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CORPORATE SERVICES
HEALTH AND SAFETY

DISPLAY SCREEN EQUIPMENT WORKSTATION ASSESSMENT

PERSONAL ASSESSMENT CHECKLIST

	Name of Department:
Address:

	Name:
	Floor:


Please answer the following questions, by ticking the appropriate column, i.e. to represent “Yes” or “No”.

	
	Please Tick

	1.
Your Desk
	Yes
	No

	a.
Is your desk arranged so that you are able to work comfortably?
	
	

	b.
Are you able to rest your wrists on your desk when the keyboard is not in use?
	
	


	
	Please Tick

	2.
Your Chair
	Yes
	No

	a.
Is your chair comfortable?
	
	

	b.
Is your chair stable?
	
	

	c.
Do you know how to adjust the height of the chair?
	
	

	d.
Does the chair support your back?
	
	

	e.
Do you know how to adjust the height of the seat back?
	
	

	f.
When sitting normally in your chair, do your feet touch the floor 

(or a footrest, if provided)?
	
	


	
	Please Tick

	3.
Your Keyboard
	Yes
	No

	a.
Can your keyboard be adjusted to find a comfortable working position?
	
	

	b.
Are the keyboard symbols easy to read?
	
	

	c.
Legible characters
	
	


	
	Please Tick

	4.
Your Display Screen
	Yes
	No

	a.
Can the screen of your terminal be adjusted to find a comfortable 

working position?
	
	

	b.
Can the brightness and contrast of the screen be adjusted easily?
	
	

	c.
Is the screen easy to read?
	
	

	d.
Is the information on your screen fuzzy, too small or flickering?
	
	


	
	Please Tick

	5.
General Conditions
	Yes
	No

	a.
Is reflected light / glare on your screen a problem?
	
	

	b.
Is the lighting around your desk a problem?
	
	

	c.
Is the noise level low enough for normal conversation?
	
	

	d.
Is the ventilation adequate and draught free?
	
	

	e.
Are the temperature and humidity comfortable?
	
	

	f.
Are there any potentially hazardous features at your workstations, e.g. 

trailing cables, poor electrical wiring, poorly positioned equipment?


If yes, please give details.


	
	


	
	Please Tick

	6.
Visual / Health Factors
	Yes
	No

	a.
Does your eyesight require the use of spectacles / contact lenses?


If yes, please circle whether you need them for:-
reading


screen work only


long distance


all situations


	
	

	b.
Do you have any other problems with your vision which may be related to 

working with display screens?


If yes, please give details


	
	

	c.
Do you suffer from any other physical problems or symptoms (not related 
to eyesight) which you think may be related to your use of a display 

screen?


If yes, please give details.


	
	


Signature:



Date:



