Risk Assessment for Musculoskeletal Injury




    FORM - W

	Name
	Position
	Date

	Phone
	Department
	Job

	Typical Workday:   _________ hrs      Typical break times _________ mins __________
__________ mins __________

__________ mins __________


	Typical Duties
	Hours Per Day
	Describe Tasks - Provide Comments

	Computer work
	
	

	Neck: twist/bend
	
	

	Shoulder: unsupported arm
	
	

	Wrist: bend or deviate
	
	

	Torso: severe forward bending
	
	

	Torso: twisting
	
	

	Lifting
	
	

	Kneeling/Squatting
	
	

	Sitting: unsupported back
	
	

	Standing: stationary position
	
	

	Vibration: whole-body
	
	

	Vibration: hands
	
	

	Vibration: feet
	
	

	Contact Stress: hard/sharp objects press into skin
	
	

	Hand stress: squeezing hard with hand in power grip 
	
	

	Other (specify)
	
	

	Other (specify)
	
	

	Other (specify)
	
	


	How long do you typically sit at one time without standing?  ____________ mins / hrs

	Do you use a laptop for work?   ( yes      ( no
What kind of carrying case do you use to transport the laptop?  
                                                ( roller case  (single shoulder strap  (backpack

	Do you have to turn your head to see your computer monitor?   (  yes     (  no
	Do you sit under dim or flickering lights?

                     (  yes     (  no

	Do you spend a lot of time looking down at papers on your desk?    (  yes     (  no


	Visual Information:
Corrective lenses: ( none    ( singe lens glasses    ( Bi/Tri-focals/progressive    ( contact lenses

If you wear Bi / tri focals what part of the lenses do you look through

1. to view the computer screen?   ( bottom    (middle    (top    (N/A

2. to read paper documents?        ( bottom    (middle    (top    (N/A

3. When speaking with people?    ( bottom    (middle    (top    (N/A


	In the last year have you had pain or discomfort that has lasted more than 2 days in your:

neck             (yes   ( no

shoulder       (yes   ( no

elbow           (yes   ( no

wrist              (yes   ( no

forearm         (yes   ( no

hand             (yes   ( no

upper back   (yes   ( no

lower back    (yes   ( no

legs / feet      (yes   (no
	     Rate the level of pain or discomfort:

                                  Goes        stays the        gets

                                  Away       same             worse

      At work                      (             (              (              

      After work                  (             (              (
      After a week               (             (             (
      Away from work         (             (              (
     Does the pain or discomfort interfere with:

      Your work?                           ( yes      ( no

      Your life outside work?         ( yes      ( no

      Sleeping?                              ( yes      ( no


Using the following diagrams, please circle the area(s) in which you currently experience symptoms (if any) while performing your work tasks:
	[image: image1.emf]

	Please check all that apply to the above:          (  pain       (  aching     (  numbness     (tingling

	Are you currently receiving treatment(s) for your discomfort?      (  yes     (  no

If yes, please indicate what types of treatment(s) you have been receiving:



	Are you currently taking medication for your discomfort?      (  yes     (  no

If yes, please indicate what types of medication you are taking::



	Have you ever reported a WCB claim related to your current work duties?  If so, please describe:


	Have you had a previous office ergonomics assessment?        (  yes     (  no



	Additional Comments:




Employee Signature: _________________________       Date: ___________________________
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