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		[bookmark: _Toc534789163][bookmark: _GoBack]Equipment Checklist





		Company:

		Click or tap here to enter text.		Workstation Name:

		Click or tap here to enter text.

		Prepared by:

		Click or tap here to enter text.		Department:

		Click or tap here to enter text.

		Date:

		Click or tap to enter a date.		Document Number:

		Click or tap here to enter text.





		"YES" response indicates potential problem areas that should receive further investigation.



		Foot/knee control pedals



		1. Does the operator have to operate foot/knee pedals while standing?

		Select YES or NO.

		2. To operate foot pedals or knee switches, must the worker assume an unnatural or uncomfortable posture?

		Select YES or NO.

		3. Are pedals too small to allow the operator to alter the position of the foot/knee?

		Select YES or NO.

		4. Are pedals triggered at a high repetition rate?

		Select YES or NO.

		Hand Controls



		5. Hand controls placed to not allow neutral hand/arm/body position?

		Select YES or NO.

		6. Hand controls difficult (require excessive force) to operate?

		Select YES or NO.

		7. Hand controls not properly designed to take into account amount and types of force required for operation?

		Select YES or NO.

		8. Do workers have to exert high levels of power grip force to operate equipment?

		Select YES or NO.

		9. Do workers have to exert high levels of pinch grip force to operate equipment?

		Select YES or NO.

		Position - Sustained/Awkward



		10. To operate equipment, must worker maintain same body posture (either sitting or standing) all or most of the time?

		Select YES or NO.

		11. Is the pace of material handling determined by the equipment? (Feeding machines, conveyors, etc.)

		Select YES or NO.

		12. Does equipment operation require worker to repeat same movement pattern of arm/hand at a high rate of speed?

		Select YES or NO.

		13. Does equipment operation require continuous use (or nearly so) of both hands and both feet in order to operate controls or manipulate work object?

		Select YES or NO.

		Vibration - Whole body



		14. Is the body as a whole subjected to vibration from exposure to or operation of the equipment?

		Select YES or NO.

		Equipment Preventive Maintenance



		15. Is there not a regular maintenance schedule?

		Select YES or NO.

		16. Is the equipment designed or placed in such a way that cleaning and maintenance activities are not facilitated?

		Select YES or NO.












		[bookmark: _Toc534789163]Equipment Checklist





		Company:

		Click or tap here to enter text.		Workstation Name:

		Click or tap here to enter text.

		Prepared by:

		Click or tap here to enter text.		Department:

		Click or tap here to enter text.

		Date:

		Click or tap to enter a date.		Document Number:

		Click or tap here to enter text.





		"YES" response indicates potential problem areas that should receive further investigation.



		Foot/knee control pedals



		1. Does the operator have to operate foot/knee pedals while standing?

		Select YES or NO.

		2. To operate foot pedals or knee switches, must the worker assume an unnatural or uncomfortable posture?

		Select YES or NO.

		3. Are pedals too small to allow the operator to alter the position of the foot/knee?

		Select YES or NO.

		4. Are pedals triggered at a high repetition rate?

		Select YES or NO.

		Hand Controls



		5. Hand controls placed to not allow neutral hand/arm/body position?

		Select YES or NO.

		6. Hand controls difficult (require excessive force) to operate?

		Select YES or NO.

		7. Hand controls not properly designed to take into account amount and types of force required for operation?

		Select YES or NO.

		8. Do workers have to exert high levels of power grip force to operate equipment?

		Select YES or NO.

		9. Do workers have to exert high levels of pinch grip force to operate equipment?

		Select YES or NO.

		Position - Sustained/Awkward



		10. To operate equipment, must worker maintain same body posture (either sitting or standing) all or most of the time?

		Select YES or NO.

		11. Is the pace of material handling determined by the equipment? (Feeding machines, conveyors, etc.)

		Select YES or NO.

		12. Does equipment operation require worker to repeat same movement pattern of arm/hand at a high rate of speed?

		Select YES or NO.

		13. Does equipment operation require continuous use (or nearly so) of both hands and both feet in order to operate controls or manipulate work object?

		Select YES or NO.

