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HEALTH AND SAFETY  
ERGONOMIC WORK STATION (DSE) SELF ASSESSMENT 

Self-assessment Questionnaire

	Name:
	Date completed:

	Dept/Service:
	Line manager:

	Location:
	Contact Tel Number:

	The purpose of this check list to evaluate Health and Safety factors associated with your workstation.
	Complete all questions and put a tick in the appropriate YES or NO box.


	About you
	Yes
	No

	1
	On average how many hours per day do you work at the PC?
	

	2
	Do you wear spectacles?
	
	

	3
	Do you wear contact lenses?
	
	

	4
	Can you use a PC or display screen device without spectacles that are specially and exclusively worn for this task?
	
	

	5
	Are you facilitated regular breaks away from using the Display screen?
	
	

	6
	Have you been provided a copy of the ECCH workstation ergonomics leaflet?
	
	

	7
	Do you always adjust the workstation equipment to meet your own needs and achieve a comfortable working posture?
	
	

	8
	Are you free from discomfort when using your  workstation when you have set it up?
	
	

	9
	Do you have regular eye tests?
	
	


	Display Screen
	Yes
	No

	1
	Are the characters clear and readable?
	
	

	2
	Is the text size comfortable to read?
	
	

	3
	Is the image stable i.e. free of flicker and jitter?
	
	

	4
	Is the screens specification suitable for its intended use?
	
	

	5
	Are the brightness and/or contrast adjustable?
	
	

	6
	Does the screen swivel and tilt?
	
	

	7
	Is the screen free from glare and reflections?
	
	

	8
	Are adjustable window coverings provided and in adequate condition?
	
	


	Keyboard
	Yes
	No

	1
	Is the keyboard separate from the screen?
	
	

	2
	Does the keyboard tilt?
	
	

	3
	Is it possible to find a comfortable keying position?
	
	

	4
	Do you use good keyboard technique?
	
	

	5
	Are the characters on the keys easily readable?
	
	


	Mouse/Trackball etc
	Yes
	No

	1
	Is the device suitable for the tasks for which it is used?
	
	

	2
	Is the device positioned close to you?
	
	

	3
	Is there support for your wrist and forearm?
	
	

	4
	Does the device work smoothly at a speed that suits you?
	
	

	5
	Can you adjust software settings for speed and accuracy of pointer?
	
	


	Chair
	Yes
	No

	1
	Does the chair have back height adjustment?
	
	

	2
	Does the chair have back tilt adjustment?
	
	

	3
	Does the chair have seat height adjustment?
	
	

	4
	Does the chair have at least five legs?
	
	

	5
	Does the chair have wheels on each leg?
	
	

	6
	Does the chair have a swivel mechanism to the seat?
	
	

	7
	Does the chair backrest support the small of your back when seated?
	
	

	8
	Can you adjust all of the above easily?
	
	

	9
	Is the chair in a good state of repair?
	
	


	Desk/Work Surface
	Yes
	No

	1
	Is the desk/work surface of adequate size for you to use a PC?
	
	

	2
	Does the desk /work surface have a low reflective surface?
	
	

	3
	Does the desk/workstation equipment layout enable you to carry out your tasks comfortably?
	
	

	4
	Can you reach all of the things you need easily on your desk/ work station?
	
	

	5
	Does the desk / work surface foot well allow you freedom of movement?
	
	


	Posture & Ergonomics
	Yes
	No

	1
	Can you sit comfortably and easily change posture?
	
	

	2
	Can your feet comfortably rest flat onsurfaceckrest support the small of your back when seated station





















































 the floor?
	
	

	3
	Can you support your wrists on the desk / workstation when keying in information?
	
	

	4
	Are your arms horizontal when using the keyboard?
	
	

	5
	Are you free from aches, pains or sensory loss? (Tingling pins & needles) in neck, back, shoulders, upper limbs or lower limbs, while using your workstation?
	
	

	6
	Does the height and position of your screen mean you don’t have to tilt/hold your head backwards or forwards to see it clearly?
	
	

	7
	If you have a document holder – is it stable, adjustable and positioned to minimise head and eye movements?
	
	


	Environment
	Yes
	No

	1
	Is the lighting (natural or artificial) suitable for the tasks you are undertaking at the workstation?
	
	

	2
	Is the heating level suitable for the tasks you are undertaking at the workstation?
	
	

	3
	Is noise level suitable for the tasks you are undertaking at the workstation?
	
	


	Software
	Yes
	No

	1
	Is the software suitable for your needs?
	
	

	2
	Have you received training on the use of the software?
	
	


	Please detail any other comments on your work station that need to be considered

	


	Employee Signature:
	Date:

	Line manager comments and action on this Workstation Assessment

	

	Line Manager
	Yes
	No

	Referral to DSE Assessor required
	
	

	Referral and copy of this assessment made to DSE Assessor and date
	
	


	LinE manager  Signature:
	Date:


DSE Assessor Recommendations
DSE Assessor Name: ……………………………………………………………………..

Date of Assessment Review: …………………………………………………………..

	Action Required (state ‘None’ if None)
	By Whom (Name)
	By when (Date)
	Completed

	1
	
	
	
	

	2
	
	
	
	

	3
	
	
	
	

	4
	
	
	
	

	5
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Assessment completed and all necessary remedial action has been implemented.

Assessor Name: ………………………………….... Signed: ……………………………..    Date: ………….…………

Line Manager Name: ………………………..….  Signed:…………………………...….   Date: ………….…………
Additional Comments:
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