN

I.
POLICY

A. It is the policy of the County of Kings and the [Department Name] to provide a safe, healthy and secure workplace for all employees by implementing an effective safety program.  We are determined to meet this objective through regulatory compliance, assignment of program responsibility, hazard assessment and control, worksite inspections, accident investigation, correction of unsafe or unhealthy conditions, safety training, and communication of safety and security issues to all of our employees.

B. Employee compliance with all safety policies, procedures, regulations and directives, whether written or unwritten, is a condition of employment.  Employees who fail to adhere to job safety standards may be subject to disciplinary action, including, but not limited to, verbal reprimands, written warnings, reduction in pay, suspension, or termination of employment.

C. All employees have the right and obligation to report any work-related injury or illness, or any real or potential unsafe condition or hazard without fear of reprisal or threat of job security.

II.
PROGRAM RESPONSIBILITY

A. [Department Head Name/Title] has oversight responsibility for the Injury and Illness Prevention Program in the [Department Name].
B. [Person’s Name] is the Department Safety Coordinator, and has been delegated authority by the department head to carry out the requirements of this Safety Plan.

C. It is the responsibility of the Department Safety Coordinator to coordinate the safety activities of the department, its divisions and units, and to maintain liaison with the Human Resources Office.  The Coordinator’s duties may include:

1 Coordinating the day-to-day activities of the department’s Injury and Illness Prevention Program.

2 Assuring preparation and timely review of department safety/security plan written documentation, including manuals, handbooks, hazard assessments, safety communications and postings, etc.

3 Assuring completion and review of safety inspections and accident/illness/incident investigations and coordinating follow-up on actions necessary to correct causes of accidents, injuries or incidents.

4 Coordinating the department’s safety training program.

5 Coordinating all committee meetings and acting as secretary to the department’s Safety Committee.  [NOTE:  Formation of a Safety Committee is voluntary.]
III.
DEPARTMENT SAFETY COMMITTEE [Note:  Use this section ONLY if your department establishes a formal labor/management Safety Committee.]

A. The [Department Name] Safety Committee shall meet quarterly and is organized as follows:

1 Representation/Membership
General representation/membership on the committee shall be at the discretion of the department head, and includes a mix of personnel representing all facets of the department’s operations.

2 Chairperson
The chairperson shall be responsible for conducting the meeting and presenting the safety committee’s recommendations regarding policy and procedures.
3 Secretary
The Department Safety Coordinator is the secretary to the committee. The secretary shall schedule committee meetings in coordination with the department head and the chairperson, prepare agendas, and maintain written records of each meeting.
4 Responsibilities
The function of the Safety Committee shall be as follows:


a) Accident/Injury/Incident Record Review
Review and analyze the department’s accident/injury/incident experience and review all Employee Reports of Safety Hazard submitted within the department since the last safety meeting.

b) Evaluate Effectiveness
Evaluate effectiveness of the department’s Injury and Illness Prevention Plan and recommend action necessary to make improvements.

c) Recommend Elimination of Real or Potential Hazards
Recommend action to eliminate safety/security hazards noted during inspections and hazard assessments.
d) Prevention Through Communication
Provide a forum for discussion and solution of safety/security problems brought to the attention of safety committee members.

IV.
EMPLOYEE RESPONSIBILITIES

It is the responsibility of department employees:

A. To work in a safe manner and follow established safe work practices as directed and trained.

B. To follow established security procedures as directed and trained.

C. To assess the safety of equipment, materials and procedures in their respective work areas on a daily basis.

D. To report safety and/or security hazards to supervisors.

E. To report on-the-job injuries to their supervisor or other manager as soon as possible after an injury.

F. To immediately report threats from co-workers or the public to their supervisor or other manager.

G. To attend all safety training sessions as directed.

V.
PROGRAM ELEMENTS

A. Safety Inspections

(Form:  IIPP-03
“Safety Checklist”

(Form:  IIPP-04
“Inspection/Correction”
1. Safety inspections of designated work sites/areas will be conducted to identify unsafe conditions, work practices and security hazards.  Inspections will be conducted at least [annually] [semi-annually] [monthly], but may be conducted more frequently, depending on the risk level of the work site/area, tasks performed, or equipment used.  Each inspection will be documented in writing and will include the following:

a. The name(s) of the person(s) conducting the inspection and the date.

b. Any unsafe conditions, work practices and security hazards identified.

c. The recommended action(s) to be taken to correct any deficiencies, and 
length of time to correct any deficiencies.