		Vibration - Whole body



		14. Is the body as a whole subjected to vibration from exposure to or operation of the equipment?

		Select YES or NO.

		Equipment Preventive Maintenance



		15. Is there not a regular maintenance schedule?

		Select YES or NO.

		16. Is the equipment designed or placed in such a way that cleaning and maintenance activities are not facilitated?

		Select YES or NO.



[bookmark: _GoBack]








		[bookmark: _Toc534789176]Hand Tool Design and Selection Checklist





		Company:

		Click or tap here to enter text.		Workstation Name:

		Click or tap here to enter text.

		Prepared by:

		Click or tap here to enter text.		Department:

		Click or tap here to enter text.

		Date:

		Click or tap to enter a date.		Document Number:

		Click or tap here to enter text.





		“NO” answer indicates need for additional investigation.



		Tool Selection



		· [bookmark: _GoBack]Tools selected to limit or minimize:



		· Exposure to excessive vibration.

		Select YES or NO.

		· Use of excessive force.

		Select YES or NO.

		· Bending or twisting wrist.

		Select YES or NO.

		· Finger pinch grip.

		Select YES or NO.

		· Problems associated with trigger finger (prolonged flexion with forceful exertion).

		Select YES or NO.

		· Tools powered where necessary and feasible.

		Select YES or NO.

		· Tools evenly balanced in the hand during use.

		Select YES or NO.

		· Heavy tools suspended or counterbalanced to facilitate use.

		Select YES or NO.

		· Tool allows adequate visibility of work.

		Select YES or NO.

		Tool Handle



		· Tool grip/handle prevents slipping during use.

		Select YES or NO.

		· Equipped with handles of textured, non-conductive material.

		Select YES or NO.

		· Different handle sizes available to fit a wide range of hand sizes.

		Select YES or NO.

		· Handle designed to NOT dig into palm of hand.

		Select YES or NO.

		· Tool used safely with gloves.

		Select YES or NO.

		· Tool used by either hand.

		Select YES or NO.

		· Preventive maintenance program to keep tools operating as designed.

		Select YES or NO.

		Employees Training



		· Proper use of tools.

		Select YES or NO.

		· When and how to report problems with tools.

		Select YES or NO.

		· Proper tool maintenance.

		Select YES or NO.






		[bookmark: _Toc534789185]Manual Material Handling Checklist





		Company:

		Click or tap here to enter text.		Workstation Name:

		Click or tap here to enter text.

		Prepared by:

		Click or tap here to enter text.		Department:

		Click or tap here to enter text.

		Date:

		Click or tap to enter a date.		Document Number:

		Click or tap here to enter text.





		“NO” answer indicates need for additional investigation.



		· Weights of loads to be lifted judged acceptable by the workforce.

		Select YES or NO.

		· Materials moved over minimum distances.

		Select YES or NO.

		· Distance between the object load and the body minimized.

		Select YES or NO.

		· Walking surfaces:

· Level

· Wide enough

· Clean and dry

		Select YES or NO.

		· Objects:

· Easy to grasp

· Stable

· Able to be held without slipping

		Select YES or NO.

		· Handholds on these objects.

		Select YES or NO.

		· When required, gloves fit properly.

		Select YES or NO.

		· Proper footwear worn.

		Select YES or NO.

		· Enough room to maneuver.

		Select YES or NO.

		· Mechanical aids used whenever possible.

		Select YES or NO.

		· Working surfaces adjustable to the best handling heights.

		Select YES or NO.

		· Material handling avoids:

· Movements below knuckle height and above shoulder height

· Static muscle loading

· Sudden movements during handling

· Twisting at the waist

· Extended reaching

		Select YES or NO.

		· Help available for heavy or awkward lifts.

		Select YES or NO.

		· High rates of repetition avoided by:

· Job rotation

· Self-pacing

· Sufficient pauses

		Select YES or NO.

		· Pushing or pulling forces reduced or eliminated.

		Select YES or NO.

		· Employee has an unobstructed view of handling the task.

		Select YES or NO.

		· [bookmark: _GoBack]Preventive maintenance program for manual handling equipment.

		Select YES or NO.

		· Workers trained in correct handling and lifting procedures.

		Select YES or NO.






