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Name

Workstation Location/ Site (if relevant)
     
Department
     
Date


Details of other workstations used (If any).
     
The completion of this checklist will enable you to carry out a self-assessment of your workstation. Your views are essential to enable us to achieve our objective of ensuring your comfort and safety at work. 

Please put a “x” next to the answer that best describes your opinion for each of the questions listed. 

The form should be returned to your line manager as soon as it has been completed. Your line manager will then 
review  the form and take any appropriate action, including contacting the H&S team if needed, and retain the form for future reference. 

Please note: Some corrective actions may not be reasonably practical to implement and others may take time, please be patient – but feel free to chase up any issue that you feel strongly about. 


ENVIRONMENT          (Mark with a “X” near your answer)


1.	Lighting: 
Describe the lighting at your usual workstation.

About right 		Too bright		Too dark


	Do you get distracting reflections on your screen?

Never 			Sometimes		Constantly


	What control do you have over local lighting?

Full control 		Some control		No control



2.	Temperature and humidity
At  your workstation, is it usually;

Comfortable		Too warm		Too cold


Is the air around your workstation; 

Comfortable 		Too dry			
3.	Noise
	Are you distracted by noise from work equipment?

Never 			Occasionally		Constantly


4.	Space
	Describe the amount of space around your workstation

Adequate 		Inadequate



FURNITURE


5.	Chair
	Can you adjust the height of the seat?

Yes 			No


	Can you adjust the height and angle of the backrest?

Yes 			No


	Is the chair stable?

		Yes 			No


Does it allow movement?

Yes 			No


	Is the chair in a good state of repair?

Yes 			No



6.	Desk
	Is the desk surface large enough to 	allow you to place all your equipment where you want it?

Yes 			No

	
Are you able to arrange your monitor and keyboard directly in front of you with your screen at around arm’s length away?

Yes 			No

	
	

Is the area under your desk clear and free from obstructions?

Yes 			No


	Is the height of the desk suitable?

Yes 			Too high			Too low



7.	Footrest
	If you cannot place your feet flat on the floor whilst keying, has a footrest been supplied?

Yes 			No



8.	Document holder
	If it would be of benefit to use a document holder, has one been supplied?

Yes 			No


	If you have a document holder, is it adjustable to suit your needs?

Yes 			No



9.	Telephone
	Do you write or input while on the telephone?

Never 			Occasionally		Constantly



	If occasionally or constantly, would you use a telephone headset if provided?

Yes 			No


10.	Display screen
Can you easily adjust the brightness and the contrast between the characters on screen and the background?

Yes 			No


Does the screen tilt and swivel freely?

Yes 			No


Is the screen image stable and free from flicker?

Yes 			No
Is the screen at a height, which is comfortable for you (i.e. the top of the monitor approximately at eye level)?
Yes 			No


11.	Keyboard
	Is the keyboard separate from the screen?

Yes 			No


Can you raise and lower the keyboard height?

Yes 			No



	Can you easily see the symbols on the keys?

Yes 			No


Is there enough space to rest your hands in front of the keyboard?

Yes 			No


Do the keyboard and mouse work properly?

Yes 			No


	Are you able to use your mouse with a neutral wrist posture and without stretching?

Yes 			No



12.	Work pattern
	How many hours do you spend using computer equipment each day?
     
	
Are you able to arrange your work so that around ten minutes in every hour is spent carrying out non-computer-based-work?

Yes 			No


	Do you have the opportunity to stand up and move around easily?

Yes 			No


Is your work particularly demanding or stressful?

Yes 			No

	Do you regularly use portable equipment, such as laptop?

Yes 			No



13.	Health
Do you experience any discomfort in your hands, arms, shoulders, neck, back or legs that you think might be associated with use of your visual display unit (VDU)?

Yes 			No

	
Do you experience any visual discomfort, eye- strain or headaches that you think might be associated with use of your VDU?

Yes 			No


Do you have any health condition, disability or individual need that might need to be taken into consideration when assessing your workstation?

Yes 			No




Any other comments?








SpringBoard Safety Services - DSE self assessment form (SSS) - Aug 09  	www.springboardsafetyservices.com  Page 3 of 5
image1.gif
SpringBoard

 Safety Services

Passiongte about Safety