B. Hazard Assessments





(Form:  IIPP-02  “Hazard Assessment”
1. A hazard assessment that identifies safety and security hazards associated with the specific operations of each work site/area will be performed:

a. Annually, or

b. Whenever new substances, processes, procedures or equipment are
introduced to the workplace that represents a new occupational safety, security or health hazard, or

c. When an occupational injury, illness or security related incident occurs and, based on the investigation, changes in processes, procedures or equipment are instituted, or

d. When new or previously unidentified safety/security hazards are recognized.


C. Accident Investigation and Reporting





(Form:  IIPP-05  “Accident, Injury or Illness Investigation Form”
1. All occupational accidents, injuries, illnesses or incidents shall be reported to a supervisor or other manager on duty.

2. In case of injury, basic first aid or emergency medical attention shall be made available to the employee(s).

3. The Department Safety Coordinator, or his/her appropriate designee, shall be responsible for investigating the accident/incident and ensuring all pertinent information required to determine the cause is documented on the “Accident Investigation Form.”  Recommended corrective actions to prevent 
reoccurrence should also be identified.

4. The completed Investigation Report shall be forwarded to the appropriate people for review and assessment of further action.

5. Cal/OSHA requires reporting of occupational injuries or illnesses, which require medical attention beyond basic first aid.  Each recordable incident
shall be documented on the OSHA-200 log by the Human Resources Office.  A summary form shall be posted on the department’s employee bulletin board(s) annually during the month of February.  


D. Safety Training






(Forms:  IIPP-06 & 07
1. All department employees will be scheduled to participate in safety training sessions as required and appropriate.  Training programs will include the following:

a. Newly hired and transferred employees will be given initial safety training.

b. All employees will be trained and/or informed of new substances, procedures, or equipment when introduced to the workplace which represents a new hazard.

c. All employees will be notified and trained whenever we learn of a new or previously unrecognized hazard.

d. All employees will receive periodic refresher training.

VI.
FIRE PREVENTION AND EMERGENCY ACTION PLANS

The department has written Emergency Action and Fire Prevention plans.  All department employees will receive a copy of the written plans and will receive training at least annually regarding these plans and the procedures to follow when an imminent hazard exists which cannot be abated without endangering employee(s) and/or property.  

VII.
SAFETY COMMUNICATIONS

The department has a communication system designed to encourage a continuous flow of safety, health and security information between management and employees.  This communication system includes the following:

A. New employee orientation which includes training and information about our department-specific safety and security policies and procedures.

B. Periodic review of our Illness and Injury Prevention Plan.

C. Training programs designed to address specific aspects of workplace safety and security issues unique to each division, unit, site or work area.

D. Posted or distributed workplace safety and security information.

E. A system for employees to inform management about real or potential workplace safety or security hazards, without fear of reprisal.

VIII.
HAZARD COMMUNICATIONS

The department will comply with the requirements of the California Code of Regulations, Title 8, Section 5194, Hazard Communication.  

IX.
RECOGNITION AND DISCIPLINARY ACTION

A. Work sites, units, divisions or individual employees who follow safe and 
healthful work practices may be recognized by the department head during periodic staff meetings or through other appropriate recognition programs.

B. Employees who fail to follow safe work practices may be subject to retraining, and/or may be subject to disciplinary action, up to and including termination.

X.
RECORDKEEPING
All records pertaining to safety matters, i.e. training records, inspections, investigations, safety meeting minutes, etc., will be maintained as part of the department’s IIPP documentation for a minimum of three years or as otherwise required by policy or regulation.

