[image: image1.emf]COUNTY OF ALAMEDA
REQUEST FOR ERGONOMIC EVALUATION

(Form 430300-9)
This form is to be completed by an employee, supervisor, or Agency/Department Safety Coordinator. It requires the signature of the supervisor and the Agency/Department Safety Coordinator before an ergonomic evaluation can be scheduled. 
All HCSA employees must submit this completed request to HCSAErgo@acgov.org. All other EEs must submit this completed request to their agency/department safety/ergonomics coordinator or HR designee before the coordinator forwards to Risk Management at ergolab@acgov.org. 
Employee Name:       

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     

 FORMTEXT 
     
Date:      

 FORMTEXT 
     

Work Unit Name:      

 FORMTEXT 
     
If a Work Unit is to be evaluated, # of employees: _______


(Please attach a list of employees’ names, phone numbers, email addresses, and locations if they differ)

Agency/Dept.:      

 FORMTEXT 
     

 FORMTEXT 
       Email:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
      Floor/ Room /Suite #:       
Phone:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

Reason for this request:

 FORMCHECKBOX 

Prevention
 FORMCHECKBOX 

Discomfort/Pain
Where:      

 FORMTEXT 
     

 FORMCHECKBOX 

Relocation/new workstation
 FORMCHECKBOX 

Other:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMCHECKBOX 
  Doctor’s order (please attach document)
Previous evaluation done?  No  FORMCHECKBOX 

Yes  FORMCHECKBOX 

(Prevention  FORMCHECKBOX 

OR
Worker’s Comp  FORMCHECKBOX 
)


If YES:
Date of prior evaluation:      

 FORMTEXT 
     
Where:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     


Reason for second evaluation:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
If an individual EE, is there an open or closed worker’s compensation claim? Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 


If YES, please send this form to your worker’s comp claims examiner.  
ENTIRE SECTION BELOW TO BE COMPLETED BY THE REQUESTING DEPARTMENT

EE’s Supervisor:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

E-mail:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
                                  (Please print)

           Signature:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
                 Phone:      

 FORMTEXT 
     
Agency/Dept. Safety/Ergo Coordinator: 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          
Phone:      

 FORMTEXT 
     

 FORMTEXT 
     

 
   (Please print)

Agency/Dept. Safety/Ergo Coordinator Signature:  
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
 Date:      

 FORMTEXT 
     

 FORMTEXT 
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