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Based on an average day, please inform us about

your comfort at work.  If you have discomfort not

Date:
     
related to your work please explain.  Fill in all of the

Dept:
     
boxes below.  Please respond honestly and


Name:
     
thoughtfully.

Rate your comfort for each region (A-J) by writing a number (0-10) in the box provided.

(Make no distinction between right and left)

DISCOMFORT

RATING

                                                                     
            Very                    Very





      
      Comfortable     Uncomfortable

A)
Head / neck / eyes

10….         ….0

B)
Upper / mid back

10….         ….0


C)
Low back / pelvis

10….         ….0

D)
Shoulder / upper arm

10….         ….0

E)
Elbow / mid arm

10….         ….0

F)
Forearm / wrist

10….         ….0

G)
Hand



10….         ….0

H)
Upper leg / hip


10….         ….0

I)
Mid leg / knee


10….         ….0

J)
Lower leg / foot

10….         ….0


Please respond to each of these questions in the boxes provided.

K)
How hard is your work?  (physically or mentally)
10


0








     Very Much….
 ….Very Little

L)
How much energy do you have left after work?
10


0








     Very Much….
 ….Very Little

M)
How would you rate your job satisfaction?

10


0








     Very Much….
 ….Very Little


List ways we can help you make your work more comfortable, safer and more productive.

1.      
Employee Discomfort Survey
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