Approved:

[Department Head Name]

[Title]

_________________________________________

__________________________

Department Head Signature




Date

[Department Safety Coordinator Name]

[Title]

_________________________________________

__________________________

Department Safety Coordinator Signature


Date

Reviewed by the Deputy CAO-Human Resources:

________________________________________

__________________________

Deputy CAO-Human Resources Signature


Date

[Division/Department]

Injury and Illness Prevention Program

Attachment A

Example Safety Inspection Documentation

[Division/Department]

Injury and Illness Prevention Program

Attachment B

Example Hazard Assessment Documentation

[Division/Department]

Injury and Illness Prevention Program

Attachment C

Example Supervisor’ Injury Report Documentation

[Division/Department]

Injury and Illness Prevention Program

Attachment D

Example Safety Training/Meeting Documentation

[Division/Department]

Injury and Illness Prevention Program

Attachment E

Emergency Evacuation and Fire Prevention Plan

[Division/Department]

Injury and Illness Prevention Program

Attachment F

Example Employee Recognition Program Documentation

[Division/Department]

Injury and Illness Prevention Program

Attachment G

Example Employee Report of Safety Hazard
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Form IIPP-02
HAZARD ASSESSMENT FORM FOR GENERAL WORK AREAS

AND SPECIFIC JOB SAFETY CLASSES




General Area or Specific Job Safety Class
















Date Prepared




 Preparer














Description of Job/Task
Potential Occupation Safety/Health Hazard
Preventive Safe Work Conditions, Safe Work Practices or Personal Protective Equipment
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Form IIPP-03
Safety Checklist
Department/Division/Location:







Yes
No
Corrective Action Needed
GENERAL






(
(
(
1.
Is the Cal/OSHA poster “Safety and Health Protection on the Job” displayed?

(
(
(
2.
Are emergency telephone numbers posted?

(
(
(
3.
Are exit signs displayed or lighted?

(
(
(
4.
Are exits unobstructed?

(
(
(
5
 Are exit doors unlocked during working hours?

(
(
(
6.
Are exit doors openable without use of key or any special knowledge or effort when building is occupied?

(
(
(
7.
Is a current Emergency Evacuation map posted in all appropriate areas?

(
(
(
8.
Are Emergency Evacuation and Fire Prevention Plans reviewed at least annually?

(
(
(
9.
Are bookcases and cabinets stable and secure?

(
(
(
10.
Are all work areas adequately illuminated?

(
(
(
11.
Are first aid kits easily accessible and stocked?

(
(
(
12.
Are safety step stools or ladders available where needed?

(
(
(
13.
Are flashlights available for auxiliary light?

(
(
(
14.
Are barriers and warnings provided where exit doors open into vehicle areas?

Yes
No
Corrective Action Needed
ELECTRICAL






(
(
(
1.
Are all electrical cords free of fraying?

(
(
(
2.
Are extension cords prohibited?

(
(
(
3.
Are all electrical appliances/equipment and receptacles properly grounded and in good repair?

(
(
(
4.
Are all cord, cable and raceway connections intact and secure?

(
(
(
5.
Is 30” of unobstructed space maintained in front of electrical panels?

(
(
(
6. 
Are metal ladders prohibited near electrical contact?

(
(
(
7.
Are all electrical enclosures covered by proper covers/plates?

(
(
(
8.
Are breakers and/or fuses in electrical panels clearly and correctly labeled?

(
(
(
9.
Are portable electric tools and equipment grounded or double insulated?

(
(
(
10.
Are multiple plug adapters prohibited?  If not, are they being used per manufacturer’s recommendation?

(
(
(
11.
Are employees prohibited from working alone on energized lines or equipment?

Yes
No
Corrective Action Needed
FIRE PROTECTION






(
(
(
1.
Are fire extinguishers recharged and mounted in accessible locations?

(
(
(
2.
Are fire drills conducted regularly for all employees and work sites?

(
(
(
3.
Is 18” of clearance maintained below sprinkler heads?

(
(
(
4.
Are fire doors and shutters in good operating condition?

(
(
(
5.
Are covered metal waste cans used for oily and paint soaked waste?

(
(
(
6.
Are bulk drums of flammable liquids grounded and bonded?

(
(
(
7.
Are bulk drums of flammables clearly labeled?

(
(
(
8.
Are “No Smoking” signs posted where appropriate?

(
(
(
9.
Are “No Smoking” signs posted in areas where flammable or combustible materials are used or stored?

(
(
(
10.
Are “No Smoking” rules enforced?

(
(
(
11.
Are all rooms, hallways/aisles, doorways, storerooms kept free from clutter or other obstructions?

(
(
(
12.
Are all solvent waste and flammable liquids kept in fire resistant containers?

