Employee Ergonomic Self-Evaluation Form

Phone: | Date:
Title: Email:
Agency/Dept./Division:
Building Name/Full Address: | Room Number:
Total Years Worked: Years in Current Position:
Dominant Hand: Right Left Office Type:
Supervisor Name: Phone:

Related Medical Conditions or Past Traumas (possibly related to discomforts) [ Arthritis [ Glasses [ Other:
Do you cradle the phone with your neck while doing data entry? Yes No

Do you constantly rest your wrist on the wrist rest? Yes No

How many hours are you using a computer, cell phone, tablet, or any handheld electronic device after work?
Weekdays: Weekends:

Do you participate in recreational activities? Yes No Duration: Frequency:

Select Approximate Percent (%) of Time on Task
During a Typical Day

Sitting

Standing

Typing and mouse use

Writing

Phone while typing

Phone without typing

Filing

Moderate Lifting 25 to 50 Ibs.
Heavy Lifting over 50 Ibs.
Driving

0-10%  1-30%  31-50%  51-70%  71-100%
|
|
|
|
|
|
|
|
|
|

Ooooooooooodo

Oooooooaooo

Oooooooaooo

OoOoOooooomom:ao.o
OoOoOooooomom:no.o

Check side of body and all symptoms. If it does not apply, check “not applicable.”
Not

Body Part Appli Left Right Discomfort Numbness Pain Severe Pain
pplicable
Eye O O O O O O O
Neck O Ol O O | O O
Shoulder O O O O O O |
Upper Back | | O O | O a
Lower Back O O O O O O |
Buttocks O O O O O | |
Upper Leg O O O | | O O
Lower Leg O O O O O O O
Foot O O O O O O O
Upper Arm O O O O O O O
Lower Arm O O O O O O O
Elbow O O O O O O O
Wrist O O O O O O O
Hand O O O O O O O
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