		Work Process: Design Conventions and Human Behavior Checklist





		Company:

		Click or tap here to enter text.		Workstation Name:

		Click or tap here to enter text.

		Prepared by:

		Click or tap here to enter text.		Department:

		Click or tap here to enter text.

		Date:

		Click or tap to enter a date.		Document Number:

		Click or tap here to enter text.



		"YES" response indicates potential problem area that should receive further investigation.



		Is the task complex?



		· Does worker have to evaluate data before taking action?

		Select YES or NO.

		· Must the operator sense and respond to information signals occurring simultaneously from different machines without sufficient time to do so?

		Select YES or NO.

		· Must operator process information at rate that might exceed capability?

		Select YES or NO.

		· Is job so complex it takes a long time to train workers?

		Select YES or NO.

		· Does task require a great deal of accuracy?

		Select YES or NO.

		· Does work situation require monitoring several machines?

		Select YES or NO.

		Is the task monotonous?



		· Does the worker repeat same task without change for entire shift?

		Select YES or NO.

		· Does the worker lose track of task at hand because it is overly monotonous?

		Select YES or NO.

		Design and Use Standards



		· Are controls standardized on similar equipment?

		Select YES or NO.

		· Does design of any instrument increase reading errors? (Dials and instruments difficult to read quickly and accurately)?

		Select YES or NO.

		· Are controls difficult to reach and operate?

		Select YES or NO.

		· When all readings are correct, do pointers in a group of dials point in different directions?

		Select YES or NO.

		· Are dials grouped inconveniently?

		Select YES or NO.

		· Is dial too complex for level of information required?

		Select YES or NO.

		· Is it difficult to see immediately how a control is set?

		Select YES or NO.

		· Does reading instruments require a lot of head or body movement?

		Select YES or NO.

		· Does worker's hand obstruct dial when operating controls?

		Select YES or NO.

		· Is there a need to tell difference between parts by touch?

		Select YES or NO.

		· Is it difficult to recognize controls and tools by touch and/or position?

		Select YES or NO.

		· Does the task require fine visual judgments? (Includes need to detect small defects, judging distances accurately)?

		Select YES or NO.

		· Are controls, instruments and equipment placed where they are difficult to see?

		Select YES or NO.

		· Are warning lights located out of center of field of vision?

		Select YES or NO.

		Training (Technical and Safety)



		· [bookmark: _GoBack]Is the workforce inadequately trained in the technical aspects of the job process and demands?

		Select YES or NO.

		· Is the workforce inadequately trained in the safe performance of the job tasks?

		Select YES or NO.

		· Is the workforce inadequately trained in methods (breaks, stretching, and warm-up activities) to control job fatigue?

		Select YES or NO.






		[bookmark: _Toc534789163]Workstation Checklist





		Company:

		Click or tap here to enter text.		Workstation Name:

		Click or tap here to enter text.

		Prepared by:

		Click or tap here to enter text.		Department:

		Click or tap here to enter text.

		Date:

		Click or tap to enter a date.		Document Number:

		Click or tap here to enter text.





		“NO” answer indicates need for additional investigation.



		· Workstation configuration has been determined (sit, stand or sit/stand). 

		Select YES or NO.

		· [bookmark: _GoBack]Seated workstation guidelines have been identified and incorporated into workstation design. Includes seated worksurface heights and seated workstation dimensions.  

		Select YES or NO.

		· Standing workstation guidelines have been identified and incorporated into workstation design. Includes standing worksurface heights and standing workstation dimensions.  

		Select YES or NO.

		· The workstation allows for full range of movement.

		Select YES or NO.

		· Mechanical aids and equipment are available.

		Select YES or NO.

		· Height of the work surface adjustable.

		Select YES or NO.

		· Work surface can be tilted or angled to provide improved access.

		Select YES or NO.

		· Is the workstation designed to reduce or eliminate?

· Bending or twisting at the wrist? 

· Reaching above the shoulder?

· Static muscle loading?

· Full extension of the arms?

· Raised elbows?

		Select YES or NO.

		· Workers able to vary posture.

		Select YES or NO.

		· Hands and arms free from sharp edges on work surfaces.

		Select YES or NO.