Yes
No
Corrective Action Needed
EMPLOYEE PROTECTION






(
(
(
1.
Are emergency telephone numbers posted?

(
(
(
2.
Is outside lighting in hallways, parking lots or near doorways working properly?

(
(
(
3.
Are shrubs and bushes near exits trimmed back in order to deter hiding places?

(
(
(
4.
Are employees trained in proper security procedures regarding working after regular business hours or when alone?

Yes
No
Corrective Action Needed
HOUSEKEEPING






(
(
(
1.
Are work surfaces kept clean, dry and orderly?

(
(
(
2.
Are combustible materials stored properly?

(
(
(
3.
Are covered metal waste cans used for oil or paint soaked waste?

(
(
(
4.
Are aisles and passageways kept clear?

(
(
(
5.
Are floor openings or trip-and-fall obstacles guarded by a cover?

(
(
(
6.
Are storage areas posted with “No Smoking” signs?

(
(
(
7.
Are no heavy items stored on top shelves?

Yes
No
Corrective Action Needed
TOOLS AND POWER EQUIPMENT






(
(
(
1.
Are portable metal ladders legibly marked “CAUTION - Do Not Use Around Electrical Equipment”?

(
(
(
2.
Are employees instructed to face ladder when ascending or descending?

(
(
(
3.
Are ladders with missing steps, rungs or cleats taken out of service?

(
(
(
4.
Are appropriate safety glasses, face shields, etc. used while using hand tools or equipment which might produce flying materials?

(
(
(
5.
Are power tools equipped with safety guards?

(
(
(
6.
Are pneumatic and hydraulic hoses on power operated tools checked regularly?

(
(
(
7.
Is sufficient clearance provided around and between machines to allow for safe operation?

(
(
(
8.
Is equipment and machinery mounted securely?

(
(
(
9.
Is the power shut off switch within reach of the operator’s position?

(
(
(
10.
Are all emergency stop buttons colored red?

(
(
(
11.
Are all pulleys and belts that are within 7 feet of the floor or working level properly guarded?

(
(
(
12.
Are all moving chains and gears properly guarded?

(
(
(
13.
Are saws used for ripping equipped with “anti-kick-back” devices and spreaders?

(
(
(
14.
Are radial arm saws arranged so that the cutting head gently returns to the back of the table when released?

Yes
No
Corrective Action Needed
WELDING AND COMPRESSED GAS/AIR






(
(
(
1.
Are only authorized and trained personnel allowed to use welding equipment?

(
(
(
2.
Are compressed gas cylinders regularly examined for leakage or defects?

(
(
(
3.
Are cylinders kept away from heat, elevators, stairs or gangways?

(
(
(
4.
Are cylinders secured so they will not tip, fall or roll?

(
(
(
5.
Are cylinders legibly marked to clearly identify “Gas Contained”?

(
(
(
6.
Are signs reading “DANGER’ - No Smoking, Matches or Open Lights” posted?

(
(
(
7.
Is hand and eye protection worn?

(
(
(
8.
Is there adequate ventilation?

(
(
(
9.
Are shields used to confine heat, sparks and slag?

(
(
(
10.
Is the appropriate fire extinguisher located within reach?

(
(
(
11.
Are all valves closed off before a cylinder is moved, when the cylinder is empty, and at the completion of each job?

Yes
No
Corrective Action Needed
FORKLIFTS






(
(
(
1.
Are only trained personnel allowed to operate forklifts?

(
(
(
2.
Are the required lift truck operating rules posted and enforced?

(
(
(
3.
Does the forklift have a warning horn, whistle or device which can be clearly heard?

Yes
No
Corrective Action Needed
SPRAYING OPERATIONS






(
(
(
1.
Is there adequate ventilation?

(
(
(
2.
Is mechanical ventilation provided when spraying 
in enclosed areas?

(
(
(
3.
Is the spray area at least 20 feet from flames, sparks, operating electrical motors and other ignition sources?

(
(
(
4.
Is suitable respiratory equipment provided and used?

(
(
(
5.
Are “No Smoking” signs posted in spray areas, paint rooms booths and storage areas?

Yes
No
Corrective Action Needed
CHEMICALS/HAZARDOUS SUBSTANCES






(
(
(
1.
Is an inventory of hazardous chemicals available to 
employees?

