Prescription Safety Glasses

Assessment checklist

Name of Employee:


Service:



Establishment Address: 



Name of Assessor:


Date:



1.
What is the activity to be carried out?

2.
Does this work involve fine detail and/or special lighting conditions?

3.
What are the hazards?

4.
Is there an eye risk from ejected particles?  (Hot/cold)

5.
Are chemicals decanted?

6.
Is there an eye risk from fluids (splashes, etc) or gases?

7.
Are there any environmental conditions, for example:


*
temperature/humidity

*
ventilation

*
other PPE, etc which may affect the wearing of certain types of eye 


protection?

8.
Is eye protection currently issued and used?  If yes, what type?


Is it sufficient?


If not, why not?

Overall assessment (circle)

High / Med / Low

RECOMMENDATIONS
PPE required:

(a)
Prescription Safety Glasses
Yes/No

(b)
Safety glasses
Yes/No

(b)
Safety Goggles
Yes/No

(c)
Face-shield
Yes/No
(d)
None Required (tick if applicable)


Signed:




NB:
The Service is responsible for the provision of Prescription Safety Glasses where required.









