EMPLOYEE ERGONOMIC SUGGESTION FORM

SECTION I - JOB TASK

	Job Task Description:


	Employee(s) Involved [List number & job classification(s)]:

	
	Specific Location of Task:



	Identify the problem or injury potential:
	Task presents a risk to: (check all that apply)

a.  Employee    _____ 

b.  Co-Worker   _____

c.  Patient         _____




SECTION II - PHYSICAL DEMANDS

	Describe the physical demands of job task: (Check all that apply)



	___  Standing/Upright


	___  Carrying
	___  Sitting 

	___  Standing/Forward Bent


	___  Crawling
	___  Walking

	___  Patient Lift: 1-Person


	___  Climbing
	___  Twisting with hands

	___  Patient Lift: 2-Person


	___  Kneeling
	___  Pushing

	___  Patient Lift: Using Mechanical. Device


	___  Pulling
	___  Stooping

	___  Manual Lift of Object


	___  Gripping
	___  Other (Describe)

	___  Balancing


	___  Reaching
	


SECTION III - ERGONOMIC HAZARDS/RISK FACTORS

	Identify Ergonomic Hazard(s) of Job Task: (Check All that apply)



	___  Awkward body position or posture:


	___  Direct pressure on palm/hands/arms:

	___  Lifting objects/ residents of excessive weight:


	___  Exposure to vibration:

	___  High repetitions:


	___  Lack of additional staff/help:

	___  In adequate work space:


	___  Unpredictable behaviors:

	___  Work station(s) height:


	___  Slippery footing:

	___  Inappropriate hand tool(s):


	___  Prolonged standing:

	___  Lack of adjustable chairs, beds, work stations etc.:


	___  Other (describe):


SECTION IV - SOLUTIONS

	Identify possible solutions or alternatives (List at least one solution from one or more categories):



	1. EMPLOYEE Change (Body mechanics, positioning, etc.):

	     a.  



	     b.



	2.  WORK SITE/ENVIRONMENTAL Change:

	     a.



	     b.



	3.  JOB TASK Change (performance, sequencing, essential function, ect.):

	     a.



	     b.




SECTION V – NAME/LOCATION OF EMPLOYEE

	Name/Location of employee submitting suggestion form

Name(print):  _________________________________________   Location:   _________________________________

Signature: ____________________________________________  Date : ____________________________________


SECTION VI - ERGONOMIC TASK FORCE REVIEW

	Date of review:  _____________________    Task Force Leader:  __________________________________



	Was the recommended solution/alternative implemented?   YES  ______   NO  ______

If YES, indicate number and letter (See Section IV):    Number:  _____________  Letter:  __________________

If  No, explain   _______________________________________________________________________________________________

_______________________________________________________________________________________________



	If a different solution was implemented, please describe:   _______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

	Was the employee who submitted the suggestion notified of the outcome of the review?   YES  _____   NO  _____

Estimated cost of solution:  $___________________________
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