(
(
(
2.
Are Material Safety Data Sheets available to employees?

(
(
(
3.
Have control procedures been instituted for hazardous materials?

(
(
(
4.
Are chemicals properly labeled and dated?

(
(
(
5.
Are secondary containers properly labeled and dated?

(
(
(
6.
Are employees prohibited from eating in areas where chemicals are present?

(
(
(
7.
Is the phone number posted to report toxic spills?

Yes
No
Corrective Action Needed
FUELING AREAS






(
(
(
1.
Are internal combustion engines fueled with a flammable liquid while the engine is running?

(
(
(
2.
When spillage occurs during fueling operations, is the spilled fuel washed away completely?

(
(
(
3.
Is gasoline handled or transferred in open containers?

(
(
(
4.
Is smoking prohibited in the vicinity of fueling operations?

(
(
(
5.
Is fueling area posted with “No Smoking” signs?

Yes
No
Corrective Action Needed
RECORDKEEPING






(
(
(
1.
Are Occupational Injury/Illness reports maintained?

(
(
(
2.
Are safety training records maintained?

(
(
(
3.
Are safety inspection reports maintained?

(
(
(
4.
Are safety investigation reports maintained?







OTHER AREAS INSPECTED
A.















B.















C.















D.















Comments:

COMPLETE A SAFETY INSPECTION AND CORRECTION FORM, IIPP-04, FOR EACH DEFICIENCY NOTED.

Inspector’s Signature/Title





Date 

DISTRIBUTION:
Original - Place in Department Safety Manual




Copy - Department Head or Safety Committee (if applicable)
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Form IIPP-04
Safety Inspection

And Correction Form




Work Site/Area or Job Safety Class










Date Prepared




Preparer






Instructions:
The inspection should be based on the Safety Checklist or Hazard Assessment for the area or job.  If correction(s) is required, distribute copies to responsible person(s).

Unsafe Work Condition, Practice or Personal Protective Equipment
Corrective Action(s) 

Needed or Recommended
Target Date

for Completion





Was immediate action required due to imminent hazard?  If so, describe action taken: 

















___________________________________________________________________________

Copy forwarded to Department Head:_____________________________Date



FOLLOW-UP:

Corrective action taken and when (specify in detail)


















Signature/Date

COUNTY OF KINGS’ 

ACCIDENT INJURY AND ILLNESS REPORT


PLEASE ENSURE FORM IS COMPLETED IN FULL AND RECEIVED BY THE HUMAN RESOURCES AND ADMINISTRATION DEPARTMENT WITHIN 24 HOURS OF YOUR KNOWLEDGE OF ANY ALLEGED WORK RELATED INJURY/ILLNESS.

NOTE:  IF YOU HAVE SPECIAL INFORMATION REGARDING THIS INCIDENT, BE SURE TO INDICATE THIS ON THE COMMENTS SECTION OF THIS FORM.  IF YOU HAVE ANY QUESTIONS, PLEASE CONTACT THE COUNTY SAFETY OFFICER AT: 582-3211 Ext. 2518 FAX: 585-1036 or RISK ANALYST AT 582-3211 Ext. 2379 FAX 585-8047

EMPLOYEE INFORMATION:(Please type or print clearly all requested information.) 

Name:_____________________________________________  Social Security #:_______________________

Address:_______________________________________  City:_____________  State:_____  Zip:_________

Phone:__________________
Sex:______Male ______Female

BirthDate:______________

Hire Date:_____________  Wage per hour:_______  Status:____Full Time ____Part Time  _____Seasonal
Job Title:___________________________________  Department:________________________________

Circle Schedule:  M  T  W  Th  F  Sat  Sun  Hours/Day:_____ Days/Week:____ Total Weekly Hours:_____

JTO Employee:  ______Yes  ______No    Time Employee Began Work Day of The Incident: ________A.M./P.M.