		· Armrest provided where needed.

		Select YES or NO.

		· Footrest provided where needed.

		Select YES or NO.

		· Floor surface free of obstacles and flat.

		Select YES or NO.

		· Cushioned floor mats provided for employees required to stand for long periods.

		Select YES or NO.

		· Chairs or stools easily adjustable and suited to the task.

		Select YES or NO.

		· Tasks visible from comfortable positions.

		Select YES or NO.

		· Preventive maintenance program for mechanical aids, tools, and other equipment.

		Select YES or NO.














FORM: DC11252020 ErgoSystems Consulting Group, Inc. www.ergosystemsconsulting.com  


Discomfort Survey 
Based on your average workday, please 
complete the Discomfort Survey. Fill in 
all of the boxes below. Please respond 
honestly and thoughtfully. Your 
responses are anonymous. 
THANK YOU! 


Date: / / 


Handedness: Right Left Ambidextrous 


Line/Work Unit:  


Operation/Task:  


Rate discomfort for each region by 
writing the number (0 to 3 in the box.) 
0=NONE/MINIMAL: No discomfort at all. Some 


discomfort, able to reasonable cope with 
discomfort while performing general tasks 


1=MODERATE: Moderate discomfort, some 
difficulty in performing general activities 


2=SEVERE: Significant difficulty in performing 
general activities 


3=MAX: Maximum discomfort (unable to 
function, admitted to the hospital) 


 


BODY PART Left Right 


A Head/Neck/Eyes    


B Shoulder/Upper Back     


C Low Back (Mid/Low)    


D Arms/Elbows     


E Hands/Wrists/Fingers     


F Legs/Feet     


TOTAL SCORE     


Please respond to questions below (circle 
response): 


 


How physically hard do 
you rate your work? 


Easy Moderate 


Hard Very Hard 


How much energy do you 
have left at the end of 
your shift? 


Lots Some 


Little None 
 


OVER FOR ADDITIONAL COMMENTS 



http://www.ergosystemsconsulting.com/





FORM: DC11252020 ErgoSystems Consulting Group, Inc. www.ergosystemsconsulting.com  


Please list suggestions to make your work more comfortable, safe and productive. 
1. 


 
 


 
 


 
 


 
 


 


2. 
 
 


 
 


 
 


 
 


 


3. 
 
 


 
 


 
 


 
 


 


4. 
 
 


 
 


 
 


 
 


 


5. 
 
 


 
 


 
 


 
 


 



http://www.ergosystemsconsulting.com/



		1.

		3.

		5.




		[bookmark: _GoBack]Discomfort Survey



		Based on your average workday, please complete the Discomfort Survey. Fill in all of the boxes below. Please respond honestly and thoughtfully. Your responses are anonymous.

THANK YOU!

		Date:

		/	/



		

		Handedness:

		Right

		Left

		Ambidextrous



		

		Line/Work Unit:

		



		

		Operation/Task:

		





Rate discomfort for each region by writing the number (0 to 3 in the box.)

0=NONE/MINIMAL: No discomfort at all. Some discomfort, able to reasonable cope with discomfort while performing general tasks

1=MODERATE: Moderate discomfort, some difficulty in performing general activities

2=SEVERE: Significant difficulty in performing general activities

3=MAX: Maximum discomfort (unable to function, admitted to the hospital)



		BODY PART

		Left

		Right



		A

		Head/Neck/Eyes

		

		





		B

		Shoulder/Upper Back

		



		





		C

		Low Back (Mid/Low)

		



		



		D

		Arms/Elbows

		



		





		E

		Hands/Wrists/Fingers

		



		





		F

		Legs/Feet

		



		





		TOTAL SCORE

		



		







Please respond to questions below (circle response):



		How physically hard do you rate your work?

		Easy

		Moderate



		

		Hard

		Very Hard



		How much energy do you have left at the end of your shift?

		Lots

		Some



		

		Little

		None







OVER FOR ADDITIONAL COMMENTS



FORM: DC11252020

ErgoSystems Consulting Group, Inc.

www.ergosystemsconsulting.com



Please list suggestions to make your work more comfortable, safe and productive.

1.



















2.



















3.



















4.



















5.
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