Worker Symptom Survey
As part of (organization’s name) ongoing strategy to prevent injuries and improve the comfort of the workplace, we would appreciate if you could take the time to answer this survey in the hopes that we may be able to improve your health and safety. The survey is designed to gather input such as where you feel symptoms or discomfort associated with work activities, in addition to identifying ergonomic concerns and possible solutions. There is no need for your name and all information will remain confidential.

Completed surveys will be returned to WorkSMART Ergonomics for analysis and summarizing. Should you have any questions regarding the Survey or how this information will be used, please do not hesitate to contact (insert name) directly at (contact info).

Position:  ____________________________________
Department:  _________________________________

Gender:   ( Male   (  Female       

Age:  ______

Years of Service: _______________


A. Symptoms Survey
Considering the last three months, please check how often and how intense your discomfort is after a typical work day.
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	Never
	Occasional
	Frequently
	Constantly

	1. Do any symptoms interfere with your off-work activities?
	
	
	
	

	2. Do any symptoms interfere with your work activities?
	
	
	
	

	3. Please list any other symptoms you have experienced that have not been listed above.
	


	B. Work Environment Survey
	Never
	Occasional
	Frequently
	Constantly

	4. Temperature too hot
	
	
	
	

	5. Temperature too cold
	
	
	
	

	6. Drafts
	
	
	
	

	7. Poor air quality (stuffy, lack of circulation, etc.)
	
	
	
	

	8. Fumes or odors (for example:                                             )
	
	
	
	

	9. Equipment noises (for example:                                         )
	
	
	
	

	10. Cramped Workspace
	
	
	
	

	11. Distracting noises (for example:                                          )                                                                    
	
	
	
	

	12. Insufficient light 
	
	
	
	

	13. Glare or too much light
	
	
	
	


	C. General Questions

	14. What do you believe to be the main cause of your discomfort while at work? 


	( specific work conditions 


( specific machinery or equipment 

( previous injury 
( chronic illness 

     


( poor general health 





( lack of fitness 

Other:


	15. If you could have one thing changed about your work or work tasks, what would it be?
	

	16. Additional comments?
	


Thank you for your assistance!
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