INJURY/ILLNESS INFORMATION:

Date of Injury/Illness:____________  Time of injury:_______A.M./P.M.     Date of Knowledge:________________

Reported To:__________________________    Title:______________________     Date Reported:_______________

Was there a witness to the injury?  _____Yes   _____No        If Yes, name(s) of witness(es):____________________

_________________________________________________________________________________________________
Where did the injury/illness occur?___________________________________________________________________

What was the employee doing just before the incident occurred? (Describe the activity, as well as the tools, equipment, or material the employee was using.  Ex: climbing ladder while carrying roofing supplies) ________________________________

________________________________________________________________________________________________

How did the injury/illness occur? (Ex: When ladder slipped on wet floor, worker fell 20 feet) ________________________

________________________________________________________________________________________________
Describe injury/illness and include part of body involved: (Be more specific than “hurt”, “pain” Ex: strained back, chemical burn, hand) ________________________________________________________________________________

What object or substance directly harmed the employee? (Ex: “concrete floor”) ______________________________

________________________________________________________________________________________________
Was another person responsible for this injury? _____Yes  _____No   If Yes, list name(s):____________________

If the responsible person was not a King’s County employee, include his/her name, address and liability carrier: ________________________________________________________________________________________________

Was Employee’s Claim for Workers’ Compensation Benefits (DWC-1) provided? _____Yes _____No
If Yes, date provided_____________________

Was the employee directed to Employee’s Health Care? _____Yes _____No 

If No: 

NAME OF PHYSICIAN: _______________________________________________________



PHYSICIAN’S ADDRESS: _____________________________________________________



NAME OF HOSPITAL: ________________________________________________________



HOSPITAL ADDRESS: ________________________________________________________

Was employee treated in an emergency room? ____ Yes ____ No    If employee died, date of death: ___/___/____

Was employee hospitalized overnight as an in-patient? ___Yes ___No

DID EMPLOYEE LOSE AT LEAST 1 FULL DAY’S WORK AFTER THE INJURY? ____Yes ____No

LAST DAY WORKED: _________________
  DATE RETURN TO WORK: _____________________

Comments:_______________________________________________________________________________________

_________________________________________________________________________________________________

In your opinion, how could this injury be prevented in the future? ________________________________________

_________________________________________________________________________________________________

Completed By: _______________________________________________   Date Completed: ____________________
Title: _____________________________________________  Telephone: ____________________________________
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Form IIPP-06
INITIAL SAFETY TRAINING





Name of Trainer(s)












Training Subject(s)












Training Materials Used

























Name of Employee












Date of Hire/Assignment











I,






, hereby certify that I received training as described above in the following areas:


(
Department policies and procedures regarding worker health and safety, 
such as the Hazard Assessments and/or Codes of Safe Practices which 
indicate the safe work conditions, safe work practices and personal 
protective equipment required for my work.


(
The hazards of any chemicals to which I may be exposed and my right to 
information contained on Material Safety Data Sheets for those chemicals, 
and how to understand this information.


(
My right to ask any questions, or provide any information to the employer 
on safety, either directly or anonymously, without fear of reprisal.


(
Disciplinary procedures the employer may use to enforce compliance with 
County and Department safe work practices.


I understand this training and agree to comply with the safe work practices


for my work area and/or department.


Employee Signature





Date
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Form IIPP-07

SAFETY TRAINING

EMPLOYEE SIGN-UP SHEET






Date of Training:





Name of Trainer(s): 
_____











Subject(s) Covered: 











Training Aids Used: 








































Work Location/Job Safety Class(es) Included: 






















Attendees: Please print and sign your name legibly.  

(Use additional sheets as necessary.)

Print

Signature
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Form IIPP-08
Employee Report of Safety Hazard





Employees have the obligation and the right to report unsafe conditions, unrecognized safety hazards, or safety violations of others.  Except in the case of a clear and immediate danger to yourself or others, it is usually best to discuss a safety hazard with your supervisor before using this form.  Use this form if you wish to make a written notice of the hazard.

Describe the hazard or potential hazard:

Location of hazard (please be specific):

Date hazard was first recognized:

What action do you recommend?

Have you discussed this hazard with your supervisor or department head?  YES    NO

Reported by: (optional)






Date

Employees who report unsafe work conditions or practices are protected by law.  This report may be submitted without fear of reprisal.  All reports will be considered whether or not signed.

Submit this form to your immediate supervisor or department head.  You may also report any unsafe work hazard to the California Division of Occupational Safety and Health (Cal/OSHA).  

Acknowledgment of Receipt:

Supervisor/Department Head





Date of Receipt_______________

Form IIPP-05





OSHA Case #: __________








