Report of Injury Experience of

Self-Insured Employer

U.S. Department of Labor

Employment Standards Administration

Office of Workers’ Compensation Programs
Division of Longshore and Harbor Workers' Compensation

This report is to be used to list ali open cases as of the date of the report. The information provided will be used to determine the adequacy of a self-insurer’s security

deposit. Submission of the information is mandatory (20 CFR 703.310). Persons are not required to respond to this collection of information unless it displays a currently
valid OMB control number.

OMB No.: 1215-0160
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Public Burden Statement -
We estimate that it will take an average of 60 minutes to complete this collection of information, including time for reviewing instructions, searching existing data sources, gathering and
maintaining the data needed, and completing and reviewing the collection of information. If you have any comments regarding these estimates or any other aspect of this collection of
information, including suggestions for reducing this burden, send them to the U.S. Department of Labor, Division of Longshore and Harbor Workers’ Compensation, Room C4315, 200
Constitution Avenue, N.W., Washington, D.C. 20210.
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