





Request Form
	Date: 
	

	Employee Name:
	

	Phone Number:
	

	Employee’s Branch
	

	Workstation Location:
	

	Hours of Work:
	

	Team Leader’s Name:
	

	Team Leader’s Phone Number:
	


1. Please indicate your reason for requesting an ergo adjustment:
	⁪ FORMCHECKBOX 

	I am a new employee.

	 FORMCHECKBOX 

	I changed workstations and I want to ensure I am set up properly.

	 FORMCHECKBOX 

	To check if my workstation is set up properly.

	 FORMCHECKBOX 

	To review if my new equipment is set up properly.

	 FORMCHECKBOX 

	I am experiencing pain (i.e. my neck, wrist, etc).

	 FORMCHECKBOX 

	It was recommended by a health care professional.

	 FORMCHECKBOX 

	Other:


⁪
2. Have you accessed the on-line ergonomic self-adjustment tools and reviewed the tips and made self-adjustments?

 FORMCHECKBOX 
 Yes       ⁪ FORMCHECKBOX 
 No (If no, please do so before continuing with your request)
3. Are you currently under the care of a health care professional because of an accident or injury?

⁪ FORMCHECKBOX 
 Yes       ⁪ FORMCHECKBOX 
 No

4. Have you ever had an ergonomic adjustment/assessment?

⁪ FORMCHECKBOX 
 Yes       ⁪ FORMCHECKBOX 
 No (If yes, please indicate the date: ______________________)
When completed, please forward this to your team leader for signature.

Team Leader’s Comments: _____________________________________________________________________
                                                 _____________________________________________________________________                                       
Team Leader’s signature:  ______________________________________

Note: If the employee is experiencing pain or is under the care of a health care professional, the team leader/manager can consult with the Regional OHS Advisor.
	To be completed by the Ergo Coach

	Coach’s Name:  
	

	Appointment Date:
	
	Time:  
	

	Follow-up Date:
	
	Time:
	


